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4 April 2014 
 
 
Dear Sara 
 
Thank you for your question – can you explain what the CCG has done since Connor died 
to investigate as to how and why the CCG continued to commission provision they 
historically knew to be inadequate? 
 
My staff have drafted the reply which you will read below. At this point I do not think it is 
right to suggest that the CCG’s knowledge of the ‘inadequacy’ would, at any point prior to 
Connor’s death have led the CCG, or Oxfordshire County Council (OCC) as our lead 
commissioning partner, to decide to decommission these services. I understand the 
surprising nature of that statement in the light of what we know now. I hope that the 
comprehensive information that follows over the next ten pages will help to explain why I 
have come to that conclusion. I would be very happy to meet with you to discuss this 
further if you felt that was appropriate, or potentially useful. 
 
The CCG did look carefully at the history of our commissioning of services from Ridgeway 
and then from Southern Health. A particular focus was the effect of the various inspections 
and action plans and the use of the various contractual levers that are, quite routinely, 
applied to improve services. 
 
That historical analysis was presented to OCCG’s Quality and Performance Committee on 
31 October 2013 and much of what follows in this letter has been cut and pasted from that 
report. There have been many meetings over the last six months involving the 
commissioners, the various oversight bodies, and Southern Health in different 
permutations and combinations but until the publication of the Verita report these meetings 
were focussed on ensuring the safety of existing patients, service improvement, and on 
quality assurance with regard to the service going forward. 
 
Since the publication of the Verita report the NHS England area team, in consultation with 
other parties, has started the process of commissioning an independent report, the terms 
of reference of which I have not yet seen. I believe that it will look back at the various 
commissioner decisions, the conduct and quality of the various inspections, and our 
responses to serious incidents among other concerns. 
 

 
 
Dr Sara Ryan 
Research Director 
Health Experiences Research Group 

 

Sent via email: sara.ryan@phc.ox.ac.uk 
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Let me now provide the detailed response  
 
You will be aware that the PCT’s concerns about the quality of services provided by 
Southern Health NHS Foundation Trust, and prior to that the Oxfordshire Learning 
Disability NHS Trust (Ridgeway Partnership), date back some time to the summer of 2011. 
 
In order to explain how and why we took the actions we did I will describe how OCCG 
monitors the quality of services and how we respond when there are concerns. But first I 
must give you the organisational context. 
 
The approach of OCCG, and before it NHS Oxfordshire, the Oxfordshire Primary Care 
Trust (PCT), is to work in collaboration with the providers of services to monitor and 
improve the quality of services. We have an escalation scheme which we apply when 
there are concerns that quality is falling below the standard we expect and a provider fails 
to take appropriate action. The scheme involves contractual sanctions such as 
performance notices requiring specific changes and financial penalties. Where we are 
seriously concerned about a clinical area we will suspend a service until we are assured 
safeguards are in place. For example the PCT suspended a particular type of surgery 
when there was evidence it was unsafe in December 2011. OCCG works closely with staff 
from Oxfordshire County Council (OCC) and we know they share this approach. 
 
Oxfordshire has a pooled budget under section 75 NHS Act 2006 for commissioning 
health and social care services for people living with Learning Disability. The pooled 
budget is a mechanism for putting money together between health and social services to 
enable delivery of the Oxfordshire Joint Strategy. Under this agreement OCCG puts the 
money into the pooled budget and OCC takes responsibility for spending the money on 
behalf of the partners. OCC holds all the contracts (including those for health services) 
and acts as lead commissioner in terms of reviewing and commissioning new services, 
and authorising expenditure from the pooled budget. The pooled budget covers personal 
budgets and social care, community and specialist in-patient health services, and a range 
of other support. The total pooled budget in 2014-15 is £79m, of which the OCCG 
contribution is just under £12m. 
 

OCC reports to a Joint Management Group made up of voting members from each 
organisation. The Joint Management Group also has non-voting carer representatives who 
are encouraged to raise concerns and offer suggestions.  
 
