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Presenter: Mary Cridge Deputy Chief Inspector (ASC) 
PURPOSE: FOR ASSURANCE 
 
This paper is provided to enable the Board to fulfil their duties in relation to: 
 

• Monitoring the progress and delivery of strategic change programmes  
 
PROPOSAL OR RECOMMENDATION  
 
The purpose of this paper is to update Board and the public of progress made so far on the closed cultures project.  
 
AIMS OF PROJECT 
 
The ‘Closed Culture’ project has been underway since 2019. This summary provides an account of the project, as well as the context for the 

improvements that were made. By ‘Closed Cultures’ we mean services that are at a higher risk of poor care and abusive cultures. These are 

usually services that are located away from people’s communities, services that support people with communication difficulties, and with a lack 

of staff with the right training and expertise. 

 
By the end of the project we wanted to ensure that we are more aware of the features of a closed culture and we know the risk factors that 
might lead to the development of one. That we can detect closed cultures and know which services might be more likely to develop such a 
culture. We wanted to be able to use a variety of tools including intelligence, inspection, surveillance and our engagement with people using 
services, families, providers, commissioners and partners. We wanted to be able to better prevent closed cultures from developing. We want 
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to ensure we do not register services that do not provide the right care models. We promote best practice to providers and commissioners 
through national independent voice publications. Finally, that we can support providers to improve and we hold them to account. If people 
are unsafe and care being provided is not improving quickly enough then we will use our enforcement powers which could include placing 
restrictions on a service or cancelling the registration of a provider.  

SUMMARY OF WHAT WE ACHIEVED  
 

• We undertook our first full round of inspections to services that care for people with a learning disability, mental health condition and/  or 

autistic people inspections (2014-2017) – we highlighted that there were seven key areas that needed significant improvement – one of 

these was the use of restraint and segregation, and another was the physical environment in mental health hospitals. We knew that 

many services needed significant improvements, however the scale and severity of the problems were not as clear. 

• In 2018 a story of a young woman who had been held in segregation (isolated in another area of the service) for over 20 months came 

to light and we were asked by the Secretary of State for Health and Social Care to conduct a review of restraint, segregation and 

seclusion across mental health hospitals in England. Families and advocacy groups came to together to highlight more cases of people 

across England being subject to high levels of restraint and restrictive practice, like segregation. Over the course of the review, families 

and other groups helped we shed light on some extremely poor care across mental health hospitals, especially for people with a 

learning disability and or autistic people. There were many extremely distressing stories and care published in both our interim report 

(May 2019) and our final report Out of Sight - Who Cares?, (October 2020) and people who had been in institutions for decades of their 

life. Our work in this report would not have been possible without the help of families and people in services.  

• At the same time our interim report was published on Out of Sight – Who Cares in May 2019, a BBC Panorama programme aired on the 

care at a hospital in Durham, Whorlton Hall. The programme showed some people with a learning disability and autistic people being 

verbally and physically abused. Families came forward to say this was not an isolated incident. This greatly accelerated the need for 

change.  

• Since then, significant work has been undertaken to improve the way we both see and regulate services that may be at risk of a ‘closed 

culture’. Two independent reviews were commissioned by us straight away following the Panorama documentary, by David Noble and 

Professor Glynis Murphy and alongside we set up our own ‘Closed Cultures’ project to begin work to make improvements.  It is 

important to note that both in the Glynis Murphy review and our work, we found services that care for people with a learning disability 

and autistic people were at a higher risk of a ‘closed culture’ and we have focused on this group of people.  

• The work we have done in this project has been either as a result of what people and their families have told us, or in co-production with 

them in building new methodologies and new narratives in the system about what needs to change. None of this work would have been 

https://www.cqc.org.uk/publications/major-report/state-care-mental-health-services-2014-2017
https://www.cqc.org.uk/publications/themed-work/interim-report-review-restraint-prolonged-seclusion-segregation-people
https://www.cqc.org.uk/publications/themed-work/rssreview
https://www.cqc.org.uk/news/stories/cqc-publishes-second-part-independent-review-its-regulation-whorlton-hall
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possible without the input of our Expert Advisory Groups – both external and internal – made up of people who use services, families, 

providers, commissioners, national bodies, voluntary sector partners and our regulatory colleagues. Their knowledge and experiences 

shaped this work from start to finish.  

• During this time, the country was also hit by the COVID-19 pandemic, which disproportionately affected people with a learning disability 

and autistic people – lack of visitation, staffing pressures as well as shielding made closed cultures more likely to occur.1  

• The reviews and our own work found that improvements were needed in four key areas: 

 
1. Better data on people’s experiences – the way we collect these and analyse these are key to building an improved regulatory 

approach and will help us better understand how services are performing. However, building this picture and this data takes time 

and is something we will continue to embed into our future regulatory approach.  

2. Observation and flexibility – in services that are at a higher risk of closed cultures (e.g. they are far away from people’s homes 

and communities, care for people that have communication difficulties or who are non-verbal, are isolated) findings highlighted 

that data can only take us so far in these services as many people are not in a position to share their experiences.  

