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1. Background 
The Independent review of deaths of people with a Learning Disability or Mental 
Health problem in contact with Southern Health NHS Foundation Trust April 2011 to 
March 2015 was commissioned by NHS England following the tragic death of 
Connor Sparrowhawk in July 2013.  
 
The report was leaked to the BBC on 9 December and ran as headline news that 
evening. Following the leak the final report was published on 17 December with 
some minor amendments.  
 
 
2. The report in summary 
The report looks at all deaths of people in receipt of mental health and learning 
disability services in Southern Health NHS Foundation Trust between April 2011 and 
March 2015. The report looks at the reporting of unexpected deaths, and at how 
many go on to be investigated. The report finds wide variation in the reporting and 
investigation of unexpected deaths. In learning disability the rate of investigation is 
particularly low.  
 
The report goes further in seeking to establish the extent of unexpected deaths in 
Mental Health and Learning Disability services provided by the trust between April 
2011 and March 2015 and to identify themes and issues. The report does find that 
the rate of unexpected deaths appears to be higher in Southern Health. The 
headlines stated that there were over 1000 unexpected deaths which were not 
investigated. There has been a great deal of debate over the statistics used and 
whether Southern Health NHS Foundation Trust differs in a statistically significant 
way from other providers of mental health and/or learning disabilities. What is clear 
however is that the trust has been poor at reporting and investigating deaths and it 
has been very poor and communicating with and involving families. This has been 
acknowledged by the Trust which has committed to making improvements. In short, 
the review identified a ‘lack of leadership, focus and sufficient time spent’ 
investigating deaths. 
 
It should be noted that for 18 months of this period, learning disability services in 
Oxfordshire were provided by the Ridgeway Partnership NHS Trust. The Ridgeway 
trust was taken over by Southern Health on 1 November 2012. This period of 18 
months is not included in the Mazars report. It should also be noted that it is only LD 
services, and not Mental Health services which are provided by Southern Health in 
Oxfordshire. 
 
Healthcare for people with learning disabilities is provided by more than one trust. 
While Southern Health provided LD input, the patients identified will also have been 
treated in primary care, community care and acute trusts. A large proportion of the 
deaths occurred in a community setting. The care which they receive in these 
settings also needs to be considered. This has previously been identified in 
Mencap’s 2007 report Death by Indifference and in the 2013 Confidential Inquiry into 
premature deaths of people with learning disabilities (CIPOLD).  
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3. Regulators’ action - CQC and Monitor 
Following the report’s publication action has been taken by Monitor and the CQC. A 
risk summit has also been held. 
Monitor has taken enforcement action which requires the Trust to demonstrate how 
they are going to address the failing identified by Mazars. Further they will require 
verification from independent experts that the improvements have taken place. 
Monitor had also appointed an independent director independent to oversee the 
work within Southern Health NHS FT. 
 
CQC inspectors returned to Southern health on 19 January as a part of a focussed 
inspection. The inspection will look in particular at the Trust’s approach to the 
investigation of deaths – including how the action plan produced in response to the 
Mazars report has been implemented. The inspection will look at how patients and 
their families are communicated with and how they are involved in investigations.  
 
 
4. OCCG review  
The report recommends that OCCG, in partnership with the Trust and the local 
authority should undertake a thematic review of deaths of patients with LD under the 
care of Southern Health. The review will look in particular at areas identified with 
Mazars. These areas included dysphagia assessments, acute liaison, nutrition and 
hydration, delays in treatment, family involvement and safeguarding.  
 
The CCG has put together a team to review all deaths. Locally it has also been 
agreed that until further notice all death of people with learning disabilities should be 
reported so that they can be scrutinised.  
 
4.1 Risk 
As a result of this report OCCG has reviewed risk AF22 (that OCCG will not identify 
and rectify quality issues in provider organisations) on the strategic risk register.  
This work is explored in greater detail in risk 705 (that the shortcomings in the safety 
culture identified in some provider organisations will not be rectified). 
 
 
5. Conclusion 
The report has highlighted a very important issue - the under reporting and under-
investigation of deaths of people with LD. There is a range of complex reasons why 
this has come about. It is likely that the issues are not unique to Southern health but 
potentially reflect more widespread phenomenon of the attribution of lesser value to 
the lives of people with learning disabilities and a corresponding lower level of 
concern about their death. OCCG is taking action to ensure that all deaths of 
Oxfordshire patients are comprehensively reviewed.  


