Encouraging a focus on organisational culture in preventing and responding to organisational abuse[footnoteRef:1] [1:  Including neglect and poor care practice within an institution or specific care setting such as a hospital or care home, for example, or in relation to care provided in one’s own home. This may range from one off incidents to on-going ill-treatment. It can be through neglect or poor professional practice as a result of the structure, policies, processes and practices within an organisation. (Care & support Statutory Guidance, DHSC, 2025, para 14.17) ] 
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Executive Summary 

This paper sets out a strong rationale for a focus on organisational culture. It is intended to support making an impact on a pattern of organisational abuse across health and social care that has continued over many decades. It draws attention to research, literature, guidance, reviews, inquiries and experiences that highlight aspects of those cultures that are most significant. The paper is not intended as an end in itself, but as a ‘master document’ to inform and provoke system wide action.

An extensive literature and resources that can contribute to preventing and responding to organisational abuse is dispersed and much of this is not widely known about. Conversations in the course of this work have uncovered approaches (some developed from a very strong evidence base) that can and do work well in creating positive organisational cultures. This paper calls for joined up action to draw attention to and develop these insights. It argues that a difference can be made now in developing safe, compassionate cultures. It sets out practical ideas and resources that can help and focuses on five imperatives for achieving necessary change.

[bookmark: _Hlk218591315]It proposes development of available insights into short functional resources that can  influence change. Those resources could be aimed at addressing specific themes and issues for those who have an interest in or involvement in health and social care, and bearing in mind the range of responsibilities, needs and capabilities. A  SAB or an organisation might for example select specific areas for focus. Perhaps areas where challenges have already been identified.
 
The paper includes:
· A rationale and evidence identifying the need for a focus on organisational culture in addressing organisational abuse 
· evidence of the significant impact of culture where organisational abuse happens 
· examples of repetitive negative hallmarks of cultures where organisational abuse thrives  
· barriers to establishing a positive culture 
· five aspects of organisational cultures that it suggests can contribute to generating safer, more compassionate organisations 
· reference to a range of literature, research, experience and expertise that can help in positive development of those five aspects of organisational cultures 
· a case for inclusive effort. Deliberately seeking out new connections, inviting challenge that can disrupt current pathways to finding solutions. Significant here is inclusion of patients, service users, their families and co-production experts and others whose input is vital.

The work began as a small scale attempt to find out through conversations, about what can help in creating positive cultures and in turning around repetitive hallmarks of cultures where organisational abuse occurs. It developed into something much more extensive, reflecting on personal as well as professional experiences. The paper is a personal contribution, offered in the first instance for consideration of an organisational abuse expert reference group (ERG)[footnoteRef:2]. [2:  Early in 2024, CQC commenced engagement with external subject matter experts in organisational abuse and supported the development of an Expert Reference Group (ERG), hosted by Partners in Care and Health. The paper sets out some of its work to date. ] 


The paper suggests that combining a focus on five imperatives can help generate safer, more compassionate cultures and organisations that:

· Listen, understand and act on what is heard to inform change
· Lead openly and courageously 
· Create a learning culture
· Make connections
· Translate values into action 

A case study included in the paper, contributed by Island Healthcare (Isle of Wight), concludes discussion of these imperatives, demonstrating how combining these helped in addressing developing signs of a problematic culture. 

[bookmark: _Hlk218272983]This master document sets out some examples of resources that might be developed for specific groups (using relevant content and references in the paper), including for example:
· Develop a set of ‘model’ recommendations relating to organisational culture for inclusion in Safeguarding Adults Reviews (SARs). A focus on specific and relevant aspects of cultures and what can work to address these.  
· Develop ‘model’ priorities for Safeguarding Adult Board (SAB) business plans based on priorities for action identified in the paper. Develop assurance frameworks in SABs to embrace this important aspect of safeguarding adults. 
· Consider the context in which organisations are operating. What needs to happen to support the flourishing of ingredients of positive cultures (including at government and national policy level)? For example, revision of the Care and Support Statutory Guidance (2024) definition of organisational abuse to include reference to organisational culture.

