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Introduction
On 31 May 2011, BBC Panorama broadcast undercover footage filmed inside Winterbourne View, a 24-bed private hospital near Bristol for adults with learning disabilities and autism. The footage showed patients being slapped, held under chairs, doused with cold water and taunted by the staff meant to be caring for them (Flynn, 2012). Winterbourne View was owned by Castlebeck Ltd, itself owned through an offshore investment consortium, and took NHS-funded placements from primary care trusts across England. This report uses Winterbourne View as a case study in organisational transformation within health and social care, examining how a private provider, its NHS commissioners, the local authority and the national regulator each failed to prevent, and then failed to detect, sustained institutional abuse over several years.
Leadership, in this context, means the capacity to influence others toward a shared purpose: in health and social care, that purpose is safe, dignified, person-centred care, and leadership is exercised not only by chief executives but by ward managers, commissioners and regulators alike. Organisations vary in how they distribute this influence. A centralised system concentrates decision-making authority at the top, with instructions and resources flowing downward; a decentralised system pushes authority toward the point of delivery, trusting local staff and managers to respond to circumstances they understand better than head office does. Leadership style interacts with this structural choice. Transformational leadership motivates through shared vision and individual consideration; transactional leadership relies on clear exchanges of reward for performance and correction for failure; situational leadership adjusts the balance of direction and support to the maturity of the team being led. Selecting the wrong style, or leaving a structure without any leadership at all, has consequences that are measurable in harm done to patients rather than simply in performance figures, which is precisely what happened at Winterbourne View.
This report first sets out the problem and its national and global context using systems thinking and a rich picture. It then examines whether Castlebeck operated a centralised or decentralised model and how that structure shaped what happened. It applies leadership theory to explain why oversight failed at every level, before drawing out the improvements and lessons that followed. It closes with recommendations for sustaining safe, coproductive care and a summary conclusion.
Main body and analysis
a. Identifying the problem and setting the system context
The central problem at Winterbourne View was not a single incident but a sustained pattern: between January 2008 and May 2011, South Gloucestershire Council received 40 safeguarding alerts concerning the hospital, 27 of them allegations of staff assaulting patients, and the police were involved on 29 separate occasions, yet no action followed that stopped the abuse (Flynn, 2012). Physical restraint, meant to be a last resort, was recorded 379 times in 2010 alone, often carried out by staff with no relevant training (Flynn, 2012). A senior nurse raised concerns internally and, separately, a hospital manager e-mailed the council's adult safeguarding team in October 2010 naming specific poor practice; both were passed to the Care Quality Commission (CQC) and neither triggered an inspection. It took an undercover BBC journalist, not the regulatory system, to end the abuse.
Placed in global context, this is not an isolated national failing. The World Health Organization's Global report on health equity for persons with disabilities estimates that 1.3 billion people, 16% of the world's population, live with a significant disability, and finds that this population dies up to 20 years earlier than people without disabilities, with roughly double the risk of several chronic conditions, largely because of unjust and avoidable conditions within health systems themselves rather than the underlying impairment (WHO, 2022). People with learning disabilities and autism, the group cared for at Winterbourne View, sit within exactly this global pattern of institutional neglect and excess mortality. A 2025 cross-national review by the EU Agency for Fundamental Rights, covering 27 EU states and three candidate countries, found that over 1.4 million people with disabilities still live in institutions across the EU, and identified chronic understaffing, barriers to reporting and a lack of independent, unannounced monitoring as the systemic drivers of violence and neglect, the same pattern documented at Winterbourne View (FRA, 2025). The Council of Europe had reached a similar conclusion as early as 2003, warning that people with disabilities were being safeguarded against abuse to a lower standard than other citizens across member states (Brown, 2003); Winterbourne View shows how little that warning had been acted on by 2011.
