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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 published by Mazars and released by NHS England in December
2015. The report highlights failings in the investigation and learning from deaths of people who receive care in mental health
and learning disability services and has wide reaching implications for all organisations providing mental health and learning
disability services.

“People die for a variety of reasons — both expectedly and unexpectedly. Not all deaths require an investigation and just
because someone dies does not mean that the quality of services is poor. What is important though is that when someone
does die unexpectedly this is identified so that the correct processes and appropriate levels of enquiry are made with a
view to learning and taking preventative action in future.... It is important that the right level of review or investigation is
undertaken to improve services, identify any service failure, learn from any mistakes and to provide families and stakeholders
with relevant information.”

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, Mazars Published December 2015

Speaking on the publication of this report, Dr Paul Lelliott, Deputy Chief Inspector of Hospitals (and lead for mental health)
at the Care Quality Commission stated that “We welcome this report, which highlights the failure of Southern Health NHS
Foundation Trust to investigate and learn from the deaths of people who received care from their Learning Disability and
Mental Health services. ..We will also be undertaking a wider review into the investigation of deaths of people with Learning
Disabilities in Mental Health and Acute trusts in different parts of the country. As part of this review, we will assess whether
opportunities for prevention of death have been missed, for example by late diagnosis of physical health problems.”

Jane Cummings, Chief Executive of NHS England stated that “findings should be shared across England to ensure that deaths are
investigated properly. We have jointly committed to ensure that this and the other actions it sets out are taken.”

“Reports such as this challenge not only Southern Health, but the wider health and social care system, and society as a
whole, to reflect on the way we support, include, and value people with learning disabilities and mental health needs...
All providers and commissioners of care can learn from this report. National data on mortality rates confirms that the Trust is
not an outlier. We believe that Southern Health’s rate of investigations into deaths is in line with that of
similar NHS organisations.”

Katrina Percy, Chief Executive Southern Health NHS Foundation Trust

This conference will focus on improving the Quality of investigations of deaths in mental health and learning disability

services, and learning from the December 2015 Mazars Report. Through national updates, practical case studies and extended
masterclasses, the conference will provide a step by step guide to high quality investigation and learning from deaths of people
who received care from their learning disability or mental health service.

Visit our website www.healthcareconferencesuk.co.uk or tel 01932 429933  fax 0208 181 6491 HEALTHCARE
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10.00  Chairman’s Introduction

Sean Duggan cChief Executive The Centre for Mental Health

Opening Address: Improving the quality of investigations of deaths in mental health and learning disability services

Learning from the Mazars Report

* key learning from the MAZARS report into Southern Health

* how can services secure the right level of review, enquiry or investigation following a
death

e common themes from the review

Mary-Ann Bruce
Director - Health Advisory
Mazars LLP

Looking at deaths & serious incidents from a user perspective

Paul Scates * how do we ensure investigations lead to learning and change?

* moving from reactive to proactive services

* working with peer specialists and service users to ensure we learn from any care
and delivery problems or system failures that need to be addressed to prevent future
deaths and improve services and identifying if there is any untoward concern in the
circumstances leading up to death

Peer Specialist, Campaigner and Ambassador

11.10  Question and answers, followed by coffee

EXTENDED MASTERCLASS

Effective investigation: tools, principles and practice

This extended session will include:

Sue BO.S ¢ Which deaths to report and investigate
PSST Trainer « A step by step guide to undertaking an effective investigation of a death in a mental
Patient Safety Science health or learning disabilities setting

* Systems for information gathering
 Interviewing staff involved in serious incidents - techniques and tips
* Writing the investigation report - techniques and tips

13.15  Question and answers, followed by lunch

14.00 Changing culture and practice in the investigation of deaths

Representaﬁve * improving ove'rsight of the quality of i'nvestig'atior?s' and ensuring approp'riat'e
Southern Health NHS Foundation Trust meajsures are in place to address any issues identified, and that all learning is shared
(Invited) and implemented across the Trust

* our new system for reporting and investigating deaths in consultation with our
commissioners to increase monitoring, scrutiny and learning

 providing every family with the opportunity to be involved in investigations relating to
a death of a loved one

* what can other organisations learn from our experience?

Involving families in investigations

Jan Bartlett serious Incident Investigator and * how can we engage, support and involve families following a death?

Lesl M hi X . i * ensuring adherence to the Duty of Candour
esley lunshi Serious Incident Investigator « how should we involve families in the investigation process?

Esk and Wear Valleys NHS Foundation Trust « working with families to understand the full circumstances and answer questions

Undertaking a self assessment, and continuous review of deaths and investigation practice in your organisation

* how do you assess whether a death is clinically unavoidable?
* assessing the appropriateness of investigations
® ensuring continuous review, leadership and board oversight of deaths

External Reference Group Member
External Reference Group Member, Independent review of

deaths of people with a Learning Disability or Mental Health * identifying themes, patterns or issues that may need further investigation
problem in contact with Southern Health NHS Foundation  undertaking a self assessment of practice in your service
Trust April 2011 to March 2015 © our experience

15.30  Question and answers, followed by tea

Zero Suicide: reducing suicide through a zero suicide collaborative: What can we learn from avoidable deaths

. * reduce the risk of suicide in high risk groups and tailoring approaches to improve

Dr Caroline DoIIery mental health specific groups;

Clinical Director « reduce access to means of suicide

East of England Strategic Clinical Network « providing better information and support to those bereaved or affected by suicide

* supporting research, data collection and monitoring

* our experience as a zero suicide collaborative: what can we learn from avoidable
deaths?

