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We want to start by extending our sympathies to the families affected by these tragic events, 

in particular Keziah’s mother. We are determined to ensure that the changes that have 

occurred as a result of the Sancus review are embedded and sustained in our services.  

We are aware that in 2016 mental health services in the Isle of Wight were not delivering the 

quality of services that we would want, and in 2017 the services were rated ‘inadequate’ by 

the Care Quality Commission (CQC). The subsequent work in mental health services to 

address these concerns has been far reaching, and goes beyond the specific 

recommendations in the Sancus report.  

In September 2021, the CQC published an inspection report regarding mental health 

services on the Isle of Wight, and reported that all services inspected were ‘good’. The CQC 

commented on cultural changes they had observed across the whole organisation, including 

having a clear vision for the future of healthcare on the island; improved engagement with 

staff, patients, and partners; and renewed vigour to continually improve the communication 

for patients and their relatives. They said that the ‘culture, enthusiasm and energy for the 

quality of patient care showed significant improvement’. These improvements provide an 

important backdrop to the recommendations in the Sancus report, and the subsequent 

action to address them, and contribute to ensuring that the Trust is in a strong position to 

sustain the changes that have been made. 

Since the Sancus Quality Assurance review completed earlier this year, further progress has 

been made with several of the recommendations described in the report: 

Recommendation Progress 

5 - The involved IAPT and SPA 

practitioners and managers must 

receive additional bespoke 

safeguarding and domestic 

violence training. Safeguarding 

and domestic violence should be 

a standing agenda item within 

both IAPT and SPAs' supervision 

and team meetings.    

The Trust Domestic Violence policy was published in 

July 2021 and has been circulated to all staff.  

Domestic Violence training for staff is built into level 1 

and 2 Adult Safeguarding training sessions, and 90% 

of the IAPT team and 75% of the SPA team have 

completed this training.  

The MHLD Division also engages in the following 

system-wide meetings that have a focus on domestic 

violence:  
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Recommendation Progress 

 MARAC Meetings  

 High Risk Domestic Abuse meetings chaired 

by Police  

 Domestic Abuse Forum attended by key 

partners across adult and children’s health 

and social care and third sector agencies 

 Domestic Abuse Campaigns meeting  

 Serious Sexual Offenses meeting  

The Division is now reporting quarterly to the Local 

Children’s Safeguarding Partnership which will 

provide further assurance over time.  

 

9 - Isle of Wight NHS Trust 

should develop a Carer’s Support 

Policy 

The Policy was approved through the Trust 

Governance Process in July 2021. The Policy 

contains the expectation of annual audit to ensure 

compliance with standards and this will be undertaken 

by the Trust Patient Experience Team.  

 

10 - A joint protocol should be 

developed between Isle of Wight 

NHS Trust and the local 

Safeguarding Adult and Children 

Boards that identifies how and in 

what circumstances joint 

investigations will be undertaken 

We understand that the purpose of this 

recommendation from the Sancus author was for a 

local protocol to align the NHS Trust Serious Incident 

(SI) investigation process and Serious Case Review, 

now known as Child Safeguarding Practice Reviews 

(CSPRs), or Safeguarding Adults Review (SAR) 

processes to reduce the risk of multiple contacts with 

families.  

Although the Boards recognise the reasoning behind 

the recommendation and would always aim to 

proceed with sensitivity when involving families to 

avoid multiple contacts, it is not within our gift to align 

our review processes with a single-agency 

investigation process.  

Reviews commissioned by Children’s Partnership and 

Safeguarding Adults Boards are always multi-agency 

as set out in the statutory criteria. Reviews run 

concurrently with a range of processes such as 

coroner’s courts, criminal investigations, CQC 

investigations, NHS Trust Serious Incident, social 

care internal investigations, many of which take 

precedence over a review, all with different 

timescales and varying degrees of family involvement 

which must be taken into account.  

The purpose of these other processes is to 

investigate, whereas a Children’s Partnership (CSPR) 

or Adults Board (SAR) review is centred on learning 

and reflection, a function which may require some of 
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Recommendation Progress 

these other processes to have concluded before 

being included within a review. Both the IOW 

Children’s Partnership and IOW Safeguarding Adults 

Board consider the wide range of other agency 

investigations taking place and work to align 

processes where possible as highlighted in existing 

process documents. 

 

11 - Isle of Wight NHS Trust 

should consider recruiting a 

family liaison post who would be 

the single of point of contact and 

support for families throughout 

the Serious Incident investigation 

process 

Funding has been approved for a Family Liaison 

Officer role, and we are currently recruiting to it. 

 

The publication of this report marks the end of the NHSE Mental Health homicide process. 

However, we want to ensure that we have appropriate governance systems in place to 

further evaluate the impact of the changes we have made, and to provide assurance that the 

changes are embedded in our services. We have agreed two actions with regards to this: 

 We have commissioned an external organisation to complete a further quality 

assurance visit, with a particular focus on safeguarding, domestic violence and risk 

assessment. 

 Regular assurance reports will be taken to the safeguarding board and IOW 
Integrated Care Partnership quality meeting.  
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