It highlights a wealth of existing resources / approaches offering support in  generating themed resources to help create safer, more compassionate cultures. The aspiration is to encourage stakeholders to identify those that are most relevant for them, and to promote these within improvement work. For example:
· Raise awareness of and make use of an existing resource (The Patient Experience Library, April 2025)  supporting identification of ‘red flags’ that indicate potentially harmful cultures. Develop its application by and for  stakeholders.   
· Promote and develop (across stakeholders) use of a learning framework  aimed (initially) at providing guidance for the council workforce on identifying where a ‘closed culture’ may exist, or where there may be a risk of one developing, in social care services for people with a learning disability and autistic people. It includes guidance on necessary learning aimed at developing understanding of  closed cultures and their potential impact on the lives and safety of people who draw on services. 
· Draw attention to and promote robust NHS research and practice on hallmarks of leadership (including those in appendix 1), capable of  creating healthy organisational cultures. Consider how this valuable resource can be used and by whom. 
· Promote and develop robust approaches to joining up sources of feedback. For example, development by a coproduction organisation, Changing Futures Sussex  of a constantly updated feedback tracker across all sources, tracking repeated feedback that highlighting specific themes or areas, looking at it from multiple perspectives and sorting by role types, themes, and dates.
· Share an approach by a care home to encouraging feedback from residents and relatives, empowering them with information and putting them at ease to raise concerns. (Included in a case study in this paper from Island Healthcare). 
· Make use of work in West Sussex, where carers in care homes have a set of ‘FINK’ cards containing prompts that help in starting conversations with residents about how they are feeling and their day to day experience. Safeguarding Champions in care homes support this. The whole approach was co-produced with families of those who lived at Orchid View nursing home and with front line staff, following the Orchid View SAR[footnoteRef:3]. (Set out in  appendix 5, LGA 2017[footnoteRef:4]). [3:  Serious case review, Orchid View Nursing Home,2014, West Sussex]  [4:  Making Safeguarding Personal for Commissioners and Providers of Health and Social Care, LGA, 2017] 


Notes on method

[bookmark: _Hlk208166423]A  small sample of inquiries and reviews[footnoteRef:5] across sectors was initially considered to identify some of the highly repetitive hallmarks of organisational cultures where tragedies happen. Further reviews and inquiries were referred to as the work progressed. The following hallmarks were identified as significant in these sources and were underlined in literature and in conversations. This is not an exhaustive list.  [5:  These included at the outset (not an exhaustive list): BBC Workplace Culture Review; Respect at Work 2025;; SAR Joanna, Jo and Ben, Cawston Park Hospital; Thirlwall Inquiry;   independent learning lessons review, Keith Makin, Oct 2024; Serious Case Review, Winterbourne View, 2012; Serious case review Orchid View Nursing Home,2014, West Sussex; Safeguarding Adult Review, Whorlton Hall, Durham Safeguarding Adults Partnership, 2022; report of the Ockenden Review, 2023; Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013. 
] 


· Failure to listen. Disregard for patient, resident, family, staff voices. 
· A lack of compassion
· Lack of connection across an organisation and/or system. Poor teamwork/communication
· Defensive leadership. Lack of transparency and accountability 
· Discrepancy between stated values or codes of conduct and the leadership of these for front line practice 
· Lack of a learning culture, including active resistance to learning or change. Failure to learn from mistakes
· Risk avoidance. Resistance to scrutiny, avoiding hearing or responding to complaints, preventing escalation outwards from the organisation Reputational management
· Fragmented approaches, not aggregating concerns, not recognising patterns or themes.
An absence of a culture of safety follows where these hallmarks are present. Values and practices do not prioritise safety or wellbeing of patients or residents. Risk is not understood or addressed.  

These themes were the context for conversations with sixteen individuals from across the system. (see appendix 3). These individuals were not all intentionally selected. Conversations with some arose from conversations with others in the group. The ambition was to bring in fresh perspectives, speaking with some individuals outside of the ERG and outside of the regular contacts associated with it. (There are many ‘experts’ out there. Perhaps the ERG might call itself a ‘specialist reference group ’). It is recognised that the group approached is not representative of the whole system. Reference to literature balances this to an extent. During those conversations individuals shared or signposted relevant resources which are cited throughout this paper. 

The following areas were amongst those explored in conversations, reflecting on the above hallmarks: 
· What supports creating open, transparent, responsive, learning environments where staff and residents, patients and families are valued and listened to? 
· Looking right across the health and care system what would help shift repetitive hallmarks of cultures where things can go wrong? And in so doing help prevent organisational abuse. 
· Which hallmarks of cultures most require attention and why?
· What experiences or examples of practice and approaches could individuals share that have worked in shifting cultures? 
· What would encourage those stuck in the hallmarks identified, to shift these? What are the motivators? What are the barriers?
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