OCCG also supports the joint commissioning process through advice and support on 
areas of expertise and through input around quality, particularly in relation to health 
contracts. OCC and OCCG both have a role in overseeing the quality of learning disability 
services.   
 
In Oxfordshire, specialist health services for people with a learning disability are mainly 
provided by Southern Health NHS Foundation Trust. These services were, prior to 
November 2012, provided by the Ridgeway Partnership NHS Trust  
 
Oxfordshire PCT became increasingly concerned about inpatient learning disability 
services following Panorama’s May 2011 exposure of the abuse of patients at 
Winterbourne View in Gloucestershire.  When Winterbourne View closed a number of 
patients were moved into services provided by the Ridgeway Partnership. At this time 
there was an increase in the reporting of Serious Incidents Requiring Investigation (SIRIs) 
from the Ridgeway Partnership. 
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SIRIs are a nationally specified set of adverse incidents which, when they occur in NHS 
commissioned services, are required to be fully investigated and reported by the provider. 
The investigation report is then scrutinised by the commissioner and is only signed off 
when the commissioner is satisfied that the root causes of the incident had been identified 
and actions are in place to ensure that the organisation has learned from the incident and 
has made change to prevent a recurrence.  The PCT had, since 2008, overseen the 
investigation process for all the Ridgeway Partnership’s SIRIs. This meant that a single 
organisation had oversight of all the serious incidents occurring within the Trust.  
 
It was not clear what brought about the increase in the Ridgeway Partnership’s SIRI 
reporting following the Winterbourne View exposure but it is likely that it was the result of 
increased scrutiny, particularly of the care of the former Winterbourne patients, as well as 
an increased awareness of what constituted a serious incident.  
 
One of the SIRIs in the Chilterns Unit in Amersham led to the immediate visit to the 
Chilterns Unit by the PCT’s Director of Nursing and Quality and the Quality and Clinical 
Standards Manager in June 2011. The incident led to a disciplinary process and the 
dismissal of the Chilterns unit manager. The Ridgeway Partnership immediately sent in 
staff from the Oxford units in order to rectify the issues uncovered in the Chilterns Unit as 
a result of the SIRI. The PCT was particularly concerned about the culture of the Chilterns 
Unit, as it emerged that the Chilterns Unit manager who had been in role for a long time 
had led a culture which the PCT found unacceptable.  An action plan was produced and 
executive level assurance was given that the issues had been addressed.  
 
Through the scrutiny of these SIRIs, the PCT started to become concerned about the way 
in which SIRI investigations were being managed, about Ridgeway Partnership’s 
approach to root cause analysis, the conclusions reached and subsequent action 
planning. The concerns centred on the Ridgeway Partnership’s assessment and treatment 
services outside Oxfordshire in Wiltshire and Buckinghamshire.  

 
The main concerns/themes identified by the commissioners from the Ridgeway 
Partnership’s SIRIs were: 
 

o A reluctance to classify incidents as serious; 
o Lack of clinical leadership; 
o Use of restraint (frequency and rationale for use); 
o Patient being listed as the cause of an incident; 
o The way in which issues were responded to – blame of individuals and use of 

disciplinary processes to manage incidents. 
 

The PCT alerted the then South Central Strategic Health Authority (SHA). The SHA had 
continued close oversight of the quality of the Ridgeway Partnership’s services due to its 
management of the process of transfer of the trust from the Ridgeway Partnership to the 
new trust, which was confirmed as Southern Health NHS Foundation Trust.  
 
In the PCT’s formal and public response to the Ridgeway Partnership’s Quality Account 
for 2011-12 it stated that the account lacked sufficient evidence to demonstrate quality 
improvement.  
 
Following the Winterbourne View exposure the Care Quality Commission (CQC) 
announced in June 2011 that they would carry out a programme of unannounced 
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inspections of services providing care for people with learning disabilities and challenging 
behaviours. As a part of this programme the CQC visited the Slade House units (STATT 
and John Sharich House) in December 2011 and reported in March 2012 that the two 
units were meeting all the essential standards of quality and safety. The CQC report was 
positive and provided the PCT with assurance of the quality of the Oxfordshire Services. It 
is worth noting that CQC inspections changed significantly between this time and 2013.  
 
