
Ymatebion a dderbyniwyd gan Brif Weinidog Cymru mewn perthynas ag Adroddiad Flynn (Chwilio am atebolrwydd - Adolygiad o esgeuluso pobl hŷn a oedd yn byw mewn cartrefi gofal a ymchwiliwyd fel Ymgyrch Jasmine). 
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1. y sector cartrefi gofal preswyl a nyrsio:

(i) yn cael ei wneud yn sector o bwys strategol cenedlaethol i Gymru, gan gydnabod bod buddsoddiad isel yn y system gofal iechyd yn golygu costau uwch i'r Gwasanaeth Iechyd Gwladol a bod hynny'n effeithio ar botensial economaidd drwy fethu hyrwyddo gweithlu modern a hyfforddedig

(ii) mabwysiadu polisïau clir i reoleiddio a galluogi ymyriad yn y 'farchnad' gofal cymdeithasol i wella ansawdd y gofal drwy fynd i'r afael yn uniongyrchol â materion fel cyflog ac amodau gwaith, lefelau staffio a gwybodaeth ac arbenigedd comisiynwyr gwasanaethau a ariennir yn gyhoeddus


(iii) sicrhau bod rheolwyr cartrefi gofal wedi eu cofrestru, ac yn aelodau o gorff proffesiynol sy'n pennu safonau proffesiynol, yn meddu ar bwerau disgyblu ac yn rhoi llais iddynt ar bolisi cenedlaethol, a

(iv) datblygu dangosyddion ansawdd credadwy i lywio cynllunio strategol ar gyfer iechyd a gofal cymdeithasol 
	Gweler y Datganiad Ysgrifenedig atodedig




	Llywodraeth Cymru
	Argymhelliad 2

2. Llywodraeth Cymru, mewn cydweithrediad ag Iechyd Cyhoeddus Cymru, yn sicrhau bod:

(i) arwyddocâd briwiau pwysedd dwfn yn cael ei ddyrchafu i gyflwr hysbysadwy

(ii) uwch-glinigwyr, gan gynnwys Cofrestryddion, Meddygon Teulu a Nyrsys Hyfywedd Meinwe, yn cymryd rôl arweiniol i atal briwiau pwysedd y gellir eu hosgoi ac i ddatblygu Cofrestrfa Glwyfau Genedlaethol, gyda chymorth y Ganolfan Arloesi ym maes Gwella Clwyfau

(iii) uwch-glinigwyr yn gyfrifol am hysbysu Iechyd Cyhoeddus Cymru am friwiau pwysedd dwfn a

(iv) lle mae Iechyd Cyhoeddus Cymru wedi cael ei hysbysu am fodolaeth briwiau pwysedd dwfn, bod proses lle mae'r wybodaeth honno yn cael ei chyfleu i Arolygiaeth Gofal a Gwasanaethau Cymdeithasol Cymru neu Arolygiaeth Gofal Iechyd Cymru ac awdurdodau comisiynu priodol yn ogystal â theuluoedd pobl


	Gweler y Datganiad Ysgrifenedig atodedig




	Llywodraeth Cymru
	Argymhelliad 3

3. proses Amddiffyn Oedolion Agored i Niwed:

(i) diffinio ei swyddogaethau'n fwy cul ac yn fwy realistig

(ii) cryfhau canlyniadau amddiffynnol i unigolion lle ceir honiad neu dystiolaeth bod niwed wedi digwydd, drwy sicrhau bod naill ai asesiad gofal neu adolygiad o gynllun gofal yr unigolyn hwnnw yn cael ei gynnal. Dylai'r broses arwain at weithredu penodol yn hytrach na phenderfyniad yn unig, er enghraifft penderfyniad o gam-drin sefydliadol

(iii) sicrhau bod y GIG yn atebol am gyflawni ei gyfrifoldeb arweiniol ar gyfer ymchwilio i gyflyrau mawr a allai fod yn farwol fel briwiau pwysedd dwfn yn y sector gofal preswyl a nyrsio


	Gweler y Datganiad Ysgrifenedig atodedig




	Crwner Gwent
	Argymhelliad 4

44. Dylid cynnal cwest, er gwaethaf y ffaith bod marwolaethau Stanley Bradford, Megan Downs, Edith Evans, Ronald Jones ac eraill yn hysbys i’r Crwner ac wedi’u cofrestru eisoes


	Ymateb dyddiedig 21 Awst 2015


Ymateb dyddiedig 29 Medi 2015




	Heddlu Gwent
	Argymhelliad 5

5. Bod Heddlu Gwent yn rhoi’r wybodaeth a baratowyd gan aelodau'r panel arbenigol i deuluoedd y bobl hŷn yn y chwe chartref sy’n rhan o Ymgyrch Jasmine ac yn sicrhau bod y teuluoedd hyn yn cael cymorth yn ystod y broses hon ac ar ôl hynny

	Ymateb dyddiedig 15 Gorffennaf 2015




Ymateb dyddiedig 25 Medi 2015




	Llywodraeth Cymru
	Argymhelliad 6

6. Bod GIG Cymru yn ystyried sut y mae uwch-glinigwyr yn ymgymryd â’r cyfrifoldeb am roi gwybod i'r Crwner am farwolaethau mewn ysbytai ac yn ystyried yr angen am ragdybiaeth gyfreithiol o blaid rhoi gwybod i'r Crwner am farwolaethau preswylwyr cartrefi preswyl a nyrsio


	Gweler y Datganiad Ysgrifenedig atodedig




	Cyngor Meddygol Cyffredinol (GMC):
	Argymhelliad 7

7. Bod y Cyngor Meddygol Cyffredinol (GMC) yn:

(i) cydweithio â GIG Cymru i ganfod ffyrdd o reoli gwrthdaro buddiannau sy'n codi yn sgil derbyn cleifion Meddygon Teulu ac unigolion cofrestredig eraill y Cyngor Meddygol Cyffredinol (meddygon ymgynghorol mewn ysbytai er enghraifft) i gartrefi preswyl a nyrsio lle mae meddygon o'r fath yn gyfarwyddwyr cwmni, neu'n perthyn i gyfarwyddwyr y cartrefi hyn

(ii) sicrhau bod pob Meddyg Teulu ac unigolion cofrestredig eraill y Cyngor Meddygol Cyffredinol yn cael gwybod am yr hyn sy'n cyfrif fel gwrthdaro buddiannau a sut i reoli hyn yn ymarferol. O ystyried y byddai datgan gwrthdaro ar ei ben ei hun wedi bod yn ddull diogelu annigonol o ystyried canfyddiadau'r Adolygiad hwn, efallai y bydd y Cyngor Meddygol Cyffredinol am ystyried yr enghraifft benodol o glinigwyr sy’n berchen ar gartrefi nyrsio a gofal

(iii) ystyried yn ei adolygiad o'r Gofrestr Feddygol, y potensial ar gyfer cofnodi gwybodaeth am wrthdaro buddiannau sydd wedi'i ddatgan 