Nationally, that same pattern is visible and current. The 2024 national Learning from Lives and Deaths (LeDeR) report found that adults with a learning disability in England die at a median age of 62.8 years, against 81.8 years in the general population, a 19-year gap, and that 39.0% of their deaths were classed as avoidable, twice the general-population rate, a figure that had only fallen from 46.3% since 2021 (King's College London, 2024). Restrictive institutional care has also proved harder to unwind than government promised. NHS data shows that in April 2026 there were still 2,105 people with a learning disability or autism in mental health hospital beds in England; of those with a learning disability alone, 48% had been inpatients for more than five years and 29% for more than ten (Challenging Behaviour Foundation, 2026). Mencap's analysis of the same data suggests that, at the current rate of discharge, the government's own target of no more than 30 adult inpatients per million population will not be reached until 2035, over a decade later than promised (Challenging Behaviour Foundation, 2026). Winterbourne View, in other words, exposed a system that a decade of national policy has still not fully corrected. The Care Quality Commission's own 2020 review, Out of Sight, found that exactly this group of patients was still routinely subject to harmful restraint, seclusion and long-term segregation (Care Quality Commission, 2020).
These figures point to systemic rather than individual weakness. Governance operated at three levels simultaneously, and each one failed: locally, Castlebeck's own management provided, in the Serious Case Review's words, "little evidence of senior executive oversight"; regionally, NHS primary care trusts commissioned beds at Winterbourne View without setting performance targets or reviewing patients' progress, an arrangement Flynn (2012) called "out of sight, out of mind" commissioning; and nationally, the CQC, then handling around 50 whistle-blowing contacts a month, did not act on the specific concerns it received about the hospital (Care Quality Commission, 2012). Underlying all three levels were resource and workforce pressures that are still familiar in social care today: staff turnover at Winterbourne View exceeded 380 people over five years, the registered manager post stood vacant for stretches of seven and eighteen months, and pay and training for support staff were, by the review's account, minimal (Flynn, 2012). These pressures existed against a backdrop of substantial national spending with limited oversight of its impact: NHS and local authorities together spent almost £6 billion a year on learning disability services during this period, yet that scale of funding did nothing to guarantee safe, well-monitored care at an individual provider like Castlebeck, showing that the problem at Winterbourne View was one of poor targeting and oversight of resources rather than an absolute shortage of them (National Audit Office, 2015).
The rich picture below (Figure 1), a technique drawn from Checkland's (1981) soft systems methodology, sets out how these actors, resources and communication routes fitted together. It shows a system with a strong, solid feedback loop running money upward, from commissioners and, ultimately, taxpayers, to Castlebeck's owners, and only weak, broken loops running concern in the other direction. Two whistle-blowing routes reached the CQC and stopped there; safeguarding alerts and police contacts accumulated at the council and were never triangulated with each other or with the regulator. In Senge's (1990) systems-thinking terms, this is a reinforcing loop, money and control flowing upward, dominating a system whose balancing loop, concern flowing back down in time to correct behaviour, never engaged at all. The only loop that actually closed, forcing information about patient welfare back to those with power to act, was the media exposure in May 2011, external to the formal system entirely. That single observation, more than any one individual's failure, is the clearest evidence that this was a structural and systemic problem rather than a scandal caused by a handful of bad staff.
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Figure 1: Rich picture of the system surrounding Winterbourne View Hospital, 2008–2011, showing money and control flowing upward while concerns raised through whistle-blowing, safeguarding and police contact failed to travel back until external media exposure.

b. Centralisation or decentralisation within the case study
Castlebeck Ltd operated Winterbourne View as part of a chain of 20 hospitals and care homes across England and Scotland, owned through a private-equity-backed holding structure, with the Serious Case Review noting that the company took "financial reward without the responsibility" of proper care governance (Flynn, cited in BBC News, 2012a). Financially and structurally, this was a centralised model: strategy, recruitment policy, training standards and, above all, profit were set and taken at head office, with individual homes expected to implement corporate policy locally. The clearest example is the registered manager post itself, a role required by regulation to hold day-to-day clinical and safeguarding authority on site. At Winterbourne View this post stood vacant for periods of seven and eighteen months, during which authority nominally still sat with Castlebeck's central management, but no one exercised it in practice (Flynn, 2012). Centralisation, in principle, offers real advantages: consistent standards across a chain, economies of scale in training and procurement, and a single point of accountability for regulators to hold to account. None of these advantages materialised at Castlebeck. When the CQC subsequently inspected the wider Castlebeck estate, it found "serious concerns" at four further sites and non-compliance with essential standards at seven more, leaving only twelve of the company's services judged fully compliant (BBC News, 2011). This inspection covered the 23 other services Castlebeck operated beyond Winterbourne View itself, meaning more than a third of the wider group failed to meet essential standards at the same time; two of the four homes rated of most serious concern, Rose Villa and Arden Vale, closed within weeks of the report's publication. CQC's own chief executive said publicly that the same problems recurring across so many sites pointed to failings originating at corporate level rather than in any single home (BBC News, 2011). A supposedly centralised corporate structure had produced not consistency but a single failing culture replicated across most of the network, precisely the disadvantage centralisation is meant to guard against: a fault at the centre becomes a fault everywhere at once.
