
MAZARS Review
Mapping of Local response  (June 2016)

SHFT 
Improvement Plan:

• Reporting and investigation  processes improved 
• Mortality Panels established

• Revisions of Duty of Candour and Serious Incident Policies
• Family Involvement strengthened 

HCC Adult Services
Records review of specific cases of concern  to review safeguarding 

responses (s42 duties)
• Review of all recorded deaths of people with learning disabilities known 

to Adult Services

Hampshire Clinical Commissioning Groups
• Work on Crisis Pathway in acute mental health

• Public Health work on LD demographics to feed into TCP
• Wessex is a pilot site for LeDeR programme

• Retrospective review of LD and MH deaths between April 11 – March 15
• New SIRI process developed

• Joint Strategic Oversight Group established – HCC membership
• Biannual thematic reviews of all deaths in AMH, LD and OMPH planned

• Joint transition protocol between CMHs and AMH drafted - includes management of mortality
• Public Health / CGC work to ensure learning from suicides in primary care and for mortality

NHS England (Wessex)
• NHS Improvement to review current national reporting systems
• Premature Mortality Review being rolled out across England
• Member of the strategic oversight process led by NHSI

• Improved governance and performance management of SIs
• Quality checklist in use to ensure a consistent approach  to the review of RCA’s 

• CQC review of reporting and investigation of mortality in all NHS services due to report later in the year

HSAB
• Regional  LSAB workshop in January 
• Board updates June onwards