OCC completed a quality monitoring review between August and October 2011 of 
Oxfordshire inpatient units. This review consisted of interviews with service users and 
families (past and present) staff and managers and included four unannounced visits to 
the wards. The review identified safeguarding as an immediate area of concern, due to 
under reporting and some staff feeling their training was limited. This was flagged for 
immediate action as outlined in the action plan. (This recommendation was acted on and 
during the subsequent November/December 2012 review. OCC officers found that 
safeguarding alerts had increased, reflecting a more open attitude from the service, whilst 
staff were clearer about understanding their role in relation to safeguarding. No alerts had 
led to serious harm, except for one incident which had led to a staff member being 
dismissed.) 

 
In February 2012, at the request of the PCT, a contract default notice was served by OCC 
as the contract holders to address the on-going failure of Ridgeway Partnership to report 
and ensure effective completion of SIRI investigations.  This action is in line with the 
escalation scheme. However, the default notice focussed on the technical details of SIRI 
management rather than on cultural issues and themes. Contract default notices try to be 
specific and measurable so that improvement can be clearly demonstrated. They are 
much less useful in addressing cultural issues. The default was closed in March 2012. 
With hindsight, had the PCT worked with OCC to make the notice more wide ranging, it 
would have remained open until the issues listed above were resolved.  
 
The themes identified continued to be observed in the SIRI investigations. In early 
summer of 2012, the PCT and OCC requested action plans from Ridgeway Partnership to 
address these themes. The action plans provided did not give assurance that the issues 
were being acknowledged. Neither did it provide assurance that robust plans were in place 
to address the concerns. As a result the Director of Nursing and Quality for the PCT wrote 
to the Chief Executive of the Ridgeway Partnership requesting further assurance, which 
was received.  
 
In the summer of 2012, the SHA commissioned an independent quality and safety review 
from Contact Consulting on all the Ridgeway Partnership’s inpatient services. The findings 
of the review mirrored the concerns already raised by the PCT and OCC and led to the 
development of an action plan for delivery by Ridgeway Partnership and subsequently by 
Southern Health. 
 
Throughout the autumn of 2012, OCC and the PCT continued to work with the Trusts to 
try and address the concerns. The incidents reported continued, with a single exception,  
to be in assessment and treatment services provided by Ridgeway Partnership outside 
Oxfordshire. Some Oxfordshire patients had been placed in these units but they 
predominantly treated non-Oxfordshire patients.  
 
From May 2011 to May 2013 there were 10 SIRIs reported by the Ridgeway Partnership / 
Southern Health about former Ridgeway Partnership inpatient learning disability services 
(excluding forensic services). Of these, three concerned allegations of physical 
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abuse/harm and/or inappropriate restraint and related to the Chilterns/Ridgeway Unit in 
Buckinghamshire and three concerned allegations of physical abuse/harm and/or 
inappropriate restraint in Postern House in Wiltshire. Of the four which occurred in 
Oxfordshire (STATT and John Sharich House) three concerned a patient absconding and 
one an allegation of verbal abuse and physical abuse/harm. Only one of these occurred in 
STATT and it was a patient absconding. 
  
Of particular concern was Postern House in Wiltshire. Concerns were raised by one SIRI 
in particular, in which a patient was restrained for some time. The concerns about Postern 
House in Wiltshire led to a decision being made by the PCT and OCC in June 2012, not to 
place Oxfordshire patients in Postern House. This is in line with actions we would expect 
when there is a serious concern about the quality of a service and the safety of patients.  
 
Postern House was included in a second Panorama programme in October 2012 which 
followed up on what had happened to patients after they had left Winterbourne View. At 
this time there was coordinated action by health and social care led by the SHA so that all 
patients in Postern House, Wiltshire were reviewed to ensure their safety.  
 