	Ymateb dyddiedig 24 Awst 2015




	Y Cyngor Meddygol Cyffredinol
Y Cyngor Nyrsio a Bydwreigiaeth
	Argymhelliad 8

8. Bod y Cyngor Meddygol Cyffredinol a'r Cyngor Nyrsio a Bydwreigiaeth yn ystyried yr angen am ddiwygio parhaus i sicrhau bod gweithdrefnau addasrwydd i ymarfer yn cael eu cynnal mor gyflym ag sy'n ymarferol, wrth gynnal eu prif ddiben o amddiffyn y cyhoedd


	Cyngor Meddygol Cyffredinol ymateb dyddiedig 24 Awst 2015




Cyngor Nyrsio a Bydwreigiaeth ymateb dyddiedig 4 Medi 2015





	Cyfarwyddwr Erlyniadau Cyhoeddus
	Argymhelliad 9

9. Bod y Cyfarwyddwr Erlyniadau Cyhoeddus yn cyfeirio Ymchwiliad Ymgyrch Jasmine at yr Adran Troseddau Arbennig a Gwrthderfysgaeth (yr Adran Troseddau Arbennig gynt) Gwasanaeth Erlyn y Goron



	Ymateb dyddiedig 31 Gorffennaf 2015 



	Cyngor Cenedlaethol Penaethiaid yr Heddlu (NPCC)
	Argymhelliad 10

10. Bod Cyngor Cenedlaethol Penaethiaid yr Heddlu (NPCC) yn sicrhau bod blaenoriaeth ymchwiliad heddlu yn cyflawni gallu (a) Arolygiaeth Gofal a Gwasanaethau Cymdeithasol Cymru (AGGCC) a (b) rheoleiddwyr proffesiynol, fel y Cyngor Meddygol Cyffredinol, y Cyngor Nyrsio a Bydwreigiaeth a Chyngor Gofal Cymru i ddatblygu camau gweithredu sifil a throseddol; a mynd i'r afael â phryder am addasrwydd honedig i ymarfer o fewn amserlen a ddiffinnir


	Ymateb dyddiedig 9 Medi 2015





	Cyngor Cenedlaethol Penaethiaid yr Heddlu (NPCC)
	Argymhelliad 11

11. Bod Cyngor Cenedlaethol Penaethiaid yr Heddlu, yr Awdurdod Gweithredol Iechyd a Diogelwch, Arolygiaeth Gofal a Gwasanaethau Cymdeithasol Cymru a'r rheoleiddwyr proffesiynol yn rhannu'r hyn a ddysgwyd o ganlyniad i’r Adolygiad hwn, gan gydweithio ymhellach i bennu a chadarnhau cydrannau fframwaith ar gyfer cynnal gweithredu amserol ar y cyd yn y dyfodol	

	Ymateb dyddiedig 9 Medi 2015




	Comisiwn y Gyfraith
	Argymhelliad 12

12. Bod Comisiwn y Gyfraith yn adolygu'r sefyllfa gyfreithiol bresennol mewn perthynas â chwmnïau preifat gyda pherthnasedd penodol at lywodraethu corfforaethol y sector gofal preswyl a nyrsio 

	Ymateb dyddiedig 23 Medi 2015
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Amddiffyn a Thawelu Meddwl

Protecting and Reassuring

g‘i ; 01633 643000 (DL) Police Headquarters
i M Croesyceiliog
Cwmbran

- Gwent

Rt Hon Carwyn Jones AM NP44 2XJ

First Minister of Wales
Welsh Government
Cardiff Bay

Cardiff

CF99 1NA

15 July 2015

Dear Carwyn

Thank you for your letter dated 14 July 2015 in respect of Dr Margaret Flynn's review
surrounding Operation Jasmine.

| fully support the recommendation that Gwent Police provides the families of older
people in the six homes included in Operation Jasmine with the information prepared
by members of the expert panel and ensures that they are supported during and
after this process.

However, | will need to discuss the matter with the Health and Safety Executive and
the Crown Prosecution Service to ensure that it is appropriate and legal to do so.

Unfortunately due to annual leave commitments, we are unable to arrange this
meeting until 9 September 2015 and | will respond to you immediately following that
meeting.

Yours sincerely

Jeff Farrar QPM OStJ
Chief Constable

www.gwent.police.uk
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Amddiffyn a Thawelu Meddwl|

Protecting and Reassuring

g‘: : 8;633 543000 (bL) Police Headquarters
el Croesyceiliog
Cwmbran

: Gwent

Rt Hon Carwyn Jones AN NP44 2XJ

First Minister of Wales
Welsh Government
Cardiff Bay

CARDIFF

CF99 1NA

25 September 2015

Dear Carwyn,

On 15 July 2015 | wrote to you in response to your letter of 14 July, in which you
requested a response from Gwent Police to the recommendation in Dr Margaret
Flynn's review into Operation Jasmine, to provide the information prepared by
members of the Expert Panel to the relevant families. In my response | explained
that whilst | fully supported the recommendation, | would need to discuss the matter
with The Health and Safety Executive (HSE) and the Crown Prosecution Service
(CPS), as whilst we had obtained the written accounts from the expert witness, these
accounts now form part of the evidence chain for the prosecution led by the HSE.

On 25 September 2015, | met with the HSE and CPS to discuss a number of matters
in Operation Jasmine including the recommendation to share the expert witness
accounts with the families. It was clear at this meeting that in light of the pending
Coroners Inquests, due to be held by David Bowen, HM Coroner for Gwent, that the
expert withesses may be called to provide evidence in these hearings and disclosing
this information at this stage may be prejudicial to the coroners inquests.

However, | have instructed my staff to keep this under review and to consult with the
Coroner to ensure we comply with Dr Flynn's recommendation at the earliest
appropriate opportunity.

Yours sincerel

Jeff Fa QPM OStJ
Chief Constable

www.gwent.police.uk
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From the Chief Executive and Registrar

General
Medical
Council

Regent’s Place
24 August 2015 350 Euston Road
London NW1 3N

Rt Hon Carwyn Jones AC/AM

Email: gmc@gmc-uk.org

Welsh Government Website: www.gmc-uk.org
Cardiff Bay Telephone: 0161923 6602
Cardiff Chair
CF99 1NA Professor Terence Stephenson

Chief Executive and Registrar
Niall Dickson

Dear First Minister

Review of Operation Jasmine: GMC response to final report
recommendations

Thank you for your letter of 14 July 2015, inviting our response to the
recommendations in Dr Flynn’s report on the Review of Operation Jasmine.

Dr Flynn’s report highlights appalling failures in the care of vulnerable patients, all
the more shocking because a doctor was in charge. We are committed to learning
lessons from what occurred and will continue to work with organisations in Wales
to promote patient safety.

We note the final report makes a number of recommendations for the GMC and
have detailed below our response to those recommendations:

m That the GMC collaborates with NHS Wales to identify ways in which conflicts of
interest can be managed that arise from the admission of patients of GPs and
other GMC registrants (hospital consultants, for example) into residential and
nursing homes in which such doctors are company directors, or are related to
the directors of these homes.

