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2nd February 2015 

 

 

Dear Simon 

 

I am writing to you to raise some concerns regarding NHS England’s review of a 

number of deaths at St Andrews secure hospital in Northamptonshire.   

 

Four inpatients died in St Andrews hospital between 2010 and 2011. In October 

2013 NHS England committed to a review into the facility – initially focused on the 

deaths themselves, but a later terms of reference broadened the scope to look at 

lessons learnt from the deaths. 

 

In June 2014 Healthwatch Northamptonshire escalated to us a concern that the NHS 

England review had not progressed and that as a result there had been no 

investigation into the deaths. Their escalation raised wider concerns about the 

quality of care at the facility and the policy governing investigation in these 

settings.  

 

In August 2014, in response to our formal raising of the issue with NHS England we 
were informed that the review team was in place and would report in November 
2014. When no report was published we followed up with NHS England, to be told 
that the report was now due in February 2015. 
 
Alongside the delay in NHS England’s review is a delay in reports due from CQC. In 
July 2014, due to the concerns we raised about St Andrews, the CQC carried out an 
unannounced inspection. CQC also carried out a comprehensive inspection of St 
Andrews in September 2014. Neither of these inspection reports have yet been 
released. 
 
Taken together, this means that the only recent report on St Andrews that is 
available in the public domain is the Enter and View report that Healthwatch 
Northamptonshire released in December 2014.  
 
Fifteen months after NHS England committed to carrying out the review into St 

Andrews, nothing has emerged and I am frankly concerned at the lack of action and 

urgency shown by NHS England on ensuring that lessons have been learnt and 

appropriate action taken. 



 

This case has also raised the lack of clarity that exists about when an investigation 
should be undertaken into a death in a mental health setting. My team has been 
informed of the  
 
 
work being undertaken on the Serious Incident Framework, but we are yet to be 
sighted on the outcome of this work. 
 
Bearing all of the above in mind, I would like some answers please to the following 
questions: 
 

- Whether as commissioner of NHS care at St Andrews NHSE is satisfied that 
the commissioning arrangements to support safety and quality of this 
facility are now in place;  

- Why there have been delays in the review process and a firm timeline for 
publication of this review; 

- Assurance about the adequacy of the current terms of reference for 
ensuring lessons are learned in a way that promotes safe and high quality 
care in this setting; 

- A firm timeline of publication for the Serious Incident Framework and 
further steps you are planning to take to ensure that future investigations 
are consistent and transparent, and undertaken with the full involvement of 
family members. 

 
I would also like to hear your view as to whether these delays are acceptable given 
the gravity of concerns raised and the absence of a public account of these deaths 
and any lessons that should have been learned. Finally, also your thoughts on how 
the correspondence with us has been handled internally and what lessons could be 
learned from this. 
 
I am sorry if this feels demanding, but we have exhausted other avenues for timely 
resolution. Which is why I am now writing to you and seeking an urgent response, 
before we consider alternative routes to escalate. 
 
Please note that we have committed to updating local Healthwatch on this issue so 

this letter and your response will be published in the public domain. 

 
 
With best wishes 

 

 
 
Anna Bradley 
Chair 
Healthwatch England  
Cc: David Behan, Care Quality Commission  

 