Executive level scrutiny continued throughout this time with regular discussions between 
the Director of Nursing and Quality, the Chief Executive of the Ridgeway Partnership and 
the SHA.  

 
There was, therefore, a high level of concern that the inpatient assessment and treatment 
services provided by the Ridgeway Partnership in Buckinghamshire and Wiltshire were not 
of the high quality the PCT would expect. Southern Health had been selected to take over 
the services because of their strength as an organisation and because of their exemplary 
model for inpatient learning disability services in Hampshire. The PCT only had a small 
involvement in the acquisition process through its attendance at the Joint Management 
Group but knew from the SHA and other sources that Southern Health had a good 
reputation in Hampshire.  
 
Southern Health took over the Ridgeway Partnership on 1 November 2012. The PCT 
shared the quality issues fully with the SHA during the acquisition. The independent 
quality and safety report fully concurred with the view of the PCT and the PCT were 
assured by, and agreed with, the SHA that Southern Health would bring about 
thoroughgoing changes to both the culture of services and the model of delivery in 
Oxfordshire. Assurances were supported by the fact that the Willows Unit in Hampshire 
was widely seen as an exemplar service. 
 
This anticipated improvement did not come about. There was some difficulty in 
establishing good working relationships between Southern Health and Oxfordshire 
commissioners (the PCT and County Council). This was further hindered by changes in 
staff at executive level within Southern Health. It is clear now that the impact the changes 
of organisation would have on the staff in the former Ridgeway Partnership units was 
greater than the commissioners expected or had knowledge of. 
 
OCC completed a quality monitoring review of Oxford assessment and treatment services 
in November 2012. This review focused on the patient experience from admission, 
through treatment to discharge, aiming to supplement rather than repeat other reviews 
which had taken place.  The review identified some areas for improvement including to the 
physical environment, activity levels and individual support planning. It did not find any 
areas where patients’ safety was at risk. The quality monitoring team originally included a 
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member of staff with clinical skills; however, they had left in early 2012 and the November 
review did not, therefore, have benefit of clinical expertise.   
 
During the planning of the 2013 quality monitoring review, it was emphasised that clinical 
input was important.  OCC intended to review STATT in October 2013 and incorporate an 
independent clinician in the team. However, this review was superseded by the CQC visit 
which resulted in STATT being closed to admissions and did not take place.  
 
On 4 February 2013 OCC visited STATT along with the National Commissioning Board 
(now NHS England) Project Team as a part of a national post-Winterbourne project. We 
assume that this was the visit which included the OCC commissioner to whom you refer in 
your email. This was not an inspection. Oxfordshire had been chosen by NHS England for 
a visit alongside three other places because of their commissioning specification and their 
post placement check-list, produced following Winterbourne View.  This selection by the 
National Project Team was taken as a further piece of assurance that Oxfordshire services 
were seen as good and compared well to those in other areas. The PCT did not take part 
in the visit to the unit but did meet the National Project Team and did state that it had 
some concerns about the quality of care in the non-Oxfordshire inpatient units.  
 
Following this visit OCC wrote to the Director of the Learning Disability Division at 
Southern Health expressing concern about the physical environment at STATT. The letter 
related specifically to the shabbiness of the décor. To the PCT’s knowledge no other 
concerns about the quality of care at the unit were raised by this visit, either by the OCC 
commissioner or by the National Project Team, at the time. 
 
In March 2013 the concerns about Southern Health’s services were included in the quality 
handover document produced by the PCT for OCCG to ensure that the issues were not 
lost in the NHS reorganisation following the 2011 white paper. This document was publicly 
available and presented at the first OCCG Governing Body meeting. The issue was also 
reported up to the NHS England Area Team as a part of their Quality Surveillance Group 
oversight. The issues were placed on the agenda of the Quality Surveillance Group 
(QSG). The QSG has the role of bringing together data on quality from a range of sources 
across an area (in this case the Thames Valley counties) in order to detect and address 
areas of poor quality.  
 