We accept this recommendation in full and will collaborate with NHS Wales to
identify what further action can be taken. Dr Flynn’s report demonstrates how
important it is that doctors are open and honest in declaring any potential conflicts
of interest and that they must never let such conflicts influence the care or
treatment that patients receive. We reaffirmed this in 2013 when we published new
guidance to make sure doctors are clear about their responsibilities in this area
(Financial and commercial arrangements and conflicts of interest).

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)





=  The GMC ensures that all GPs and other GMC registrants are informed about
what constitutes a conflict of interest and how to manage this in practice. Given
that declaring a conflict by itself would have been an inadequate safeguard
given the findings of this Review, the GMC may wish to consider the specific
example of clinicians owning nursing and care homes.

We accept this recommendation in principle. We will continue to raise doctor’s
awareness of our existing guidance on Financial and commercial arrangements and
confiicts of interest, which is clear that doctors should declare any interests in
nursing or care homes, including the interests of people close to them. We will also
work to develop additional resources, such as case studies, to support doctors in
understanding their responsibilities in practice. What constitutes a conflict is often
context specific and in some cases specific to the particular doctor’s circumstances.
We welcome all efforts to bring additional transparency to declarations of interest.

In terms of nursing and care home ownership, we will work with Health
Inspectorate Wales to explore what further effective steps could be justified. We
will also wish to explore with Health Inspectorate Wales if there are restrictions
they may wish to place.

m  The GMC considers in its review of the Medical Register, the potential for
recording information on declared conflicts of interest.

As part of our current review of the List of Registered Medical Practitioners we are
already considering including conflicts of interest on the medical register.

m  The General Medical Council and the Nursing and Midwifery Council (NMC)
consider the need for continuing reform to ensure that fitness to practise
proceedings are conducted as quickly as practicable, while maintaining their
primary purpose of protecting the public.

We accept this recommendation in full. In 2011, we made a commitment to reform
our fitness to practise procedures by changing the way we investigate cases and
streamlining our adjudication processes. Since then we have made considerable
progress through a major programme of reform in improving the efficiency and
speed of our investigation process within the constraints of our current legislation,
for example by getting more information early on to help us decide whether an
investigation is needed.

We have been able to make some progress through amendments to the Medical
Act over the last two years but other changes will require legislation, including
reforms to the medical register.

The UK Government has said that it is committed to legislative reform but has not
yet found parliamentary time to take matters forward. We continue to urge that it
does so at the earliest opportunity in order to support us in continuing to protect
the public.

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)





In addition to the recommendations above, we are working with the Health and
Safety Executive in Wales and others to develop a joint response to the Welsh
Government in relation to recommendation 11:

= the National Police Chiefs’ Council, the Health and Safety Executive, the Care
and Social Services Inspectorate Wales and the professional regulators share
what has been learned as a result of this Review, collaborating further to
specify and confirm the components of a framework for undertaking timely
team and parallel action in future.

We will continue to strengthen our relationships with other organisations and
understand the importance of collaborative working and information sharing to
improve our collective ability to identify and act on risks to patient safety.

We are committed to playing our part in promoting patient safety. While
recognising that many of the issues highlighted in the report go beyond
professional regulation, we understand that regulation has an important part to
play in reinforcing professional standards and providing leadership in helping to
change attitudes and behaviours.

If you have any questions about any of the matters set out in this letter or wish to
discuss any aspect of our response, please do let me know.

Yours sincerely

sy P —
N PRAC

Niall Dickson

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)
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From the Chief Executive and Registrar

General
Medical
Council

Regent’s Place
24 August 2015 350 Euston Road
London NW1 3N

Rt Hon Carwyn Jones AC/AM

Email: gmc@gmc-uk.org

Welsh Government Website: www.gmc-uk.org
Cardiff Bay Telephone: 0161923 6602
Cardiff Chair
CF99 1NA Professor Terence Stephenson

Chief Executive and Registrar
Niall Dickson

Dear First Minister

Review of Operation Jasmine: GMC response to final report
recommendations

Thank you for your letter of 14 July 2015, inviting our response to the
recommendations in Dr Flynn’s report on the Review of Operation Jasmine.

Dr Flynn’s report highlights appalling failures in the care of vulnerable patients, all
the more shocking because a doctor was in charge. We are committed to learning
lessons from what occurred and will continue to work with organisations in Wales
to promote patient safety.

We note the final report makes a number of recommendations for the GMC and
have detailed below our response to those recommendations:

m That the GMC collaborates with NHS Wales to identify ways in which conflicts of
interest can be managed that arise from the admission of patients of GPs and
other GMC registrants (hospital consultants, for example) into residential and
nursing homes in which such doctors are company directors, or are related to
the directors of these homes.

We accept this recommendation in full and will collaborate with NHS Wales to
identify what further action can be taken. Dr Flynn’s report demonstrates how
important it is that doctors are open and honest in declaring any potential conflicts
of interest and that they must never let such conflicts influence the care or
treatment that patients receive. We reaffirmed this in 2013 when we published new
guidance to make sure doctors are clear about their responsibilities in this area
(Financial and commercial arrangements and conflicts of interest).

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)





=  The GMC ensures that all GPs and other GMC registrants are informed about
what constitutes a conflict of interest and how to manage this in practice. Given
that declaring a conflict by itself would have been an inadequate safeguard
given the findings of this Review, the GMC may wish to consider the specific
example of clinicians owning nursing and care homes.

We accept this recommendation in principle. We will continue to raise doctor’s
awareness of our existing guidance on Financial and commercial arrangements and
confiicts of interest, which is clear that doctors should declare any interests in
nursing or care homes, including the interests of people close to them. We will also
work to develop additional resources, such as case studies, to support doctors in
understanding their responsibilities in practice. What constitutes a conflict is often
context specific and in some cases specific to the particular doctor’s circumstances.
We welcome all efforts to bring additional transparency to declarations of interest.

In terms of nursing and care home ownership, we will work with Health
Inspectorate Wales to explore what further effective steps could be justified. We
will also wish to explore with Health Inspectorate Wales if there are restrictions
they may wish to place.

m  The GMC considers in its review of the Medical Register, the potential for
recording information on declared conflicts of interest.

As part of our current review of the List of Registered Medical Practitioners we are
already considering including conflicts of interest on the medical register.

m  The General Medical Council and the Nursing and Midwifery Council (NMC)
consider the need for continuing reform to ensure that fitness to practise
proceedings are conducted as quickly as practicable, while maintaining their
primary purpose of protecting the public.

We accept this recommendation in full. In 2011, we made a commitment to reform
our fitness to practise procedures by changing the way we investigate cases and
streamlining our adjudication processes. Since then we have made considerable
progress through a major programme of reform in improving the efficiency and
speed of our investigation process within the constraints of our current legislation,
for example by getting more information early on to help us decide whether an
investigation is needed.