3. Training for our inspectors and regulatory colleagues – both our internal review and the independent reviews concluded that 

our inspectors needed more support to do their jobs in these services. Whether that’s support to better understand and measure 

how well services are using communication tools through Talking Mats or PECs (Picture Exchange Communication System), or 

whether that is support to identify what a closed culture looks like and how to take regulatory action. Training has already been 

rolled out and will continue to be expanded for colleagues looking at these services.  

4. The need for greater research into closed cultures – In Professor Murphy’s review she concluded that closed cultures was 

under researched and needed significantly more research to understand the factors that contribute to a poor culture becoming 

an abusive culture.  

Summary of action taken as a result  

• We have taken action against each of these findings and recommendations, which are listed in the table below. As a summary, the main 

ways we are more equipped to both identify and take action on closed cultures are: 

 

 
1 Coronavirus: lessons learned to date, Sixth Report of the Health and Social Care Committee and Third Report of the Science and Technology Committee of Session 2021–

22, House of Commons Health and Social Care, and Science and Technology Committees, Sept 2021, p 100. 
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o Better intelligence collection and analysis – We have improved our ability to collect and analyse data from people who may 

be receiving care in a closed culture service. We have done several targeted campaigns of our ‘Give Feedback on Care’ service 

which is an accessible online form for anyone to give feedback on the care they are receiving. All feedback is used to inform 

future inspection activity. We have created a set of indicators specifically to improve how we identify services that are at a risk of 

developing closed cultures. The first set of indicators was rolled out to inspectors at the end of 2021 and their effectiveness will 

be monitored. Between 01/01/2021 and 31/12/2021 there has been 20% more people coming forward with whistleblowing 

enquiries for services that care for a people with a learning disability and or autistic people and in the same period there has 

been a 25% increase in enforcement action.  

o Enhanced inspections - We know that to truly understand what’s going on, we must take time to understand the culture of the 

service. We have done this through increased observation on inspections, at different times of the day, whether that’s through 

our Short Frame Observation Framework for Inspection or Quality of Life tools, or whether that’s having more conversations with 

staff and people in the service – observation is key. 
o Training and awareness - Our colleagues and staff are more aware of closed cultures and the factors that lead to abuse – over 

70% of our all staff are aware of closed cultures and understand how their team need to work differently. Initial training on how to 

identify and respond to closed cultures was rolled out to 2,000 operational colleagues and is a mandatory requirement for 

colleagues. In additional over 1,400 colleagues were given additional training when inspecting services that autistic people might 

be in.  
o Research into closed cultures – An international two-day research symposium to look in depth at how to better detect closed 

cultures with Professor Glynis Murphy was held on 13th and 14th October 2020. The findings of this informed the need for future 

research. A proposal to conduct more research into the factors that lead a poor culture into an abusive culture has been 

approved for commissioning by the Department of Health and Social Care’s Research and Development Committee.  

Overall, we are confident that we have improved our ability to detect poor care for those in closed cultures over the past two years since the 

beginning of the project.  Although there is undoubtably more work to be done to improve this, and to embed this into our future work, we have 

been able to take significantly more action against services that have poor cultures – this is evidenced by the significant amount of services we 

have restricted admissions on, closed or taken enforcement other action against in the past two years. We now have a Director level post that 

focuses on services that care for people with a learning disability and autistic people that will continue to have oversight of this agenda and 

embed it into everything we do. We are clear that the work does not stop here and this continues to be a priority for us. 

 
 

https://www.bradford.ac.uk/dementia/training-consultancy/sofi/
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KEY UPDATES  
 

Glynis Murphy report 

recommendations  

Update  

Recommendation 1 – Data and 

accessibility  

• We have developed risk indicators for closed cultures and things that increase the likelihood of a 

service developing a closed culture. This has been embedded into our regulatory process.  

• We have produced a bespoke dashboard for closed cultures and services that care for people with a 

learning disability and or autistic people that is monitored regularly for risk and informs enforcement 

action. 

Recommendation 2 – 

Unannounced inspections and 

increased out of hours inspections 

• Our closed cultures guidance includes the need for unannounced and out of hours inspections where 

there is a risk of a closed culture.  Since April 2021 56% of our new learning disability and autism 

inspections have included some out of hours inspection activity.  

Recommendation 3 - Abuse 

allegations, safeguarding alerts 

and whistleblowing events  

• We are working at improving our risk escalation process that will be taken forward in the new year for 

how we escalate issues more efficiently. This will be in collaboration between us and NHS England. 

This will also be embedded into our Future Regulatory approach that is currently being developed.   

Recommendation 4 – Improved 

communication with service users 

• We have developed a suite of communication tools to better enable our inspectors to reach people 

who have communication difficulties. This includes training on PECS (Picture Exchange System), 

MAKATON and BSL (British Sign Language) as well as the continued piloting of Talking Mats. Further 

training is being rolled out to our regulatory colleagues in these areas.  

• We have developed the Quality of Life tool in partnership with the University of Warwick that supports 

our inspectors to better identify when effective care planning is taken place. This is specifically for 

people with a learning disability and or autistic people that have multiple needs.  