In May 2013, a SIRI occurred in the Ridgeway Centre - the assessment and treatment 
service in High Wycombe (previously this service was called the Chilterns Unit and 
operated from Amersham). The incident involved the apparently inappropriate use of 
restraint during which the patient sustained a broken arm. The patient was not an 
Oxfordshire patient and was being treated outside Oxfordshire. The incident led OCCG 
and OCC to take the decision to immediately suspend admissions to the Ridgeway Centre 
until we were satisfied that the issue had been fully investigated and any emerging actions 
completed. At this time OCC confirmed that one Oxfordshire patient was placed in the 
Ridgeway Centre.  The patient had a planned discharge three days after the alert. The 
discharge went ahead as planned.   

 
OCC notified Southern Health that no further placements would be made at the Ridgeway 
Centre without the express consent of the Commissioners.  This presented a challenge in 
that the Oxfordshire units were sometimes unable to take patients with very challenging 
behaviour because of the physical environment of the units. Contingency plans were put in 
place by OCC. 
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On 5 June 2013 an area wide discussion of the Ridgeway Centre incident took place, led 
by the Wessex Area Team of NHS England. Wessex took a coordinating role because 
they cover the majority of the area for which Southern Health is the provider. They are 
also responsible for specialist provision, including forensic services provided by Southern 
Health.  During these discussions further concerning incidents came to light which had 
taken place in the Ridgeway Centre. 
 
On 10 June 2013 a meeting took place between OCC, OCCG and the Director of Nursing 
for Southern Health in which Director of Quality and Innovation at OCCG clearly stated 
their continued concerns about the inpatient learning disability services. While the 
concerns discussed were about the units outside of Oxfordshire OCCG did state that it 
was concerned these issues may be indicative of wider cultural issues. The Southern 
Health Director of Nursing shared the Trust’s vision for cultural change and staff 
development. OCCG were provided with details of two of Southern Health key tools for 
ensuring quality, Matron walk–arounds and mock CQC inspections. It was agreed that 
Southern Health would work closely with commissioners to address the concerns. 
Commissioners were also invited to visit services. Following this meeting the Director of 
Nursing wrote to all her executive colleagues at Southern Health informing them of our 
level of concern.  
 
On 19 June 2013, the OCCG Quality and Clinical Standards Manager and Designated 
Nurse for Safeguarding Adults and Children visited STATT and John Sharich House. The 
visit was informal and announced. One of the reasons for the visit was to understand why 
there were fewer SIRIs in the Oxfordshire services, and in particular fewer incidents 
involving restraint. The OCCG staff met the consultant psychiatrist, unit manager and 
some nursing staff. They spoke to two patients about their stay in STATT. They were 
informed by the unit manager that they rarely used restraint and could not recall any 
incidents of face down restraint. The visit provided some assurance that patients were 
cared for and restraint was not being used. The unit was in the process of being decorated 
and we were shown the improvements which had been made since OCC had raised their 
concerns. It was acknowledged that the fabric of the building required upgrading in order 
to be able to care for all Oxfordshire patients.   

 
On the same day as this visit (19 June 2013), the results of a national survey by Mind 
were published and were headline news on the BBC. The findings were based on 
information gained from freedom of information requests on number of restraints, number 
of face down restraints, number of cases of restraint to administer medication and number 
of injuries sustained during restraint. Southern Health had the third highest level of total 
restraints in the country (of NHS trusts which responded) and the second highest level of 
face down restraints.  

 
As a result of the Ridgeway Centre SIRI, the MIND report and subsequent discussions in 
June, on 8 July 2013 OCC issued a performance notice to Southern Health to address the 
need for improved policy and oversight of restraint and restrictive practices.  Southern 
Health responded to this, informing commissioners that they would comply fully with the 
performance notice.   
 
On 4 July 2013 OCC and OCCG had been alerted to the unexpected death of your son, 
Connor Sparrowhawk, a STATT patient. 
 