We have been able to make some progress through amendments to the Medical
Act over the last two years but other changes will require legislation, including
reforms to the medical register.

The UK Government has said that it is committed to legislative reform but has not
yet found parliamentary time to take matters forward. We continue to urge that it
does so at the earliest opportunity in order to support us in continuing to protect
the public.

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)





In addition to the recommendations above, we are working with the Health and
Safety Executive in Wales and others to develop a joint response to the Welsh
Government in relation to recommendation 11:

= the National Police Chiefs’ Council, the Health and Safety Executive, the Care
and Social Services Inspectorate Wales and the professional regulators share
what has been learned as a result of this Review, collaborating further to
specify and confirm the components of a framework for undertaking timely
team and parallel action in future.

We will continue to strengthen our relationships with other organisations and
understand the importance of collaborative working and information sharing to
improve our collective ability to identify and act on risks to patient safety.

We are committed to playing our part in promoting patient safety. While
recognising that many of the issues highlighted in the report go beyond
professional regulation, we understand that regulation has an important part to
play in reinforcing professional standards and providing leadership in helping to
change attitudes and behaviours.

If you have any questions about any of the matters set out in this letter or wish to
discuss any aspect of our response, please do let me know.

Yours sincerely

sy P —
N PRAC

Niall Dickson

The GMC is a charity registered in

Working with doctors Working for patients England and Wales (1089278)

and Scotland (SC037750)
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Letter to Rt Hon Carwyn Jones AM 04.09.15.pdf
From the Chief Executive and Registrar Nur‘sin &

Midwifery
Council

Rt Hon Carwyn Jones AM
First Minister of Wales
Cardiff Bay

Cardiff

CF99 1NA

4 September 2015

Dear First Minister
The Nursing and Midwifery Council’s response to In search of accountability

Thank you for your letter dated 14 July 2015 regarding the review by Dr Margaret Flynn, In
search of accountability. | am very sorry that our response is coming to you later than your
deadline of the end of August.

| am grateful to Dr Flynn for her work. The review details the appalling neglect of older people
in a number of care homes in Wales, and we would reiterate the tribute she pays to those who
suffered and their relatives in coming forward to see these matters highlighted and addressed.

As the professional regulator for nurses and midwives we maintain a register of nurses and
midwives allowed to practice in the UK, and we have clear and transparent processes to
investigate nurses and midwives who fall short of our standards. There have been several
cases regarding nurses who worked at these care homes. We have struck off three nurses
from the register, and a further six cases are currently being heard.

Dr Flynn makes a recommendation that we consider the need for continuing reform to ensure
that fitness to practise proceedings are conducted as quickly as practicable, while maintaining
their primary purpose of protecting the public.

We welcome this recommendation, which reinforces our objective to take swift and fair action to
deal with individuals whose integrity or ability to provide safe care is questioned, ensuring public
confidence in the quality and standards of care provided by nurses and midwives.

In recent years we have made substantial progress in improving the timescale in which we
conclude fitness to practise proceedings. Alongside this, we have also further enhanced the
quality of outcomes. We have done this by investing more resource in our fitness to practise
directorate and increasing the number of hearings we hold each day.

Between 2013 — 2014 and 2014 — 2015 we reduced the number of open cases older that two
years from 376 to 187, and the number of open cases between one and two years old from to
1,249 to 917,

23 Portland Place, London W1B 1PZ

T+44 2076377181 F +44 207436 2924
www.nmc-uk.org

Ihe nursing and midwifery regulator for England,

Wales, Scotland, Northern Ireland and the Islands

Registered charity in England and Wales (1091434) and in Scatland (SCO38362)





We remain committed to reducing the time taken to resolve our cases, and are working towards
a target of resolving cases from their start within 15 months.

However, if we are to deliver the significant modernisation that Dr Flynn, the Welsh Government
and many of our stakeholders wish us to make, we need comprehensive legislative change.
There is an overwhelming consensus that our current legislation is hopelessly out of date,
inefficient and costly. It is our view that further incremental changes to our legislative framework
will not adequately address our needs.

In April 2014 the three Law Commissions published the draft Regulation of Health and Social
Care Professions Bill, which would enable the professional regulators to introduce a range of
urgent reforms that would be good for patients, healthcare professionals and the wider
healthcare system.

If this bill were implemented, we and other healthcare regulators would be able to:

Speed up and simplify processes to protect the public — processes for dealing with complaints
about healthcare professionals can be long and stressful for patients, and the professionals.
The Bill would enable a number of reforms that are badly needed, but are prevented by current
legislation. It would also provide for greater consistency across all regulators, and help to make
decision making more transparent.

Better protect patients — The Mid Staffordshire NHS Foundation Trust Public Inquiry called for
regulators to focus on promoting safe, compassionate care rather than intervening only after
patients have suffered harm. The new law would enable regulators to focus more resources on
education and effective registration, and to promote professional standards.

Increase efficiency — the Bill will enable (and require) regulators to co-operate more closely with
each other, and will help all of them to keep their costs down.

Since then, we have been calling on the UK Government to introduce a professional
accountability bill based on this work.

We were deeply disappointed that such a bill was not included in the 2015 Queen's Speech.
We continue to press the UK Government to bring forward legislation. We would welcome your
support, and the support of Dr Flynn, for this in order to retain the trust and confidence of the
public, healthcare professionals and the health service in which those professionals work.

Yours sincerely

T

Jackie Smith
Chief Executive and Registrar
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NPCC

E National Police Chiefs’ Council

First Minister of Wales
Welsh Government
Cardiff Bay

Cardiff

CF99 1NA

09 September 2015

Dear First Minister

Thank you for your letter dated 14 July 2015 requesting a response from the National Police Chiefs’
Council, the Health and Safety Executive, the Care and Social Services Inspectorate Wales and
professional regulators in respect of recommendations 10 and 11 of Dr Flynn’s report on the
Operation Jasmine investigation, which state:-

10) That the National Police Chiefs’ Council ensures that the primacy of a police
investigation delivers the ability of (a) the Care and Social Services Inspectorate Wales
and (b) professional regulators, such as the GMC, the NMC and the Care Council for
Wales (CCW) to take forward civil and criminal action; and address concern about
alleged fitness to practise with a defined time frame.

11) That the National Police Chiefs’ Council, the Health and Safety Executive, the Care
and Social Services Inspectorate Wales and the professional regulators share what
has been learned as a result of this Review and collaborateto specify and confirm the
components of a framework for undertaking timely team and parallel action in future.

These recommendations have, at their heart, the need for clear and effective collaboration between
those who investigate serious wrong-doing in the care sector. By its very nature, any response to
these recommendations should be understood and agreed upon by all the named organisations. For
this reason, we are providing you with a single collective response setting out the progress we have
made.

In summary, we think it is worth responding to the question ‘What would be different if the events
that gave rise to the Flynn report happened today?’