• We are currently working to improve the way we use advocates across the organisation, working with 

Voiceability and their network of advocates. In the future this will include training and other tools.   

https://www.talkingmats.com/
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Recommendation 5 – The Use of 

Level 1 and Level 2 inspections  

• We have undertaken significant work on how we regulate services for people with a learning disability 

and or autistic people. The key to this is specialist skills and increased observation. We have 

recognised the importance of strong leadership on this issue to ensure the agenda is progressed at 

pace. Debbie Ivanova was appointed as the interim Deputy Chief Inspector for services that care for 

people learning disabilities and or autistic people. Debbie providers leadership, oversight and 

challenge to our regulatory work in these areas. 

• Some practical changes made to better understand the whole culture of a service include: 
• Visiting services more regularly at different times of the day, eg: handover periods, meal times, 

and evenings  
• Spending more time speaking to people who use services and their families and speaking to as 

many people that may visit or have contact with a service such as advocates, commissioners, 
visiting professionals 

Recommendation 6 - CQC should 

not register services like Whorlton 

Hall, that are very isolated, in 

unsuitable buildings, with out-of-

date models of care  

We have developed an updated policy on how we registers services for people with a learning disability and 

or autistic people. The policy is called ‘Right Support, Right Care, Right Culture’. This sets out what we expect 

from these services and is applied to all of these services going forward and any new applications.  

It is centred around: 

• The Right support: Model of care and setting maximises people's choice, control and independence 

• The Right care: Care is person-centred and promotes people's dignity, privacy and human rights 

• The Right culture: Ethos, values, attitudes and behaviours of leaders and care staff ensure people 

using services lead confident, inclusive and empowered lives. 

We have been to court on a number of occasions in the last five years to challenge services that do not meet 

these requirements. In the majority of cases we won or the provider withdrew.  

https://www.cqc.org.uk/sites/default/files/20200929-900582-Right-support-right-care-right-culture-FINAL.pdf
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Recommendation 7 – Ratings 

when services are using restrictive 

practices   

• We have undertaken work as per recommendation 1 to improve the way we collect and analyse data 

for services that may have a risk of a closed culture. This includes having an indicator for ‘restraint’ 

that feeds into the risk profile of a service.  

• We have also undertaken an interim progress report on ‘Out of Sight: Who Cares?’ which highlights 

the need for stronger system action to reduce the use of restraint across these services.  

Recommendation 8 – Ratings 

when services cannot show how 

they support whistleblowing and 

reporting of concerns  

• We are currently updating the way our regulatory approach works as an organisation, this is in line 

with our new strategy and ‘future regulatory model’. A core part of this new approach will update the 

way we rate services, to become more intelligence and data driven, and use a wider pool of data 

sources in our judgements. This includes improving the way we hear from people who use services 

and using their voices to inform our regulatory action.  

Recommendation 9 – Group 

Home Culture Scale  

• We are currently looking at how we could incorporate the Group Home Culture scale into our 

approach. 

Recommendation 10 – Quality of 

Life tool  

• The Quality of Life tool pilot is a tool developed in partnership with the University of Warwick. The 

framework provides a structured and logical set of questions our inspectors might ask and that service 

providers should be asking themselves: 

• Who are the people the service is delivering support to? 
• What are their needs and aspirations? 
• Is the service meeting those needs and aspirations? 

 

They help us understand whether the service is meeting the needs and aspirations of the people it is 

supporting. It points to potential sources of evidence with guidance about how to find the answers.  

The tool is now used as a key part of inspecting services that care for people with a learning disability and 

autism.  

https://www.cqc.org.uk/publications/themed-work/restraint-segregation-seclusion-review-progress-report
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Recommendation 11 – CQC 

should develop guidelines for when 

evidence of the quality of care (and 

the possibility of abuse) should be 

gathered from overt or covert 

surveillance. 

• We have RIPA powers (RIPA 2000 is legislation that regulates and balances human rights to a private 
life (Article 8). CQC has the powers to undertake both Directed Surveillance and Covert Human 
Intelligence Source (CHIS) but does not have the power to use Intrusive Surveillance so cannot use 
hidden cameras and listening devices in private spaces.  
 

• We have not previously used these powers. The powers were granted for the detection and prevention 
of crime and the protection of public health. CQC’s Executive Team and Board have now agreed that 
CQC can undertake work to develop our ability to use these powers, e.g. staffing, digital infrastructure.  
 

• We have also published guidance for inspectors on the use of surveillance by providers, and the use 
of CCTV. This was informed by internal and external engagement over the last 16 months and has 
been used to gather the views of stakeholders. The engagement looked at the legal and ethical issues 
alongside the benefits and risks arising from use of surveillance.  

A note on David Noble 
recommendations  

• All recommendations from the David Noble report have been previously reported on and are 
underway.  
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 The following groups/people have been involved in forming this paper: 
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Board Committee Choose an item.  

Executive Committee Choose an item.  

Trade Unions Not applicable  

Staff Networks Not applicable  

Other – please specify Choose an item.  

 

https://www.cqc.org.uk/news/stories/cqc-publishes-independent-review-its-regulation-whorlton-hall