There were extensive discussions between OCCG and Southern Health about how the 
SIRI investigation into Connor’s death should be managed. OCCG suggested that your 
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family be allowed to nominate someone to take part in the SIRI investigation. OCCG 
looked for cases nationally where this may have been done but were unable to find any 
examples. OCCG also requested that the SIRI be upgraded, which it was, at which point 
NHS England’s Local Area Team took over the performance management.  
 
There were also discussions over the terms of reference for the investigation with OCCG 
writing to Southern Health suggesting changes to the terms of reference they had 
proposed. OCCG also requested throughout that an independent organisation be 
commissioned to carry out the investigation. After much discussion and many changes to 
the terms of reference it was agreed that Verita would conduct the investigation.  
 
OCCG had also requested that an independent company be commissioned to re-
investigate the SIRI raised in July 2012 around the restraint of a patient in Postern House, 
Wiltshire.  This investigation was presented in August 2013 and detailed a range of issues 
which needed to be addressed. OCCG were given assurance by the Director of Nursing 
that the issues identified as a result of this critical incident analysis were being addressed 
and that the issues were confined to Postern House.  
 
A meeting organised by Wessex Area Team took place on 27 August 2013. The meeting 
brought together commissioners and the Wessex and Thames Valley Area Teams with 
most of the executive team of Southern Health. This meeting looked at concerns around 
the former Ridgeway Partnership services and at future commissioning plans and 
arrangements. The Acting Chief Executive of Southern Health described the plan for 
addressing concerns with the former Ridgeway Partnership services, including clinical 
leadership and models of care. Oxfordshire commissioners expressed the view that they 
remained not assured of the quality of these services. OCCG were assured at the meeting 
that the shortcomings in SIRI investigations had been addressed.  

 
On the 16 and 17 September 2013 the CQC undertook an unannounced visit to STATT 
and John Sharich House. A number of immediate issues were raised in relation to the 
properties and equipment, including presence of window restrictors, lockable equipment 
and maintenance of oxygen and defibrillators. The CQC also had to intervene when an 
informal patient was prevented from leaving the unit. The CQC required that a number of 
these issues be immediately rectified. Southern Health took the required immediate action. 
 
On 19 September a meeting was organised by Wessex Area Team in response to these 
events. Wessex Area Team suggested further reviews of the services. These suggestions 
were rejected by Thames Valley Area Team and OCCG on the grounds that sufficient 
reviewing has already been undertaken but demonstrable change has not yet been 
delivered and this should be the priority and focus for Southern Health. Wessex Area 
Team suggested that all commissioners raise a performance notice with Southern Health 
about culture and clinical leadership. Southern Health had not delivered the change in 
clinical model which was promised prior to the acquisition of Ridgeway Partnership and 
Wessex also suggested that this should now be taken up formally through the contract 
route.  
 
On 20 September OCC met OCCG to discuss their response to Wessex’s suggestion. It 
was agreed that we would focus our work around risk assessment within the Oxfordshire 
units. On 23 September a further teleconference was called by Thames Valley Area team 
which included OCCG and OCC and Southern Health. The purpose of this call was to be 
clear with Southern Health that contractual action would be the next step by 
commissioners should further progress not be evidenced. 
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On 24 September Southern Health took the decision to close STATT to admissions. OCC 
and OCCG took the decision to commence the urgent review of all Oxfordshire patients in 
assessment and treatment units. These were carried out by the care managers for each 
patient. This was further endorsed by the institutional safeguarding meeting which took 
place on 30 September. We were also informed by the Director for Learning Disabilities at 
Southern Health that she was arranging for the nursing team from the Willows Unit in 
Hampshire to urgently review patient care plans and other documentation.  
 
In January 2014 OCC and OCCG took part in a teleconference with Monitor, the 
regulatory body for Foundation Trusts, in which we provided details of our concerns about 
the learning disability inpatient services. 
 
Since the CQC inspection was published there have been extensive and wide ranging 
actions to ensure the safety of patients, and to urgently bring about the necessary 
changes in services. 
 