1st Floor, 10 Victoria Street, London SW1H ONN | 0207084 8950 | www.npcc.police.uk






In the ten years since the start of Operation Jasmine there have be substantial changes to the
legislative framework, with significant progress in the development our collaborative frameworks.
Those changes have engendered greater understanding of each other’s roles and remits; our
relationships enabling collaborative working are much stronger, and we understand better how we
can support each others’ work to achieve the right responses and outcomes in both a proactive and
timely manner in response to an incident.

Yours Sincerely,

o

Chief Constable Sara Thornton
Chair, National Police Chiefs’ Council, and on behalf of:

Neil Craig, Head of Field Operations Wales, Health & Safety Executive

Steve Thomas, Chief Executive, Welsh Local Government Association

David Francis, Deputy Chief Inspector, Care and Social Service Inspectorate Wales
Jackie Smith, Chief Executive, Nursing and Midwifery Council

Niall Dickinson, Chief Executive, General Medical Council

Rhian Williams, Chief Executive, Care Council for Wales





Introduction

1.

The criminal investigation into the neglect suffered by residents at a swathe of care homes
in South Wales that came to be known as Operation Jasmine began in October 2005.

2. During the intervening ten years there has been marked progress in the development of the

protocols under which criminal investigation is conducted.

. The learning from Operation Jasmine continues to drive improvement in the collaborative

working of the criminal and professional regulators through the development of
Memorandums of Understanding (MoUs) which give clarity to role and remit, provide a
framework for collective decision-making and conduits for information sharing.

Below we set out the major changes and on-going developments affecting the investigation
of serious incidents in the social care sector. We think it is helpful to begin with some of the
legislative changes that have been introduced which address both corporate and individual
wrong-doing leading to death and neglect.

Statutory developments

Corporate Manslaughter legislation (Corporate Manslaughter and Corporate Homicide Act

2007)*

5.

The offence of corporate manslaughter came into force on 6April 2008 with application to
deaths where the conduct or harm, leading to the death, occurred on or after 6 April. This
offence was not available in dealing with the deaths investigated under Operation Jasmine
as they occurred prior to this date.

Corporate manslaughter is investigated by the police and prosecutions are determined, and
taken, by Crown Prosecution Service (CPS). Proceedings may not be instituted without the
consent of the Director of Public Prosecutions.

The legislation places responsibility on the working practices of the organisation, as set by
senior management, rather than limiting investigations to questions of individual gross
negligence by company bosses. Companies and organisations can be prosecuted for
corporate manslaughter, by the CPS, where serious failings in the management of health and
safety result in death by virtue of a gross breach of a duty care.

The offence is intended to work in conjunction with other forms of accountability such as
gross negligent manslaughter for individuals and breaches of duties owed under the Health
and Safety at Work Act and relevant statutory provisions. Consequently an organisation
facing a charge of corporate manslaughter may, in relation to the same fatality and at the

thttp://www.legislation.gov.uk/ukpga/2007/19/contents



http://www.legislation.gov.uk/ukpga/2007/19/contents

http://www.legislation.gov.uk/ukpga/2007/19/contents



same time, also face a charge or charges of breaching the Health and Safety at Work etc. Act
1974 within a CPS-led prosecution.

Wilful Neglect (Criminal Justice and Courts Act 2015)?

9. Inthe wake of the Francis report into the events at Mid Staffordshire NHS Foundation Trust,
Professor Don Berwick was asked by the Government to chair an independent review on
improving the safety of patients in England.

10. Professor Berwick recommended that the specific criminal offence of ‘Wilful Neglect’ which
addresses wilful ill-treatment or neglect of children, adults who lack capacity or those
subject to the Mental Health Act 1983, to be extended to adults with full capacity.

11. The broadening of the offence of ‘Wilful Neglect’ came into force on 6 April 2015 through
provisions contained in the Criminal Justice and Courts Act 2015. An offence, which is
investigated by the police, is committed where:

a) an individual who has the care of another individual by virtue of being part of the
care provider’s arrangements ill-treats or wilfully neglects that individual,

b) the care provider’s activities are managed or organised in a way which amounts to a
gross breach of a relevant duty of care owed by the care provider to the individual
who is ill-treated or neglected, and

c) in the absence of the breach, the ill-treatment or wilful neglect would not have
occurred or would have been less likely to occur.

Social Services and Well-being Act (Wales) 20143

12. The Social Services and Well-being Act (Wales) 2014 has a number of provisions which,
whilst not yet enacted, will bring about changes in how organisations conduct their business
in relation to Adults at Risk.

13. The Act, at Part 7, provides for the creation of a National Independent Safeguarding Board
and for existing regional boards to be place on a statutory footing. It will establish statutory
commitment to the boards by partner organisations in respect of attendance and financial
contribution. Partners include the Chief of Police, local authorities, local health boards and
NHS trusts.

14. The Act enables regulations to specify the functions and procedures of regional boards to
achieve the objectives set out in the Act.

http://www.legislation.gov.uk/ukpga/2015/2/part/1/crossheading/offences-involving-illtreatment-or-wilful-
neglect
3http://www.legislation.gov.uk/anaw/2014/4/part/7
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Framework protocols and supporting guidance

Work-related Death Protocol*

15. The work-related death protocol (WRPD) sets out the principles for effective liaison between
criminal investigators in relation to work-related deaths in England and Wales. It deals with
incidents where, following a death, evidence indicates that a serious criminal offence other
than a health and safety offence may have been committed.

16. The protocol which was published during the latter part of the Operation Jasmine
investigation (September 2011), has been reviewed again in the early part of 2015 and
refreshed. The document currently has nine signatories, an increase from the original five.
The IPCC are also now being asked to sign up, which will hopefully extend the number of
signatories to ten.

17. The protocol acknowledges cases in which it is difficult to determine whether a death is
work-related within the application of the protocol, including those arising in social care
institutions. It requires consideration of each fatality individually, on its particular facts,
according to organisational internal guidance, and deciding as to whether it should be
classed as a work-related death. It commits to enforcing authorities holding discussions and
agreeing upon a conclusion without delay. The Statement of Intent which heads the protocol
declares:

In the early stages of an investigation, whether any serious criminal offence
has been committed is not always apparent. The parties to the protocol are
committed to ensuring that any investigation into a work-related death is
thorough and appropriate, and agree to work closely together in order to
achieve this. Decisions in relation to who will lead the investigation, and the
direction it will take, should be timely, informed by the best available
evidence and technical expertise, and should take account of the wider
public interest. Should there be any issue as to who is to be involved in
investigating any work-related death, then the parties will work together to
reach a conclusion.

18. The protocol deals with cooperation and collaboration between the regulators in the
following areas:

e [nitial action

e Management of the investigation
e Decision making

e Disclosure of material

e Special enquiries

http://www.hse.gov.uk/pubns/wrdp1.pdf
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e Advice prior to charge

e Decision to prosecute

e The prosecution

e HM Coroner

e Arrangements for National Liaison
e Arrangements for Local Liaison

19. In respect of the management of the investigation, wherever more than one enforcing
authority has an interest in a death, the investigation of health and safety and/or other
offences should commence immediately, and be carried out in parallel to the investigation
of manslaughter. Investigations should be jointly conducted, with one of the parties taking
the lead, ie assuming primacy. An investigation may also require liaison with other enforcing
authorities who have an interest, as well as the Crown Prosecution Service (CPS).

