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Dear Sara and Richard 
 
Thank you for meeting with me and Jane Cummings on 12 March 2014. We are 
both truly sorry for what happened to Connor at Slade House and strongly aware 
of the improvements that need to be made to services for people with learning 
disabilities and complex needs, both in hospitals and in the community.  
 
After we met, you kindly provided us with a note of the specific actions you would 
like to see taken as a result of Connor's death and to improve services for people 
with learning disabilities more broadly. I have discussed your proposals with 
colleagues in NHS England and thought it would be helpful to set out the actions 
that we can take both locally (i.e. relating specifically to services provided by 
Southern Health NHS Foundation Trust) and nationally.  
 
At a local level, there are a number of actions that we will take to address your 
concerns about Southern Health. These cover the strengthening of 
commissioning and monitoring arrangements and a review of deaths in the 
Trust's services.  
 
When Southern Health NHS Foundation Trust acquired the services at Slade 
House from the former Ridgeway Partnership NHS Trust (formerly known as 
Oxfordshire Learning Disability NHS Trust) at the end of 2012, it was expected 
that Southern Health NHS Foundation Trust would quickly address the existing 
quality and leadership concerns within Ridgeway Services identified by 
commissioners. Southern Health NHS Foundation Trust had a positive reputation 
for their delivery of Hampshire Learning Disability Services.  However, with 
hindsight it is clear that progress was not made as quickly as had been envisaged 
and we need to explore how commissioners can ensure that all the services 
provided by a large trust like Southern Health are of good quality.  
 
I have asked Jan Fowler, Director of Nursing for the Thames Valley Area Team 
NHS England to review the existing pathways in Oxfordshire. Commissioning of 
learning disability services is led by the local authorities and CCGs and Jan will 
be working with these organisations in Oxfordshire to support them to make 
improvements. The ambition of commissioners in Oxfordshire is to re-commission 
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all of their inpatient services to provide person-centred packages of care, and to 
provide specialist services in the community to avoid people having to go into 
hospital in the first place. I know that you have said that had there been specialist 
support services in place for you Connor may not have needed to be in hospital, 
and we have heard other families say similar things. 
 
In addition, monitoring processes will now include commissioners undertaking 
visits to the services they commission in recognition of the importance that they 
see the services at first hand. CCGs and local authorities will also actively seek 
direct and timely feedback from patients and their families about the quality of the 
services they receive. From the information they receive, both from their own 
visits and feedback from patients and families, any early indications of poor 
quality care will be rapidly followed up with the Trust, regulators and inspectors to 
ensure appropriate action is taken where necessary.  
 
We are also asking that Southern Health NHS Foundation Trust provides the 
NHS England Area Team with details of all the patients who have died whilst 
receiving mental health and learning disability services since the trust was formed 
in April 2011. An independent panel, commissioned by NHS England, will then be 
formed to review all of the information, including the cause of death, and make a 
recommendation as to whether further investigation is required. 
 
I am also aware that you have been given information regarding the investigation 
of staff following the investigation into Connor’s death. The Thames Valley Area 
Team NHS England will continue to work with the trust and professional 
regulators to ensure that you are informed of any developments. 
 
There are also a number of actions we are taking at a national level to improve 
services for people with learning disabilities. These relate to establishing a 
national learning disability mortality review and the use of the Mental Capacity 
Act. 
 
As part of our continued response to the Confidential Inquiry into the deaths of 
people with learning disabilities (CIPOLD), we plan to take forward work to 
establish a national learning disability mortality review to deliver improved 
information about the deaths of people with learning disabilities. This process will 
help us to learn from experience and continue to provide a driver to reduce 
inequalities in care for this vulnerable population. 
 
A recent review of the Mental Capacity Act by a House of Lords committee found 
that the understanding and application of the Mental Capacity Act was 
inconsistent and that training was not at the level of compliance expected. It also 
highlighted that a number of patients and their families did not have access to 
relevant information or advocacy services and that the Deprivation of Liberty 
Safeguards needed to be reviewed. 
 
The review has resulted in a significant number of recommendations for the NHS 
and for local authorities.  We will act on these recommendations and make sure 
we improve the use of the Act. We are also working in partnership with the Care 
Quality Commission to ensure that monitoring the use of the Mental Capacity Act 
is strongly scrutinised as part of the hospital inspection regime. 
 



I recognise that the actions I have outlined here don't fully address all your 
proposals. However, I hope you will acknowledge that taken together they 
represent a coherent response, recognising NHS England's remit. We are 
committed to improving services for people with learning disabilities and 
influencing other organisations to make the improvements required. 
 
As you will be aware, I will be retiring from the NHS today. I have asked Jane 
Cummings to maintain an overview of this work to ensure that progress is made 
in the areas I have outlined. I will ensure that my successor Simon Stevens is 
made aware of Connor's tragic death and your concerns. Jan Fowler will be our 
lead at local level and I would encourage you to use Jan as your main point of 
contact in NHS England.  
 
Thank you again for taking the time to tell us Connor's story. 
 
 
Yours sincerely 
 

 
 
 
 

 
Sir David Nicholson 
Chief Executive 