16.30  Looking forward to the National Learning Disability Mortality Review Programme

Speaker to be announced * he Cal:ISeS' of prer'nature mortality for people with a learning disability
¢ reducing inequality
* ensuring changes are made as a result of local reviews of deaths

17.00  Question and answers, followed by close



i Conference Registration
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Wednesday 22 June 2016 Hallam Conference Centre, London

Fax the booking form to
0208 181 6491

Book with credit card and
receive a 10% discount*

Post this form to Healthcare Conferences UK,
8 Wilson Drive, Ottershaw KT16 ONT

> How to book www.healthcareconferencesuk.co.uk

> YOUI" Deta S (please complete a new form for each delegate. Photocopies are acceptable)

(Please Circle)

> Payment

Dr Mr Mrs Ms By Cheque A cheque for is enclosed

Please make Cheques Payable to: Healthcare Conferences UK Ltd

First Name
By Invoice Please send an invoice to
Surname
Name
Job Title
Organisation
Department
Address
Organisation
Address Postcode
Invoice Contact Telephone
PURCHASE ORDER NUMBER
(if Applicable)
Postcode
Please note if you are requesting an invoice many NHS organisations now require a Purchase Order
Number to be provided. If you do not provide this number this may slow down the processing of this
Telephone delegate place.
Fax ByBACS
Email For Payments in £: Sort Code 40-46-22 Account No. 21553690

m Please send your BACS remittance form as confirmation of payment

m Your BACS Reference
Please write your address clearly as confirmation will be sent by email, if you
prefer confirmation by post please tick this box, d . d ) . .
Please also ensure you complete your full postal address details for our records. By credit card Please debit my Visa/Mastercard/Switch

Please specify any special dietary or access requirements Cardholder’s Name

Card No.

Valid From Expiry Date

This form must be signed by the delegate or an authorised person Issue No. (switch only)

before we can accept the booking
(By signing this form you are accepting the terms and conditions below)

You will be contacted during the processing of your booking for your card security code
(this is the last three digits of the number printed on the back of your card)

Name Signature
i rd billin r
Signature Card billing address
Date Promotional Code
conference | cannot attend the conference but would like to receive a PDF containing the The PDF will be sent out after the conference, please fill in the
DOCUmentaﬁon conference handbook material, which includes speaker slides, at £49 each. “Your Details’ section above for delivery, and the ‘Payment’ section.

Where did you hear about this conference?

Venue *Card Discount Accommodation
Hallam Conference Centre, 44 Hallam Street, London, 10% discount when you book with credit card. This offer is exclusive On confirmation of your booking you will receive details of
W1W. A map of the venue will be sent with confirmation to card bookings and cannot be used in conjunction with any other accommodation.

of your booking. Healthcare Conferences UK offer.

Date Wednesday 22 June 2016

Conference Fee
D £365 + VAT (£438.00) for NHS, Social care, private
healthcare organisations and universities.

Confirmation of Booking

All bookings will be confirmed by email, unless stated otherwise.
Please contact us if you have not received confirmation 7-10 days
after submitting your booking.

Exhibition

**Group Rates
A discount of 15% is available to all but the first delegate from the same
organisation, booked at the same time, for the same conference.

Terms & Conditions

] £300 + VAT (£360.00) for voluntary sector / charities.
D £495 + VAT (£594.00) for commercial organisations.

The fee includes lunch, refreshments and a copy of the
conference handbook. VAT at 20%.

A refund, less a 20% administration fee, will be made if cancellations are
received, in writing, at least 4 weeks before the conference. We regret
that any cancellation after this cannot be refunded, and that refunds
for failure to attend the conference cannot be made, but substitute
delegates are welcome at any time.

If you are interested in exhibiting at this event, please contact
Carolyn Goodbody on 01932 429933, or email Carolyn@hc-uk.org.uk
Credits

CPD Certified. Recognised by the Good Governance Institute.
Conference Producer is a member of the Association for British
Professional Conference Organisers

For more information contact Healthcare Conferences UK on 01932 429933 or email jayne@hc-uk.org.uk

The information provided will be held on the Healthcare Conferences UK’
database and may be used to update you with details of other events that we
organise. If you DO NOT wish to receive this information, please tick this box D

Visit our website www.healthcareconferencesuk.co.uk or tel 01932 429933

We occasionally release your details to companies sponsoring or exhibiting at  Healthcare Conferences UK reserve the

our events. If you DO NOT wish to receive information from these companies, ~ right to make changes to speakers and

please tick this box D

programmes without prior notice.
©Healthcare Conferences UK Ltd 2015

fax 0208 181 6491
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