The contrasting, decentralised model is the one national policy has pursued since 2012. Building the Right Support (NHS England, 2015) and the Transforming Care programme pushed authority away from block-purchased hospital beds and toward local community teams, commissioned by local NHS bodies (now Integrated Care Boards) working with local authorities, so that support is planned around the individual and delivered close to family and familiar surroundings. A concrete example is the shift from primary care trusts buying beds at a distant private hospital with no ongoing performance monitoring, to local, multidisciplinary community teams holding a caseload of named individuals with an explicit remit to prevent hospital admission. The advantages are real: decisions sit with people who know the individual, safeguarding concerns are more likely to be noticed by someone with an ongoing relationship, and care can be adapted quickly to changing needs. But decentralisation carries its own risks, and the data show them clearly. Progress has been uneven across patient groups: between March 2015 and July 2025, the number of people with a learning disability alone in mental health hospital beds fell by 59%, from 2,295 to 935, yet the number of autistic people without a learning disability in hospital rose by 84% over a shorter comparable period, and by nearly 180% against the 2015 baseline (NHS England, 2025). This visibility is itself a product of decentralisation done properly: since March 2015, the national Assuring Transformation dataset has published these figures for every local area on a continuous basis, giving commissioners and families exactly the ongoing, comparable performance picture that did not exist when Castlebeck was buying and running beds with no external reporting at all. A decentralised system without consistent national investment behind it can deliver strong local results for one group while leaving another underserved, precisely the postcode-lottery risk that critics of decentralisation predict.
Neither pole, in this case study, was the deciding factor; what failed was the connective tissue between levels. Castlebeck's structure was centralised on paper but hollow in practice, since head office held authority without exercising oversight, while frontline staff were left to make moment-to-moment care decisions with no training, no registered manager, and no functioning line of escalation. This matches a wider pattern beyond Castlebeck alone. Nationally, NHS commissioning at the time was itself fragmented across many primary care trusts, each buying places independently, with no shared mechanism for spotting that safeguarding alerts, restraint data and whistle-blowing contacts about the same hospital were accumulating simultaneously across several organisations. The CQC's own follow-up review of 145 comparable services found that half were not meeting acceptable standards of care and protection from abuse (Croner-i, 2012), showing that the specific failure at Winterbourne View sat inside a sector-wide weakness rather than a fault peculiar to one private-equity-owned chain. The lesson for accountability is therefore structural rather than a simple preference for one model: centralisation only delivers its promised consistency if the centre actually monitors what it controls, and decentralisation only delivers its promised responsiveness if local teams are resourced and empowered rather than merely left alone. Winterbourne View had authority formally centralised and practically abandoned; the community model that replaced it has proved that decentralised care can work, but only where investment and workforce capacity are decentralised alongside the decision rights, which the uneven progress on autism inpatient numbers suggests has not yet been fully achieved.
c. Leadership theories and application to the case study
Three leadership frameworks explain what went wrong at Winterbourne View more precisely than a simple verdict of "bad management." The first is Bass and Avolio's full-range leadership model, building on Burns's (1978) original distinction between transactional and transformational leadership, which places leadership behaviour on a continuum from transformational, through transactional, to laissez-faire, a style defined not by poor decisions but by the absence of decisions altogether (Bass, 1985; Avolio and Bass, 1991). Transactional leadership, at its most basic, still requires a functioning exchange: clear standards set, performance monitored, correction applied when standards slip. Even that minimal exchange was missing at Winterbourne View. With the registered manager post vacant for stretches of seven and eighteen months and the Serious Case Review finding "little evidence of senior executive oversight" from Castlebeck's head office (Flynn, 2012), what existed was not weak transactional management but leadership vacuum, the laissez-faire end of the model, in which staff were left to set their own norms with no correction from above. The data confirm the diagnosis: 379 recorded physical restraints in a single year, and a 380-plus staff turnover across five years, are not the profile of an organisation that had simply picked the wrong management style, but of one with functionally no supervisory leadership at ward level at all.
