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+ One member of staff was seconded for 4 weeks whilst a thorough
investigation of the bullying complaint was undertaken by the home

owner.
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Dear Dave,
Further to our telephone conversation I have, as agreed, prepared following:

The 'investigation"is repeatedly referring and responding to 12 bullet points outlining
as they claim the main concerns, Thereafter they include a list which has been rewritten
in @ way that completely distorts the complaint. Examples:

t giving residents their bel strings is routine at
for hours, this means these vulnerable people

©  Call bells are generally not given to the residents.
Springfield. As residants in many shifts are not checked
have no chance of calling for help but are left to their own mercy. Another method of avoiding buzzing
is to slightly pull out the plug from the sacket; it looks ke it is there, but this way the call system has

been put out of functio.
has in the summary ended up like this: ‘call bells out of reach’ and they go on to claim
that this problem have been sorted out, new bells have been ordered and so on. They

miss the point, or rather avoid it.

een. Rough handling s commanplace. Knowledge about this is
residents -

« Bruises on residents are

ns not interested in finding out w

 between shifts, but

2 regular basis handed o y

who are completely unable to move mbs - can develop bruises coverin

differant parts of their bodies.
has been rewritten and trivialized to ‘Bruises on residents who cannot mobilize
independently’

©  Rarely drinks are given to the residents. It is common that residents have no glasses in their
rooms, If they have, itis reach. This is common not only under normal
circumstances but also d hen the home has been plagued by bouts of diarrhoea. It

seems odd to notice that residents have been written up to have ydration solutions but have nc

been given sufficient access to water.

has been turned into 'The home at times has been ‘plagued with diarrhoea” totally
taking it out of context and making me appear ridiculous.

May | point out that these (distorted and trivialized) bullet points represent only the
general part of the complaint. They (the original) are all serious enough, but the main
specific complaints are not even mentioned, which | find absolutely unbelievable even
when taking these standards of ‘investigation’ into consideration. They are simply
ignored! Ignored is also that the complaint was ot about simple poor standards

but was directed directly against Manager @SS iliipi or serious negligence),
Home owner SN for not acting when presented with complaints against
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the manager), Inspector @i CQC (for not acting on information given to her), CQC
for general negligence (as responsible for the actions of their inspector) and social
services (for not acting on serious information which they should have been presented
with -by CQC- the day after the September 09 inspection. Five months passed after that
without any action from either side).

Yesitis true that my complaint about them all to Andy Burnham was ‘cascaded down,
first to Wiiglissgy(whom | had complained about!) thereafter to social services

(whom I had complained about) then to §iiiiEsiswhom | had complained about)
and finally to tho was the main person | have serious concerns about,
and who is the only one, as far as | can see, who actually ‘investigated" the specific

complaints - about her own refusal to deal with my serious concerns regarding specific

residents). It referred to those reports on the last page of AENMthe owner's
‘investigation' of her own home - in a line or two (special reports prepared by Sl

Ihave not gone into details when | wrote this and much more could be said. But, |
hope this will give you an idea what level of investigations we talk about. Again, nothing
is investigated as o what happened; it only refers to how the investigators found the
place during visits. No witnesses have been heard. They write at one point referring to

i

me: 'He did not want to speak to social services how
s under the impression th

his comp!

being looked herefore could not disc
sils.' Itis correct that | was once approached from their side. This was five months
after they should have approached me but didn't. At that time, in September 09, they
should have had every reason to meticulously read the two handing-over books and the
diary which content would have given them every reason to be concerned about the
conduct of the manager. They didn't. But after | had written to the minister and
complained about them all (including the social services) they asked me for more
information. | have been looking for a copy of my email response, but haven't found it.
However, | recall that my response was that , as things now had developed, had to
have assurance that | could and was legally allowed and recommended (by authorised
authorities) to give evidence in an investigation about serious abuse to the very same
people whom | also had complained about.... If | at that time, without asking for
assurances about the correctness of the procedure, had gone ahead I could have been
accused of interfering with the investigation (which | at that time optimistically had
confidence would happen), i.e. obstructing the legal investigation of my entire
complaint. | do not recall that this was ever addressed or that | heard more from them
regarding that. Social services took it as a chance not to do more about the real issue.

