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The report admits that such service redesign will not be easy but points out that best practice guidance has
been available for many years and that there are no excuses for commissioners failing to commission services
that will enable most people to live safely with support in their communities and prevent unnecessary
admissions to hospital. People with a learning disability and their families will be more involved in decisions
about care and support. The wider picture The criminal activities and mismanagement at Winterbourne View
sparked a wider review of the situation in learning disabilities services across the country. A serious case
review: CQC's internal report will feed into a serious case review being led by an independent chair, Margaret
Flynn, which will examine the role of all the responsible agencies. Many patients were given anti-psychotic
drugs without a consistent prescribing policy. We will now consider whether it would be appropriate to take
further legal action. Full details of the inspection of 23 locations will be published later this summer. They
failed in their responsibilities to provide appropriate training and supervision to staff. The actions announced
in the final report are therefore designed to address these issues and transform the way services are
commissioned and delivered so that another Winterbourne View can never happen. The report which is
published today finds that Castlebeck Care Ltd Teesdale was not compliant with 10 of the essential standards
which the law requires providers must meet. Alongside the final report, the Department of Health has also
published a Concordat agreed with key external partners. The Mental Health Act Commissioner also failed to
follow up incidents, as did the police, who are reported to have acknowledged that they took explanations
from staff at face value. Mencap maintains that the Government will be judged on whether effective change
takes place right across the country and has launched its own campaign in collaboration with the Challenging
Behaviour Foundation, Out of Sight , calling for more high-quality local services. The final report will make
recommendations relating to how CQC ensures that safeguarding alerts and whistle blowing information are
handled. It initially blamed Winterbourne managers who, the CQC said, "effectively misled us by not keeping
us informed about incidents". Plans will be brought forward to hold the senior managers, directors and board
members of care organisations to account for the safety and quality of care that their organisation provides by
spring  A review of all Castlebeck services. The managers did not ensure that major incidents were reported to
the Care Quality Commission as required. The offences were treated as disability hate crimes based on
ignorance and prejudice. If you use assistive technology such as a screen reader and need a version of this
document in a more accessible format, please email publications dh. The effect of this action is that the
assessment and treatment centre near Bristol has been closed. The report states that all current placements will
be reviewed by 1 June , and everyone inappropriately in hospital will move to community-based support as
quickly as possible. The abuse revealed at Winterbourne View hospital was criminal and was subject to a
lengthy police investigation, which resulted in a number of prosecutions. Last updated:. Last reviewed 18
January Related Topics. The report commits the Government to a programme of change, which will be led by
a new NHS and local government-led joint improvement team. This sets out a shared commitment to
transform services and includes details of specific actions which individual partners will deliver to make the
changes outlined in the report real. They did not take reasonable steps to identify the possibility of abuse and
prevent it before it occurred. They had not responded to or considered complaints and views of people about
the service. There was little evidence of staff training in anything other than in restraint practices. The Review
points out that opportunities to identify the poor quality of care and abuse were repeatedly missed by multiple
agencies and by Castlebeck, citing these examples.