The second framework, Hersey and Blanchard's situational leadership theory, holds that the right leadership style depends on the readiness of the people being led, meaning their competence and confidence for the task at hand (Hersey and Blanchard, 1969). Support staff at Winterbourne View were, by this measure, at low readiness: many were new, untrained specifically in learning disability and autism care, and turning over faster than any induction programme could realistically absorb. Situational leadership would prescribe a directive, closely supervised style for a team in this position, sometimes described as "telling" or "coaching," with clear rules, close oversight and structured decision-making authority retained at supervisor level. What these staff appear to have received instead was closer to a "delegating" style, appropriate only for experienced, self-directed teams, in which untrained staff were left to decide for themselves how to manage residents who could be distressed, non-verbal or behaviourally complex. That mismatch between follower readiness and leadership style is a direct, theory-consistent explanation for why restraint became routine rather than exceptional: nobody with the authority or the training to set a safer norm was present to do so.
The third question is whether leaders were reactive or proactive, and the record is unambiguous. Castlebeck's own account of its response describes a "root and branch internal review" launched only after the Panorama broadcast (Insider Media, 2013), not before it; NHS commissioners reviewed patients' placements only once alerted externally, having set no ongoing performance targets when the placements began (Flynn, 2012); and the CQC increased its whistle-blower capacity only after the scandal, moving from roughly 50 contacts a month beforehand to more than 500 a month afterward (Care Quality Commission, 2012). Every organisation in this system was, in Michael West's terms, exhibiting command-driven rather than purpose-driven leadership: action followed instruction or crisis, not a standing commitment to the wellbeing of the people in its care. West's research on collective and compassionate leadership in health and social care finds that where leaders actively attend to staff, understand the pressures they face, and act on that understanding, both patient outcomes and staff retention improve, and that these effects are measurable rather than merely aspirational (West and Chowla, 2017; West, 2021). The scale of the evidence behind this is substantial: the annual NHS Staff Survey, completed by more than half a million staff each year, consistently associates supportive, compassionate leadership with lower staff turnover and sickness absence, higher patient satisfaction, and even reduced patient mortality across NHS organisations (West and Chowla, 2017; West, 2021). Chronic work overload, the same condition Winterbourne View's own turnover figures point toward, is itself the strongest single predictor of staff stress and intention to leave in that evidence base, exactly the mechanism through which an absent, non-attending leadership culture converts workforce pressure into patient harm rather than containing it. Winterbourne View's extreme staff turnover is itself a data point consistent with the reverse of that model: a workforce with no attending, listening leadership above it, in an environment where distress is far more likely to be displaced onto vulnerable patients.
Distributed and emotionally intelligent leadership offers the clearest alternative to what existed here. Rather than concentrating authority in an absent registered manager or a distant head office, distributed leadership gives frontline staff, including support workers, genuine authority and responsibility for raising and acting on concerns, supported by visible, present supervision (Bolden, 2011; West, 2021). Combined with emotionally intelligent leadership, attentive to signs of staff stress and burnout before they surface as poor care, this model would have given the senior nurse who did raise concerns an internal route with real power behind it, rather than one that dead-ended at an unresponsive head office and an overwhelmed regulator. Applying Hersey and Blanchard's model consistently would also have meant supervisors retaining, rather than delegating, day-to-day decision authority until staff had demonstrated the competence and confidence the theory requires before delegation becomes appropriate. The single most consistent finding across every leadership theory applied here is that Winterbourne View lacked not a particular style of leadership but any functioning leadership presence where it mattered most, on the ward, in real time.
d. Improvement and lessons learned
Leadership and governance interacted at Winterbourne View to produce a system that could not correct itself. Poor leadership at ward level generated the harm; hollow governance at corporate, commissioning and regulatory level meant nothing detected or stopped it until an outside broadcaster did. Three missed opportunities illustrate this interaction clearly, each with a specific, evidence-based response that followed.
