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ALlO OES
16 April2014
Care Quality Commission
Re: The inquest into the death of John Gwynfryn Morris

Dear Mr Thomas

We write in reply to your further letter and to the additional questions that you kindly
invited the Commission to consider and clarifo.
Before addressing those questions we would like to reiterate our sadness and great
concern about the issues that were raised in your report aboui the circumstances
leading to Mr Monis' death. We also wish to emphasise our very real commitment to
address the concerns raised in your report, and to assist in improving ihe care
provided not only generally but also with specific regard to patients living with
dementia. We would also like to apologise for the delay in providing our response
which has been due in part to careful consideration being given to changes that are
currently taking place within the Commission in terms of its structure and the
regulatory framework which underpins the our functions'
In response to your questions we attempt to clariff our response as follows:

'

'1. The Commission agrees that the extra care that is required for people living
with dementia is sometimes underestimated by providers. The Commission is
also very conscious of the difficulg in assessing the stafflng needs for people
that live with dementia. For that reason when we are inspecting against the
relevant sfafiing regulationr we do not only assess care plan lecords but also .
laFfu stailal welrasjatiEntsand-relatfircs-wlrcepossibH\lhen we inspeci
care plan records we would expect to see a care plan for a person's needs at
night, and particularly if that person had been assessed as needing support at
night. During the course of an inspection visit we are only able to assess and
track a selection of peoples' care pathways. That does regreftably raise the
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In terms of night time inspections the Commission does currently carry out
inspections at night if we have a concern about the care being provided at
night, and we will be undertaking more out-of-hours inspections in the future.
Satisfying ourselves of the compliance of a service provider over 24 hours is
something that is being given careful consideration and is likely to change as
our methodology changes. Following the inquest into the tragic death of Mf
Morris, and the concerns that were raised into care at night, an inspection was
undertaken at WilloMhorpe Care Home during the evening of 3 March 2014.
The resultant report was published on 20 March 2014 and can be found on the
Commission's website, www.cqc.orq.uk. For completeness we enclose a copy
of that report to this letter. However, we also set out the relevant section
dealing with staffing levels below:
"Our judgement
'The provider was meeting this standard.
"There were enough qualified, skilled and experienced staff to meet people's
needs.

"Reasons for our judgement
Vviilov,lthorye because we had received concerns that there
were insufficient numbers of staff available to meet people's needs, and keep
people safe at night.

We inspected

"During our inspection on 03 March 2014 we found there were enough
experienced staff to meet people's needs at night. Overall we found that there
was a calm atrnosphere in the home, buzzers were answered in a timely
manner and people were not calling out for help. Staff appeared calm and
organised. There were a group of people still up socialising in the lounge when
we anived at the home. People in the residential unit were able to talk with us
and said they were happy with the time they went to bed and were able to
choose when thls was.

'We spoke with two members of staff, two people who used the service and
looked at the night care records for two people who used the seruice. The
manager provided us with records of the tnining undeftaken by two of the
night members of sfaff sobseguent to our visit. This demonstrated to us that
staff had received regular training in areas such as moving and handling,
dementia care, administration of medicines and safeguarding.
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Willowthorpe provides care to people in two separate units. We found that
netsegi
and they were usually suppofted by an additional carer between 4pm and
10pm in the evening. People we spoke with told us that there were sufficient
numbers of staff available to provide their care and support.
"However, the provider may find it useful to note that on the night of our
inspection one carer had called in sick at shoft notice and their shift had not
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Commission to say definitively
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We hope that the contents of this letter address the areas on which you sought
further clarification. Please do not hesitate to contact us if we can be of any further
assistance.
Yours faithfully

<*,|Q."1tl
Care Quality

Commission-

Ca*^"^?lA