20. The annex to the protocol describes the functions of the signatory regulators and includes a
list other regulators who enforce health and safety or similar legislation who may have an
interest in working to the principles of the protocol. Amongst those listed for the first time in
this third edition are the Care and Social Services Inspectorate Wales (CSSIW) and the Health
Inspectorate for Wales (HIW). Following positive negotiations CSSIW and HIW have now
formally requested that they become signatory bodies to the protocol. Agreement is
anticipated.

21. A revised ‘Practical Guide’ to accompany the protocol was published in February 2015. It
sets out to provide a straightforward step-by-step approach to the joint investigation of
deaths within the workplace. The guide, similar to the protocol, promotes the need to liaise
with colleagues from other enforcing authorities, and advocates such liaison is not left to
chance or to the discretion of the individuals involved.

Police Senior InvestigatingOfficer Guide — Investigating Deaths and Serious Harm in Healthcare

Settings (2015)°

22. The National Police Chiefs’ Council (NPCC) Homicide Working Group has refreshed and
reinvigorated the Senior Investigating Officers guide to Investigating Unexpected Death and
Serious Harm in a Healthcare setting.

23. The document has now been updated to include further detail to support investigations in
residential care and nursing homes. It also provides information in relation to adult
safeguarding procedures which will form part of any investigation concerning an adult at
risk.

Shttps://www.cps.gov.uk/publications/agencies/wrdp2.pdf
Shttp://library.college.police.uk/docs/NPCC/2015-SI0-Guide-Investigating-Deaths-and-Serious-Harm-in-
Healthcar-Set.pdf
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24. The guidance contains a specific section on the primacy of an investigation and recommends
the formation of an incident co-ordination group as soon as practicable after the referral and
in any case within five working days of the referral.

25. The purpose of the incident coordination group is to provide strategic oversight of a patient
safety incident involving the NHS and the police, CQC, HSE, CSSIW and HIW. It is a forum for
communicating, exchanging information and coordinating multiple investigations both civil
and criminal.

26. It allows organisations to set out their needs so that actions can be agreed within
timeframes that do not prejudice the work of each organisation.

Memorandum of Understanding (MoU)

Health & Safety Executive/Local Authorities — Care and Social Services Inspectorate Wales

27. The HSE/LA and CSSIW are in the final stages of agreeing anMoU. Its purpose is help ensure
that there is effective, co-ordinated and comprehensive regulation of care, safety and health
for people using services, workers and members of the public visiting these premises within
the current legal framework. The approach is built around the principle of collaborative
working and early discussion between regulators to identify the lead organisation and
describes the principles for effective liaison and for sharing information more generally.

28. The MoU outlines the respective responsibilities of HSE/LA and CSSIW for the improvement,
regulation and investigations in the social care sector, and the principles that will be applied
where specific exceptions to these general arrangements may be justified. Where there is
overlap, this may include joint working where necessary.

29. Of particular note is that where the circumstances of an incident fall outside of either the
HSE/LA remit or CSSIW’s remit under the current legislative/policy framework, the matter
will be drawn to the attention of Welsh Government.

30. A similar MoU with Health Inspectorate Wales is currently under development.

Health & Safety Executive — General Medical Council (GMC)’

31. This MoU, agreed between the HSE and the GMC in December 2012, sets out a framework
between the organisations to facilitate liaison between the two organisations on areas of
mutual interest. It identifies areas of interface between HSE and the GMC, clarifies
respective roles and responsibilities and outlines mechanisms in place to promote effective

"http://www.hse.gov.uk/aboutus/howwework/framework/mou/gmc-mou.pdf
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liaison.

Association of Chief Police Officers (ska NPCC) — General Medical Council — Nursing and
Midwifery Council — Crown Prosecution Service®
32. The MoU between ACPO, the GMC, the NMC and the CPS sets out how the police will

provide notification about information relating to criminal conduct by doctors and nurses
and respond to requests for information from the GMC and NMC. As this aspect of ACPO’s

remit is now the responsibility of the NPCC established earlier this year, we will be discussing
reviewing and refreshing the MoU in coming months.

Nursing and Midwifery Council — Care Council for Wales®
33. This MoU was initially agreed in 2009 and was reviewed in 2014.

Health and Safety Executive — Nursing and Midwifery Council (NMC)
34. The HSE and NMC are in the process of developing anMoU.

Nursing and Midwifery Council — Health Inspectorate Wales
35. The NMC and HIW are finalising anMoU.

Concordat
36. Aregular meeting of professional and system regulators and inspectorates involved in health

and care is convened by Health Inspectorate Wales. This forum has enhanced participants’
understanding of respective roles and responsibilities, and enabled organisations to develop
their priorities in awareness of the plans of others.

8http://www.nmc.org.uk/about-us/who-we-work-with/mous/mou-between-nmc-and-acpo-cps-and-gmc/
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E National Police Chiefs’ Council

First Minister of Wales
Welsh Government
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Cardiff
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09 September 2015

Dear First Minister

Thank you for your letter dated 14 July 2015 requesting a response from the National Police Chiefs’
Council, the Health and Safety Executive, the Care and Social Services Inspectorate Wales and
professional regulators in respect of recommendations 10 and 11 of Dr Flynn’s report on the
Operation Jasmine investigation, which state:-

10) That the National Police Chiefs’ Council ensures that the primacy of a police
investigation delivers the ability of (a) the Care and Social Services Inspectorate Wales
and (b) professional regulators, such as the GMC, the NMC and the Care Council for
Wales (CCW) to take forward civil and criminal action; and address concern about
alleged fitness to practise with a defined time frame.

11) That the National Police Chiefs’ Council, the Health and Safety Executive, the Care
and Social Services Inspectorate Wales and the professional regulators share what
has been learned as a result of this Review and collaborateto specify and confirm the
components of a framework for undertaking timely team and parallel action in future.

These recommendations have, at their heart, the need for clear and effective collaboration between
those who investigate serious wrong-doing in the care sector. By its very nature, any response to
these recommendations should be understood and agreed upon by all the named organisations. For
this reason, we are providing you with a single collective response setting out the progress we have
made.

In summary, we think it is worth responding to the question ‘What would be different if the events
that gave rise to the Flynn report happened today?’

1st Floor, 10 Victoria Street, London SW1H ONN | 0207084 8950 | www.npcc.police.uk






In the ten years since the start of Operation Jasmine there have be substantial changes to the
legislative framework, with significant progress in the development our collaborative frameworks.
Those changes have engendered greater understanding of each other’s roles and remits; our
relationships enabling collaborative working are much stronger, and we understand better how we
can support each others’ work to achieve the right responses and outcomes in both a proactive and
timely manner in response to an incident.

