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| 1. Investigation Team Preface I

The Independent Investigation into the care and treatment of Mr. X was commissioned by
NHS North West Strategic Health Authority pursuant to HSG (94)27*. This Investigation was

asked to examine a set of circumstances associated with the death of Mr. W who was found
killed on the 28 July 2008.

Mr. X received care and treatment for his mental health condition from the Manchester
Mental Health and Social Care NHS Trust, NHS Manchester, and the Health Advocacy
Resource Project. It is the care and treatment that Mr. X received from these organisations

that is the subject of this Investigation.

Investigations of this sort should aim to increase public confidence in statutory mental health
service providers and to promote professional competence. The purpose of this Investigation
is to learn any lessons that might help to prevent any further incidents of this nature and to

help to improve the reporting and investigation of similar serious events in the future.

Those who attended for interview to provide evidence were asked to give an account of their
roles and provide information about clinical and managerial practice. They all did so in
accordance with expectations. We are grateful to all those who gave evidence directly, and
those who have supported them. We would also like to thank the Trust’s senior management
who have granted access to facilities and individuals throughout this process. The Trust’s
Senior Management Teams have acted at all times in an exceptionally professional manner
during the course of this Investigation and have engaged fully with the root cause analysis

ethos.

We would like to thank the family of Mr. W who offered their full support to this process and
who worked with the Independent Investigation Team. We acknowledge their distress and we
are grateful for the openness and honesty with which they engaged with the Investigation.
This has allowed the Investigation to reach an informed position from which we have been

able to formulate conclusions and set out recommendations.

1. Health service Guidance (94) 27
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| 2. Condolences to the Family and Friends of Mr. W I

The Independent Investigation Team would like to extend their condolences to the family and
friends of Mr. W.

It is the sincere hope of the Independent Investigation Team that this inquiry process has

addressed all of the issues that Mr. W’s family have sought to have examined and explained.

The family of Mr. W wish to say the following:

“Mr. W was a true family man with a great sense of humour and heart of gold. He enjoyed
the simple pleasures in life — fishing, watching Manchester United play, meals with the
family. He was always around to help if anyone needed him and in that respect he was

totally selfless.

His death has left a huge void in our lives and we will never forget him.”
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| 3. Incident Description and Consequences I

The following account has been taken from the proceedings in the Crown Court at
Manchester 10 June 20009.

Mr. X lived in one of five flats contained in a large converted Victorian semi-detached house
in Manchester. At the time of the incident four out of the five flats were being renovated, and
only Mr. X’s flat was occupied.

Mr. W was employed by the Landlord of the house to install kitchens and do other odd jobs.
On the morning of Monday of the 28 July 2008 Mr. W arrived at the house to work. In the
mid morning a witness outside of the house heard someone shouting words similar to ““stop,
please stop”. At 10.27 and shortly afterwards at 10.33 two calls were made to the Police via
the 999 emergency line. The caller identified himself as Mr. X and spoke in what appeared to
be a controlled and calm manner. He stated to the Operator ““yeah, I’ve just killed somebody”
and gave the address. When questioned by the Operator he went on to say “if the Police don’t
hurry up I’m going to kill somebody else”.

Efforts to revive Mr. W by the emergency services were unsuccessful. Mr. W died from

multiple stab wounds.

Mr. X was allowed to plead guilty due to diminished responsibility. He is currently detained

in Frankland Prison serving a life sentence with a seven-year tariff.



Mr. X Investigation Report

| 4. Background and Context to the Investigation (Purpose of Report) I

The HASCAS Health and Social Care Advisory Service was commissioned by NHS North

West (the Strategic Health Authority) to conduct this Investigation under the auspices of
Department of Health Guidance EL(94)27, LASSL(94) 27, issued in 1994 to all
commissioners and providers of mental health services. In discussing ‘when things go wrong’

the guidance states:

“in cases of homicide, it will always be necessary to hold an inquiry which is independent of

the providers involved™.

This guidance, and its subsequent 2005 amendments, includes the following criteria for an
independent investigation of this kind:

i) When a homicide has been committed by a person who is or has been under the
care, i.e. subject to a regular or enhanced care programme approach, of specialist
mental health services in the six months prior to the event.

i) When it is necessary to comply with the State’s obligations under Article 2 of the
European Convention on Human Rights. Whenever a State agent is, or may be,
responsible for a death, there is an obligation on the State to carry out an effective
investigation. This means that the investigation should be independent, reasonably
prompt, provide a sufficient element of public scrutiny and involve the next of kin

to an appropriate level.

iii)  Where the SHA determines that an adverse event warrants independent
investigation. For example if there is concern that an event may represent

significant systematic failure, such as a cluster of suicides.