The first missed opportunity was whistleblowing without consequence. A senior nurse raised concerns internally; a separate e-mail reached the council's safeguarding team in October 2010; both were passed to the CQC, and neither produced an inspection (Flynn, 2012). The data show how thin the regulator's response capacity was at the time: the CQC was receiving around 50 whistle-blower contacts a month nationally, with no dedicated function to triage or follow them up (Care Quality Commission, 2012). The improvement that followed was structural rather than exhortatory. The CQC built a specialist whistle-blowing team, and monthly contacts rose to more than 500 as confidence in the system grew (Care Quality Commission, 2012). Alongside this, the same period saw the introduction of a statutory Duty of Candour under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, requiring providers to be open with patients and families about harm, and the Freedom to Speak Up review (Francis, 2015), prompted jointly by Winterbourne View and the Mid Staffordshire scandal, which established protected internal reporting routes and local Guardians across NHS trusts. The lesson is that a reporting channel only functions as a feedback loop if something on the other end is resourced to act on it; Winterbourne View had the former without the latter.
The second missed opportunity was commissioning without monitoring. Primary care trusts placed patients at Winterbourne View and, in Flynn's (2012) phrase, exercised "out of sight, out of mind" commissioning, setting no performance targets and rarely reviewing whether patients were progressing toward discharge. The 40 safeguarding alerts, 29 police contacts and CQC's finding that half of 145 comparable services were failing essential standards (Croner-i, 2012) were never brought together into a single risk picture, because no single body held a duty to do so. The response was to put multi-agency information-sharing on a statutory footing: the Care Act 2014 placed local Safeguarding Adults Boards on a legal basis with defined duties to share and act on exactly this kind of alert, while new CQC Fundamental Standards introduced a "fit and proper person" test for provider directors and moved inspection toward specialist, often unannounced, visits led by a new Chief Inspector role. The lesson here is that data existed at Winterbourne View well before 2011; what was missing was a duty compelling anyone to connect it.
The third missed opportunity was the continued reliance on distant, inpatient placements as the default model of care, rather than community-based support close to home. This was not a new insight in 2012: the Department of Health's own Mansell report had called, five years earlier, for exactly this shift away from institutional placement (Mansell, 2007), a warning the system had already had time to act on before Winterbourne View happened. The Department of Health's Transforming Care concordat (2012), agreed within months of the scandal, committed 63 named actions across government and set a target of moving everyone inappropriately placed in hospital into community support by 1 June 2014. That target was missed outright, and successive targets have been missed since: the NHS Long Term Plan's 2019 commitment to halve inpatient numbers by March 2024 was also not met (NHS England, 2025). Yet the underlying direction has produced real, if uneven, change: inpatient numbers for people with a learning disability alone fell 59% between March 2015 and July 2025, even as numbers for autistic people without a learning disability rose sharply over the same period, evidence that investment in community alternatives works where it is actually funded and stalls where it is not (NHS England, 2025). The National Audit Office's own 2015 follow-up found the same failure expressed in numbers: 2,600 people were still inpatients in September 2014, against combined NHS and local-authority spending of nearly £6 billion a year on learning disability services, while Sir Stephen Bubb's independent review concluded bluntly that the programme had "not yet delivered tangible benefits" (National Audit Office, 2015; Bubb, 2014).
Drawing these threads together, the case shows that system structure, leadership style and feedback are not separate causes but one interacting mechanism. A structure that was centralised in name (Castlebeck) but hollow in oversight combined with a leadership style that was, at every level, reactive rather than purpose-driven, to produce feedback loops that never closed until external media forced them open. The lesson for other health and social care organisations, public or private, is not that centralisation or decentralisation is inherently unsafe, but that whichever structure is chosen must be matched with a genuinely functioning duty to monitor, escalate and act, and with leaders who are present and attentive rather than merely nominally accountable. National datasets such as LeDeR and Assuring Transformation now provide the continuous, published evidence base that Winterbourne View lacked, converting what was once a single closed loop dependent on chance discovery into an ongoing, public accountability mechanism. Publishing the data is necessary, but the repeatedly missed 2014, 2024 and now 2035 targets confirm that data alone does not guarantee follow-through; sustained investment and leadership attention have to accompany it for continuous improvement to be more than a report on a shelf.
Recommendations
For the organisations now responsible for this part of the system, chiefly Integrated Care Boards, local authority safeguarding teams, the CQC and independent providers commissioned in place of Castlebeck, four practical steps follow directly from the analysis above.