Yours Sincerely,

o

Chief Constable Sara Thornton
Chair, National Police Chiefs’ Council, and on behalf of:

Neil Craig, Head of Field Operations Wales, Health & Safety Executive

Steve Thomas, Chief Executive, Welsh Local Government Association

David Francis, Deputy Chief Inspector, Care and Social Service Inspectorate Wales
Jackie Smith, Chief Executive, Nursing and Midwifery Council

Niall Dickinson, Chief Executive, General Medical Council

Rhian Williams, Chief Executive, Care Council for Wales





Introduction

1.

The criminal investigation into the neglect suffered by residents at a swathe of care homes
in South Wales that came to be known as Operation Jasmine began in October 2005.

2. During the intervening ten years there has been marked progress in the development of the

protocols under which criminal investigation is conducted.

. The learning from Operation Jasmine continues to drive improvement in the collaborative

working of the criminal and professional regulators through the development of
Memorandums of Understanding (MoUs) which give clarity to role and remit, provide a
framework for collective decision-making and conduits for information sharing.

Below we set out the major changes and on-going developments affecting the investigation
of serious incidents in the social care sector. We think it is helpful to begin with some of the
legislative changes that have been introduced which address both corporate and individual
wrong-doing leading to death and neglect.

Statutory developments

Corporate Manslaughter legislation (Corporate Manslaughter and Corporate Homicide Act

2007)*

5.

The offence of corporate manslaughter came into force on 6April 2008 with application to
deaths where the conduct or harm, leading to the death, occurred on or after 6 April. This
offence was not available in dealing with the deaths investigated under Operation Jasmine
as they occurred prior to this date.

Corporate manslaughter is investigated by the police and prosecutions are determined, and
taken, by Crown Prosecution Service (CPS). Proceedings may not be instituted without the
consent of the Director of Public Prosecutions.

The legislation places responsibility on the working practices of the organisation, as set by
senior management, rather than limiting investigations to questions of individual gross
negligence by company bosses. Companies and organisations can be prosecuted for
corporate manslaughter, by the CPS, where serious failings in the management of health and
safety result in death by virtue of a gross breach of a duty care.

The offence is intended to work in conjunction with other forms of accountability such as
gross negligent manslaughter for individuals and breaches of duties owed under the Health
and Safety at Work Act and relevant statutory provisions. Consequently an organisation
facing a charge of corporate manslaughter may, in relation to the same fatality and at the

thttp://www.legislation.gov.uk/ukpga/2007/19/contents
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same time, also face a charge or charges of breaching the Health and Safety at Work etc. Act
1974 within a CPS-led prosecution.

Wilful Neglect (Criminal Justice and Courts Act 2015)?

9. Inthe wake of the Francis report into the events at Mid Staffordshire NHS Foundation Trust,
Professor Don Berwick was asked by the Government to chair an independent review on
improving the safety of patients in England.

10. Professor Berwick recommended that the specific criminal offence of ‘Wilful Neglect’ which
addresses wilful ill-treatment or neglect of children, adults who lack capacity or those
subject to the Mental Health Act 1983, to be extended to adults with full capacity.

11. The broadening of the offence of ‘Wilful Neglect’ came into force on 6 April 2015 through
provisions contained in the Criminal Justice and Courts Act 2015. An offence, which is
investigated by the police, is committed where:

a) an individual who has the care of another individual by virtue of being part of the
care provider’s arrangements ill-treats or wilfully neglects that individual,

b) the care provider’s activities are managed or organised in a way which amounts to a
gross breach of a relevant duty of care owed by the care provider to the individual
who is ill-treated or neglected, and

c) in the absence of the breach, the ill-treatment or wilful neglect would not have
occurred or would have been less likely to occur.

Social Services and Well-being Act (Wales) 20143

12. The Social Services and Well-being Act (Wales) 2014 has a number of provisions which,
whilst not yet enacted, will bring about changes in how organisations conduct their business
in relation to Adults at Risk.

13. The Act, at Part 7, provides for the creation of a National Independent Safeguarding Board
and for existing regional boards to be place on a statutory footing. It will establish statutory
commitment to the boards by partner organisations in respect of attendance and financial
contribution. Partners include the Chief of Police, local authorities, local health boards and
NHS trusts.

14. The Act enables regulations to specify the functions and procedures of regional boards to
achieve the objectives set out in the Act.

http://www.legislation.gov.uk/ukpga/2015/2/part/1/crossheading/offences-involving-illtreatment-or-wilful-
neglect
3http://www.legislation.gov.uk/anaw/2014/4/part/7
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Framework protocols and supporting guidance

Work-related Death Protocol*

15. The work-related death protocol (WRPD) sets out the principles for effective liaison between
criminal investigators in relation to work-related deaths in England and Wales. It deals with
incidents where, following a death, evidence indicates that a serious criminal offence other
than a health and safety offence may have been committed.

16. The protocol which was published during the latter part of the Operation Jasmine
investigation (September 2011), has been reviewed again in the early part of 2015 and
refreshed. The document currently has nine signatories, an increase from the original five.
The IPCC are also now being asked to sign up, which will hopefully extend the number of
signatories to ten.

17. The protocol acknowledges cases in which it is difficult to determine whether a death is
work-related within the application of the protocol, including those arising in social care
institutions. It requires consideration of each fatality individually, on its particular facts,
according to organisational internal guidance, and deciding as to whether it should be
classed as a work-related death. It commits to enforcing authorities holding discussions and
agreeing upon a conclusion without delay. The Statement of Intent which heads the protocol
declares:

In the early stages of an investigation, whether any serious criminal offence
has been committed is not always apparent. The parties to the protocol are
committed to ensuring that any investigation into a work-related death is
thorough and appropriate, and agree to work closely together in order to
achieve this. Decisions in relation to who will lead the investigation, and the
direction it will take, should be timely, informed by the best available
evidence and technical expertise, and should take account of the wider
public interest. Should there be any issue as to who is to be involved in
investigating any work-related death, then the parties will work together to
reach a conclusion.

18. The protocol deals with cooperation and collaboration between the regulators in the
following areas:

e [nitial action

e Management of the investigation
e Decision making

e Disclosure of material

e Special enquiries

http://www.hse.gov.uk/pubns/wrdp1.pdf
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e Advice prior to charge

e Decision to prosecute

e The prosecution

e HM Coroner

e Arrangements for National Liaison
e Arrangements for Local Liaison

19. In respect of the management of the investigation, wherever more than one enforcing
authority has an interest in a death, the investigation of health and safety and/or other
offences should commence immediately, and be carried out in parallel to the investigation
of manslaughter. Investigations should be jointly conducted, with one of the parties taking
the lead, ie assuming primacy. An investigation may also require liaison with other enforcing
authorities who have an interest, as well as the Crown Prosecution Service (CPS).