ealth an:

1ind it interesting that so much space in this investigation' is given to things like 'hot
water and 'showers'. | had never complained about lack of hot water. It was a problem,
but I am sure the owner was concerned about that as well. It was never a problem
included in my complaint and | have never verbally or in writing complained about it.
However, it gives the ‘investigators' a chance to write something. Smart but not fair.
Diverting attention from real issues (those | had addressed) to pseudo issues is
generally pursued throughout the documents. | am not impressed by that.
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And 1 am disappointed that you take such a flawed 'investigation’ (with NO witnesses)
as reason to claim that you are satisfied and consider this matter closed. Please take
these few lines into consideration. I will not give this matter up, and | do hope that |
have genuine support from you preventing them from finally silencing me.

Kind regards

Lars Petersson

Ps. isn't it interesting that the investigators under 7. "ldentified Risks and Plan for
Management of Risks', in which they name risks such as ‘delays in administration of
medication’, 'rsks regarding call bells', ‘inappropriate use of hoists' and 'risk in relation
to oral care.., finish it off with 'Risk of media interest'.... Who is running a risk here?
The residents? Very unlikely. The manager, owner, CQC and social services? Maybe, but
should this risk assessment - which they had prepared as part of the investigation' -
really be about themselves and the risks they run? Alright, they must be worried
because they also claim that CQC in order to manage this risk, that is considered 'high',
has prepared a 'new media alert...
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COUNTY COUNCIL

Personal Care and Support
Adult Social Care Directorate

John Cryer MP South West Area Office
MP for Leyton and Wanstead Grosvenor House
877 High Road London Square
Leytonstone Cross Lanes
E111HR Guildford

Surrey

GU1 1FA

26 April 2011
Dear Mr Cryer

Your request, ref 5750, under the Freedom of Information Act 2000

1 write following our letter dated 29 March 2011 regarding your recent request for
information held by Surrey County Council under the provisions of the Freedom of
Information Act (FOIA).

1 apologise for the delay with this response and thank you for your patience while we
considered the appropriateness of the information to be disclosed to you. | can now confirm
that we can disclose a high level summary of our findings to you.

The issues raised in a letter regardin were considered under the
Safeguarding process in accordance with the Surrey Safeguarding Adults multi agency
procedures, available on the Council's website here:

http://www.surreycc.gov.uk/scewebsite/sccwspages.nsf/LookupWebPagesByTITLE RTF/Su
rrey+Safequarding +Adults+multi+agency +procedures?opendocument

Please find enclosed a Summary of the main concems identified from the letter and the key
findings of the Safeguarding process.

If you have any queries about this letter, please contact me. Please remember to quote the
reference number above in any future communications.

If you are unhappy with the handling of your request for information and wish to make a
complaint or request a review of our decision, in the first instance you should contact the
County Council, quoting your request number given above, at:

Freedom of Information Officer
Surrey County Council

¢ ™) INVESTORS
Y& IN PEOPLE

S—— wwwsurreyec govuk
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7 Room 134
County Hall
Penhryn Road
Kingston Upon Thames
Surrey
KT1 2DN
foi@surreyes.qov.uk

If you are not satisfied by the County Councif's response to your complaint, you have the
tight to apply to the Information Commissioner for a decision. The Information
Commissioner will normally expect you to have exhausted our complaints procedure. The
Information Commissioner can be contacted at:

Information Commissioner's Office
Wyciiffe House

Water Lane

Wilmslow

Cheshire

SK9 5AF

Yours sincerely

Sk o behall F

Shaun Kavanagh
Information Governance Officer
Adult Social Care Directorate

Tel: 01483 518063 j{ i) SN
shaun kavanagh@surreyce. qov.uk
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Concens were raised from an individual, which were considered within the
safeguarding process carried out in accordance with the Surrey Safeguarding
Adults multi agency procedure. The safeguarding process included
unannounced spot checks and discussions with relevant professionals.

Below is a high level summary of the concems raised followed by the findings
of the safeguarding process. The level that has been provided is to protect
the identity of the complainant and the residents:

« Residents not being turned regularly in bed resulting in serious pressure
sores

+ No evidence found (from unannounced visits, reviews and internal
investigation.)