First, leadership style should be distributed and compassionate, exercised at ward level and not only at board level. Given the low readiness of many frontline support staff identified in Section (c), managers should apply a directive, closely supervised style toward new or inexperienced staff, following Hersey and Blanchard's (1969) situational model, while building toward the collective, attending leadership culture West (2021) associates with lower staff turnover and safer care. Concretely, this means registered manager posts must never be left vacant, cover arrangements should be mandatory and auditable, and every unit should have a named, present clinical leader with real authority to stop unsafe practice on the spot, rather than an absent post-holder existing only on an organisational chart.
Second, governance and communication need a single point of triangulation rather than the current pattern in which safeguarding alerts, police contacts, CQC intelligence and commissioner reviews sit in separate systems. Section (b) showed that Castlebeck's 40 safeguarding alerts and 29 police contacts were never combined into one risk picture before 2011; the Care Act 2014 now places a legal duty on Safeguarding Adults Boards to do exactly this, and that duty should be exercised through regular, scheduled multi-agency case review meetings for any provider generating repeated alerts, not only after a serious incident has already occurred. CQC's Fundamental Standards and fit-and-proper-person test give the regulator a lever to require this; it should be used proactively against providers whose data pattern resembles Castlebeck's, rather than reactively once harm is confirmed.
Third, funding should continue to shift from block-purchased, distant inpatient beds toward properly resourced community teams, improving both technical and allocative efficiency together. Technically, better-trained community staff working smaller, consistent caseloads reduce reliance on restrictive intervention and the harm, litigation and staff turnover costs that follow from it. Allocatively, Section (d) showed that sustained investment produced a genuine 59% fall in learning-disability-only inpatient numbers between 2015 and 2025, while the under-resourced autism pathway saw numbers rise sharply over the same years (NHS England, 2025); closing that gap by directing new investment specifically toward autism-specific community provision, rather than assuming the existing model will absorb it, would use resources more efficiently than continuing to fund unplanned, high-cost admissions.
Fourth, continuous learning must be built on genuine coproduction rather than professional judgement alone. The national LeDeR mortality review programme, which found in 2024 that adults with a learning disability still die 19 years earlier than the general population (King's College London, 2024), should be matched at local level by routine, structured involvement of patients, families and independent advocates in care planning and in reviewing incidents, not merely informing them after decisions are made. Advocacy at Winterbourne View was controlled by the hospital itself (Flynn, 2012); any future model should make independent advocacy a condition of commissioning, funded separately from the provider being scrutinised, so that the people best placed to notice deteriorating care have a route to be heard that does not depend on that same provider's goodwill.
Taken together, these recommendations do not require a new theory of care; they require the existing evidence base on leadership, governance and coproduction to be applied consistently and resourced adequately, rather than adopted in name only, which is the single failure that runs through every part of this case.
Conclusion
Winterbourne View demonstrates that institutional abuse rarely stems from a single failure but from several ordinary weaknesses lining up at once. Ownership and financial control were centralised at Castlebeck's head office, while clinical oversight was, in practice, absent; commissioners paid for beds without monitoring outcomes; a national regulator received direct warnings and did not act; and the only feedback loop that actually closed was an undercover television broadcast, external to the entire formal system built to prevent exactly this harm. Applying systems thinking and a rich picture to the case makes visible what a narrative account can obscure: this was a set of broken or missing feedback loops between organisations that each, individually, could point to a policy or a duty on paper, while none of them, collectively, produced a system capable of correcting itself.
Leadership theory adds precision to that diagnosis. What existed at ward level was not a mistaken choice of management style but a vacuum, effectively laissez-faire leadership mismatched against a young, undertrained, high-turnover workforce that situational leadership theory would predict needed close direction and support, not delegation. The reforms that followed, statutory safeguarding duties, CQC Fundamental Standards, protected whistle-blowing routes and a sustained, if incomplete, shift toward community-based care, show that governance and leadership can be rebuilt once failure is exposed. The persistence of missed targets since, most recently a projected decade-long delay in reducing inpatient numbers, shows equally that publishing data and passing legislation are necessary but not sufficient without leadership and investment following through at every level.
The wider lesson for health and social care organisations is straightforward to state and hard to guarantee: whichever structure an organisation chooses, centralised or decentralised, it must pair authority with active oversight, and it must give the people closest to patients, staff and families alike, a genuine, resourced route to be heard before harm rather than only a review afterward.
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