There have been two risk summits about Southern Health learning disability services, one 
in January 2014 and one in March 2014. (A risk summit is a mechanism put in place by 
NHS England to get all relevant stakeholders together to agree what action to take when a 
significant quality concern is identified). It was OCCG that requested that the Area Team 
of NHS England took the work on these issues forward through the risk summit route. 
 
The Verita report published on 24 February 2014 confirmed that Connor’s death was 
preventable.  
 
The long term plan for learning disabilities services has for some time been working 
towards providing patients with Learning Disabilities with intensive support in the 
community in order to avoid emergency admission into an inpatient unit. The plan is to 
retain access to inpatient beds in rare circumstances, but to have more and better 
community support in place. These plans have been refocused since the CQC report and 
the Verita report, trying to move them from long term strategic goals to service changes 
which need to take place as soon as possible. We have sought examples of best practice 
from elsewhere, but have become aware that there are no exemplar sites for inpatient 
assessment and treatment services 
 
I have set out the history of concerns about learning disability services and the actions 
OCCG has taken as a result. It is clear that OCCG’s quality assurance processes did not 
detect the failings which the death of your son and the subsequent investigations by Verita 
and the CQC made apparent.  While OCCG had for some time had concerns about the 
culture of these services, these concerns were centred on the non-Oxfordshire units. 
OCCG did suspect that these issues may be symptomatic of a wider cultural issue but 
OCCG did not have examples of this being the case in Oxfordshire. Indeed, the 
Oxfordshire units were generally viewed as being the best, a view which had been backed 
up by both the CQC report and OCC’s quality monitoring processes.  
 
Based on the information OCCG had available we believe the PCT and OCCG took 
appropriate action in June 2012 and May 2013 in closing Postern House in Wiltshire and 
The Ridgeway Centre in Buckinghamshire to admissions and putting in place additional 
case-management to ensure the safety of the current inpatients. Where OCCG had 
enough evidence we suspended services, irrespective of the CQC. The suspension of 
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admission to the Ridgeway centre in Buckinghamshire continued despite a positive CQC 
inspection.  
 
One factor which needs to be considered is the extent to which the assurances OCCG 
were being given were based on inadequate systems and processes. The matron walk-
arounds and mock CQC inspections relied upon by Southern Health have been shown to 
be unfit for purpose. You will be aware that individual members of Southern Health staff 
are subject to disciplinary processes. Details of these cannot be shared while 
investigations are underway but you can expect to be informed by Southern Health of the 
outcome once the process has been completed. 
 
I acknowledge that Oxfordshire CCG and its predecessor organisation Oxfordshire PCT 
failed to sufficiently assert to the Ridgeway Partnership that it had problems with its safety 
culture and to demand change. I believe the PCT was open about their concerns, stating 
them in both public board reports and in public responses to the two trusts’ quality 
accounts. The PCT also raised concerns with the Strategic Health Authority, the Area 
Team, Monitor and the CQC. 
 
With hindsight, OCCG should not have been assured by the acquisition of Ridgeway 
Partnership services by a larger trust, Southern Health, widely seen as delivering good 
learning disability services. We see now that instead of hoping for positive change we 
should have been alert to the possibility of rapid decline in staff morale, and therefore 
patient care, when a staff body was taken over by a different trust.  Furthermore, OCCG 
failed to force action by Southern Health about the culture within the assessment and 
treatment units.  
 
In the case of STATT the PCT received annual Quality Review Reports in 2010, 2011 and 
2012 that did not raise any patient safety concerns. The CQC report in December 2011 
found that STATT complied with all the outcomes relating to quality of care: There was a 
SIRI which related to STATT and this concerned an absconding. With this information it 
does seem reasonable that the PCT and ourselves as its successor did not close this unit.  
 
We are truly sorry for the death of your son and we are acutely aware that our systems did 
not detect the failings subsequently exposed by the CQC inspection and the Verita report. 
We will do everything we can to learn from what has happened.  
 
Yours sincerely 
 

 
 
Ian Wilson CBE 
Interim Chief Executive 
 
        


