
                                                                                                                        

  

 
Penelope Schofield 
HM Senior Coroner,  
West Sussex, Brighton & Hove 
Record Office,  
Orchard Street 
Chichester 
PO19 1DD 
 

 
 

Dear Coroner, 

Re: Regulation 28 Report to Prevent Future Deaths – Matthew Zak Sheldrick 
who died on 4 November 2022.  
  
Thank you for your Report to Prevent Future Deaths (hereafter “Report”) dated 16 
December 2024 concerning the death of Matthew Zak Sheldrick (known as Matty) on 
4 November 2022. In advance of responding to the specific concerns raised in your 
Report, I would like to express my deep condolences to Matty’s family and loved ones. 
NHS England are keen to assure the family and the Coroner that the concerns raised 
about Matty’s care have been listened to and reflected upon.   
 
I am grateful for the further time granted to respond to respond to your Report, and I 
apologise for any anguish this delay may have caused to Matthew’s family or friends. 
I realise that responses to Coroner Reports can form part of the important process of 
family and friends coming to terms with what has happened to their loved ones and 
appreciate this will have been an incredibly difficult time for them.  
 
Your Report raises concerns about the service provision and availability of services 
for patients suffering with their mental health, and the appropriateness of the 
Emergency Department as an environment for people who are autistic and/or 
neurodiverse to be held as they await a mental health bed. My response to the Coroner 
addresses the issues raised that sit within NHS England’s national policy and 
programme remit.  
 
Shortage of mental health inpatient beds and unacceptable waiting times in 
Accident and Emergency (A&E) for patients suffering with their mental health 
and for onward referrals. 
 
Increased waiting times for inpatient beds have been contributed to by longer stays in 
hospital and the length of time required to discharge patients who are clinically ready 
to leave hospital. This, alongside a 48% increase in referrals to community crisis 
services since the pandemic, and despite the NHS Long Term Plan’s (LTP) expansion 
and transformation of these services, has affected how quickly patients can access 
local beds.  
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The number of mental health beds required to support a local population is dependent 
on local mental health needs and the effectiveness of the whole local mental health 
system in providing timely access and care and supporting people to stay well in the 
community, therefore reducing the likelihood of a hospital admission being necessary. 
In some local areas there is a need for more beds; this is being addressed in part 
through investment in new units, however, this should be considered as part of a whole 
system transformation approach. 
 
The NHS LTP saw an additional £2.3 billion of funding invested in mental health 
services from 2019/20 to 2023/24, around £1.3 billion of which was for adult 
community, crisis and acute mental health services to allow people to get faster access 
to the care they need and prevent deterioration and hospital admission where it is 
avoidable. The NHS 111 mental health call option has also been established around 
the country to support reductions in A&E attendance and Mental Health Response 
Vehicles have also been established to see and treat patients away from an A&E 
setting. New integrated operational pressures escalation levels (OPEL) scoring 
systems have also been established for mental health, enabling greater transparency 
and escalation of risks across mental health pathways.  
 
NHS England’s 2024/25 priorities and operational planning guidance continues this 
focus on improving patient flow as a key priority – with systems directed to reduce the 
average length of stay in adult acute mental health wards in order to deliver more 
timely access to local beds. This is being supplemented by a further £42 million 
recurrent investment from 2024/25, for all Integrated Care Boards (ICBs) in the country 
to recommission inpatient care in line with local models that provide the best evidence 
of therapeutic support. 
 
Existing crisis services, such as liaison psychiatry services, local crisis resolution and 
home treatment (CRHT) teams are also in place to help support people suffering 
mental health crisis, but who do not meet the criteria for admission. Additionally, the 
Urgent and Emergency Care Recovery Plan has also set out that the NHS is investing 
an additional £150 million capital funding for new projects to support urgent mental 
health care and crisis response. This will also help to support people to be provided 
with the care and support they need closer to home and reduce the number of 
admissions to hospital. 
 
A&E is an unsuitable environment for autistic and/or neurodiverse people to be 
held when waiting for a mental health bed. There is a lack of inpatient bed 
provision for informal patients, in particular for those who are autistic and those 
who are transgender, requiring a mixed ward. 
 
Patients attending A&E suffering with a mental health crisis remain there until a 
suitable mental health bed can be found. Since the introduction of the Mental Health 
Crisis Care Concordat, investment was secured to provide 24-hour access to Liaison 
Psychiatry Services in 70% of hospitals in England by the end of 2023/24. On arrival, 
patients should receive a mental health triage assessment to determine the level of 
observation they require and where they should be placed within the A&E 
department.   
 