« Equipment in the home found to be adequate

+ Some residents were found to have pressure sores although there was
evidence that these were being treated appropriately

. Concems were raised about the recording of pressure sores / wounds
and in response a new care planning and recording system was
introduced

« Advice given by the Service Development Manager for Surrey
Community Health around the use of Tissue Viability Nurses and
Surrey Community Health for pressure sores of grade 3 or 4. Evidence
from later Senior Strategy Meetings that this advice was being followed
and referral had been made to TVN

« EAGLE system has been adopted for monitoring and identifying
wounds

« Refresher training provided for all staff and updated training for new
staff around moving and handling

+ Wound management training sourced and provided by GNCS for all
staff and RGNs

« Residents being left in wet and soiled pads / soaking wet beds for long
periods of time and not being properly toileted.

«+ No evidence found (from unannounced visits, reviews and intemal
investigation.)

« Seniors carry out night spot checks now

« RGNS check every resident when they come on shift, rather than just
relying on handover information

« Call bells out of reach.

« Rooms rearranged to ensure that all call bells are next to residents’
beds and the alarms are positioned throughout the Home so that when
they ring, a care worker can attend immediately

«  Weekly audits are being carried out
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1-00a and Tiuid cnarts are In piace for those wno need sUpport to eat

and drink.
Risk assessments are in place —the Malnutrition Universal Screening

Tool (MUST)
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* 10 new call bells were ordered to ensure that spare call bells are
available

Bruises on residents who cannot mobilise independently

o Approved risk assessments are in place for the handiing of certain
residents

« Clearinstructions in place for the operation of hoists by 2 members of
staff and staff have been advised that they will face disciplinary
procedures if they use hoists single-handed. Evidence of good hoisting
was observed on unannounced visits
Appropriate manual handling policies in place
Occupational Therapist visited and was satisfied with the equipment
used and staff practice

General disorganisation of personal care items (toothbrushes and soap
dispensers)

* No evidence found — observations from unannounced visits found soap
dispensers full

o Dental hygienist undertook oral care training with staff.

« Community Dentist visited the home and confirmed oral care was being
undertaken correctly.

*  Where relatives have been slow to provide items, W
have now undertaken to replenish these and have sufficient stoc!

The home at times has been ‘plagued with diarrhoea’

 This allegation was historic and no evidence was found from
subsequent unannounced visits or reviews.

Insufficient drinks given to residents

« There are always freshly filled water jugs in all resident's rooms and
these are changed daily

o There is access to drinks in all areas of the Home. In addition there
are 2-3 tea rounds per day and water with meals.

« Staff offer residents fluids throughout the day and where residents
need prompting and encouragement to drink, this is done by staff and
fully documented

« Food and fluid charts are in place for those who need support to eat
and drink.

« Risk assessments are in place ~the Malnutrition Universal Screening
Tool (MUST)
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Resident's pillows not being appropriately placed under their heads for
support

+  No evidence found (from announced visits, reviews and internal
investigation.)
« Every resident has a least 2 pillows

Residents being ‘freezing in their beds due to thin and too few blankets’

« No evidence found (from unannounced visits, reviews and internal
investigation.)

« A major overhaul of the heating and hot water system has been
undertaken and a risk assessment was put in place whilst this work
was undertaken

« Some residents prefer thinner duvets and all preferences are
documented.

« The store cupboard is full of extra blankets and duvets.

Staff talking in foreign languages in front of residents and the
inappropriate use of mobiles by staff

« No evidence of staff using mobile phones

Radios and televisions are set at programs to suit staff and not residents

« There was some evidence of inappropriate programmes playing on the
television and radio, however no evidence of staff watching these.

« Staff to ensure that radio and television channels are set to residents’
preferences.

Inappropriate manual handiing practices by staff — hoisting single-
handedly.

+ Al staff are aware that the hoist must be used with 2 care workers and
they face dismissal if that practice is not carried out

Home manager and RGNs monitor this

There are no reports of any single handed hoisting

Occupational Therapist is involved as required.

Risk assessments to be put in place for all equipment used.

Bullying of some staff to others