20. The annex to the protocol describes the functions of the signatory regulators and includes a
list other regulators who enforce health and safety or similar legislation who may have an
interest in working to the principles of the protocol. Amongst those listed for the first time in
this third edition are the Care and Social Services Inspectorate Wales (CSSIW) and the Health
Inspectorate for Wales (HIW). Following positive negotiations CSSIW and HIW have now
formally requested that they become signatory bodies to the protocol. Agreement is
anticipated.

21. A revised ‘Practical Guide’ to accompany the protocol was published in February 2015. It
sets out to provide a straightforward step-by-step approach to the joint investigation of
deaths within the workplace. The guide, similar to the protocol, promotes the need to liaise
with colleagues from other enforcing authorities, and advocates such liaison is not left to
chance or to the discretion of the individuals involved.

Police Senior InvestigatingOfficer Guide — Investigating Deaths and Serious Harm in Healthcare

Settings (2015)°

22. The National Police Chiefs’ Council (NPCC) Homicide Working Group has refreshed and
reinvigorated the Senior Investigating Officers guide to Investigating Unexpected Death and
Serious Harm in a Healthcare setting.

23. The document has now been updated to include further detail to support investigations in
residential care and nursing homes. It also provides information in relation to adult
safeguarding procedures which will form part of any investigation concerning an adult at
risk.

Shttps://www.cps.gov.uk/publications/agencies/wrdp2.pdf
Shttp://library.college.police.uk/docs/NPCC/2015-SI0-Guide-Investigating-Deaths-and-Serious-Harm-in-
Healthcar-Set.pdf
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24. The guidance contains a specific section on the primacy of an investigation and recommends
the formation of an incident co-ordination group as soon as practicable after the referral and
in any case within five working days of the referral.

25. The purpose of the incident coordination group is to provide strategic oversight of a patient
safety incident involving the NHS and the police, CQC, HSE, CSSIW and HIW. It is a forum for
communicating, exchanging information and coordinating multiple investigations both civil
and criminal.

26. It allows organisations to set out their needs so that actions can be agreed within
timeframes that do not prejudice the work of each organisation.

Memorandum of Understanding (MoU)

Health & Safety Executive/Local Authorities — Care and Social Services Inspectorate Wales

27. The HSE/LA and CSSIW are in the final stages of agreeing anMoU. Its purpose is help ensure
that there is effective, co-ordinated and comprehensive regulation of care, safety and health
for people using services, workers and members of the public visiting these premises within
the current legal framework. The approach is built around the principle of collaborative
working and early discussion between regulators to identify the lead organisation and
describes the principles for effective liaison and for sharing information more generally.

28. The MoU outlines the respective responsibilities of HSE/LA and CSSIW for the improvement,
regulation and investigations in the social care sector, and the principles that will be applied
where specific exceptions to these general arrangements may be justified. Where there is
overlap, this may include joint working where necessary.

29. Of particular note is that where the circumstances of an incident fall outside of either the
HSE/LA remit or CSSIW’s remit under the current legislative/policy framework, the matter
will be drawn to the attention of Welsh Government.

30. A similar MoU with Health Inspectorate Wales is currently under development.

Health & Safety Executive — General Medical Council (GMC)’

31. This MoU, agreed between the HSE and the GMC in December 2012, sets out a framework
between the organisations to facilitate liaison between the two organisations on areas of
mutual interest. It identifies areas of interface between HSE and the GMC, clarifies
respective roles and responsibilities and outlines mechanisms in place to promote effective

"http://www.hse.gov.uk/aboutus/howwework/framework/mou/gmc-mou.pdf
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liaison.

Association of Chief Police Officers (ska NPCC) — General Medical Council — Nursing and
Midwifery Council — Crown Prosecution Service®
32. The MoU between ACPO, the GMC, the NMC and the CPS sets out how the police will

provide notification about information relating to criminal conduct by doctors and nurses
and respond to requests for information from the GMC and NMC. As this aspect of ACPO’s

remit is now the responsibility of the NPCC established earlier this year, we will be discussing
reviewing and refreshing the MoU in coming months.

Nursing and Midwifery Council — Care Council for Wales®
33. This MoU was initially agreed in 2009 and was reviewed in 2014.

Health and Safety Executive — Nursing and Midwifery Council (NMC)
34. The HSE and NMC are in the process of developing anMoU.

Nursing and Midwifery Council — Health Inspectorate Wales
35. The NMC and HIW are finalising anMoU.

Concordat
36. Aregular meeting of professional and system regulators and inspectorates involved in health

and care is convened by Health Inspectorate Wales. This forum has enhanced participants’
understanding of respective roles and responsibilities, and enabled organisations to develop
their priorities in awareness of the plans of others.

8http://www.nmc.org.uk/about-us/who-we-work-with/mous/mou-between-nmc-and-acpo-cps-and-gmc/
Shttp://www.nmc.org.uk/about-us/who-we-work-with/mous/mou-between-nmc-and-ccw/
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Elaine Lorimer
Reforming the law Chief Executive

1st Floor

Tower

52 Queen Anne's Gate
London

SW1H 9AG

Rt Hon Carwyn Jones AM t 020 3334 3452

First Minister of Wales f 0120 ?;Slitir:i?élawcommission gsi.gov.uk
e elaine. gsi.gov.
Welsh Government

Cardiff Bay
Cardiff CF99 1NA

23 September 2015
Dear ﬁ(% ?AQMSW

IN SEARCH OF ACCOUNTABILITY

Thank you for your letter dated 14 July 2013.

| agree that the independent report into the abuse of older people in care homes investigated
as Operation Jasmine, raises very serious issues. As you will be aware, this is an area in
which the Law Commission has taken an active role in recent years. For example, our 2011
report on Adult Social Care recommended the first ever statutory framework for safeguarding
adults at risk of abuse and neglect, including new duties on local authorities to investigate
individual cases and establish safeguarding adults boards. We are pleased that the Welsh
Government intends to implement the vast majority of our recommendations in the Social
Services and Well-being (Wales) Act 2014. Our report on the regulation of health and social
care professionals, published in 2014, also recommended greater powers for the regulators
to take action against professionals whose performance and conduct falls below acceptable
standards, and new powers to extend professional regulation into the care home sector,
including managers and owners.

Dr Flynn’s report recommends that the Law Commission should review the current legal
position in relation to private companies with particular relevance to the corporate
governance of the residential and nursing care sector. We welcome the recognition that the
Law Commission review could help to improve this area of law. The Law Commission is
currently on its Twelfth Programme of Law Reform published in 2014. The Programme does
not include a specific project which addresses this area directly. However, as you will be
aware, the protocol between the Law Commission and the Welsh Government does allow us
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flexibility to respond to pressing issues that emerge outside the cycle of our Programme. |
would be very happy to discuss further whether this area of law might be appropriate as the
subject of a formal reference by Welsh Ministers to the Law Commission under section
3(1)(ea) of the Law Commissions Act 1965.

Yours sincerely

Fleare Lovia—eA

ELAINE LORIMER
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