https://www.england.nhs.uk/integratedcare/what-is-integrated-care/
https://www.england.nhs.uk/publication/the-nhs-long-term-plan/
https://www.england.nhs.uk/2024/08/nhs-111-offering-crisis-mental-health-support-for-the-first-time/
https://www.england.nhs.uk/long-read/integrated-opel-framework-2024-to-2026/
https://www.england.nhs.uk/long-read/integrated-opel-framework-2024-to-2026/
https://www.england.nhs.uk/publication/priorities-and-operational-planning-guidance-2024-25/
https://www.england.nhs.uk/wp-content/uploads/2023/01/B2034-delivery-plan-for-recovering-urgent-and-emergency-care-services.pdf
https://www.crisiscareconcordat.org.uk/
https://www.crisiscareconcordat.org.uk/


NHS England’s guidance (NHS England » Meeting the needs of autistic adults in 
mental health services), which is aimed at ICBs, health organisations and wider 
system partners, was published in December 2023. The guidance includes information 
in relation to accommodating people's sensory reactivity, which would also apply to 
acute healthcare settings, including:    
 

• Helping people to self-manage their needs by providing information in advance 
about the layout and sensory environment of clinical spaces. This could be in 
the form of a video made available on the clinic website of the route from the 
car park to the treatment room. 
 

• Offering waiting environments that are considerate to sensory reactivity. The 
NHS England sensory resource pack may be relevant. This includes the Green 
Light Toolkit which was designed to support service improvement. 
 

• Providing resources to help autistic people cope with the sensory environment, 
such as sensory care bags in waiting rooms or on hospital wards. 
 

• Assessing autistic adults’ sensory needs and recording identified adjustments 
in their health/communication passport. 
 

• If a waiting room environment is distressing for an autistic adult, the service 
should offer a different waiting area where autistic adults have more control 
over the sound, light, temperature or smells, or it should arrange with the person 
where they would rather wait.  

 
Reasonable adjustments as described in the Equality Act 2010 also require public 
sector organisations to make changes in their approach or provision to ensure that 
services are accessible to all. 
 
Mixed 'sex' ward accommodation was eradicated in the NHS in 2010 and, in Matty's 
case, the Royal Sussex County Hospital would have deferred to their internal policy / 
guidance to admit Matty. NHS England cannot comment on the availability of inpatient 
accommodation at a local provider level.   
 
Local information 
 
NHS England’s South East regional colleagues have also engaged with NHS Sussex 
ICB, the responsible commissioner for the services described, on the concerns raised.  
We are advised that they have identified actions which include the provision of leaflets 
to patients and carers explaining delays in access to mental health beds, with   
information and signposting to support lines and apps. There are also now 
arrangements in place to support escalation and clinical discussion of patient flow and 
referral reviews. The ICB have requested an update from the Trust on their action plan, 
following Matty’s death.  
 
I would also like to provide further assurances on the national NHS England work 
taking place around the Reports to Prevent Future Deaths. All reports received are 
discussed by the Regulation 28 Working Group, comprising Regional Medical 
Directors, and other clinical and quality colleagues from across the regions. This 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fmeeting-the-needs-of-autistic-adults-in-mental-health-services%2F&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816896384%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=O5M38dy8%2BDWpkNaXYV2CrQJLsKkUlK38pdSvNeWaPzc%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fmeeting-the-needs-of-autistic-adults-in-mental-health-services%2F&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816896384%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=O5M38dy8%2BDWpkNaXYV2CrQJLsKkUlK38pdSvNeWaPzc%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fsensory-friendly-resource-pack%2F&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816913696%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Bm%2BeM6Hxsfyla5YixBZu%2BPfgBXZevlzKnSnN2iQFvGY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndti.org.uk%2Fresources%2Fgreen-light-toolkit&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816932286%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=9cRtL3IE1FH8xhl2qmzI%2F6Zndxaa%2F2Pq%2FuD%2B9rdQIYM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndti.org.uk%2Fresources%2Fgreen-light-toolkit&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816932286%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=9cRtL3IE1FH8xhl2qmzI%2F6Zndxaa%2F2Pq%2FuD%2B9rdQIYM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.youtube.com%2Fwatch%3Fv%3DzGxTZXAlnz0&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816949207%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=4dDdAWHGeahxGs%2FNHBq4x90TIKZseqDp%2B1AXSheUi0U%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fhealth-and-care-passport-plain-english%2F&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816970818%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Im7NaPyt485PdYLddW%2BeM0%2BVpjA1PbUVM081cpzWgds%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fguidance%2Fequality-act-2010-guidance&data=05%7C02%7Cengland.coronersr28%40nhs.net%7C19316908d7b740f22ad008dd2e69bb34%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638717753816870369%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=b874pNve4eb0k0YWjmT25es%2FCafrNOgBKpg4i0t6IQ4%3D&reserved=0


ensures that key learnings and insights around events, such as the sad death of Matty, 
are shared across the NHS at both a national and regional level and helps us to pay 
close attention to any emerging trends that may require further review and action.   
  
Thank you for bringing these important patient safety issues to my attention and please 
do not hesitate to contact me should you need any further information.  
  
Yours sincerely,  
 

 
 

 
National Medical Director   
 
 