The purpose of an Independent Investigation is to thoroughly review the care and treatment
received by the patient in order to establish the lessons to be learnt, to minimise the

possibility of a reoccurrence of similar events, and to make recommendations for the delivery
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of health services in the future, incorporating what can be learnt from a robust analysis of the

individual case.

The role of the Independent Investigation Team is to gain a full picture of what was known,
or should have been known, at the time by the relevant clinical professionals and others in a
position of responsibility working within the Trust and associated agencies, and to form a
view of the practice and decisions made at that time and with that knowledge. It would be
wrong for the Investigation Team to form a view of what should have happened based on
hindsight, and the Investigation Team has tried throughout this report to base its findings on

the information available to relevant individuals and organisations at the time of the incident.

The process is intended to be a positive one, serving the needs of those individuals using
services, those responsible for the development of services, and the interest of the wider
public. This case has been investigated fully by an impartial and Independent Investigation

Team.
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| 5. Terms of Reference I

The Terms of Reference for this Investigation were set by NHS North West Strategic Health
Authority. The Manchester Mental Health and Social Care NHS Trust, NHS Manchester, and

the Health Advocacy Resource Project were consulted regarding the Terms of Reference and
did not wish to make any additions. The family of Mr. W were also consulted. They made it
clear to the Independent Investigation Team Chair that the events concerning the last three
months of Mr. X’s care and treatment were of particular interest to them. The Terms of

Reference were as follows:

1. To examine:

e the care and treatment provided to the service user, at the time of the incident
(including that from non NHS providers e.g. voluntary/private sector, if appropriate);

e the suitability of that care and treatment in view of the service user’s history and
assessed health and social care needs;

e the extent to which that care and treatment corresponded with statutory obligations,
relevant guidance from the Department of Health, and local operational policies;

e the adequacy of risk assessments to support care planning and use of the care
programme approach in practice;

o the exercise of professional judgement and clinical decision making;

e the interface, communication and joint working between all those involved in
providing care to meet the service user’s mental and physical needs;

e the extent of services’ engagement with carers; use of carer’s assessments and the
impact of this upon the incident in question;

the quality of the internal investigation and review conducted by the Trust.

N

. To identify:

learning points for improving systems and services;

development in services since the user’s engagement with mental health services and
any action taken by services since the incident occurred.
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3. To Make:

e realistic recommendations for action to address the learning points to improve
systems and services.

4. To report:

e findings and recommendations to the NHS North West Strategic Health Authority
Board as required by the SHA.

10
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| 6. The Independent Investigation Team I

Selection of the Investigation Team

The Investigation Team was comprised of individuals who worked independently of

Manchester-based Mental Health Services. All professional team members retained their

professional registration status at the time of the Investigation, were current in relation to

their practice, and experienced in Investigation and Inquiry work of this nature. The

individuals who worked on this case are listed below.

Investigation Team Leader and Chair

Dr. Androulla Johnstone

Investigation Team Members

Ms. Helen Waldock

Dr. Susan O’Connor

Mr. Alan Watson

Mrs. Tina Coldham

Support to the Investigation Team
Mr. Christopher Welton
Fiona Shipley Transcription Services

Independent Advice to Investigation
Team

Mr. Ashley Irons

11

Chief Executive, HASCAS Health and Social
Care Advisory Service. Report Author

Director of Nursing, HASCAS Health and
Social Care Advisory Service. Nurse
Member of the Team.

Consultant Psychiatrist Member of the Team

National Development Consultant, HASCAS
Health and Social Care Advisory Service.
Social Work Member of the Team

National Development Consultant, HASCAS
Health and Social Care Advisory Service.
Service User Member of the Team

Investigation Manager, HASCAS Health and
Social Care Advisory Service

Solicitor, Capsticks
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| 7. Investigation Methodology I

On the 7 April 2010 NHS North West (the Strategic Health Authority) commissioned the
HASCAS Health and Social Care Advisory Service (HASCAS) to conduct this Independent

Investigation under the Terms of Reference set out in section six of this report. The
investigation methodology is set out below. It was the decision of the Strategic Health

Authority that full anonymity be given to Mr. X and all witnesses to this Investigation.

Consent and Communications with Mr. X

During the course of this Investigation Mr. X has been detained at Frankland Prison. On the
15 June 2010 a letter was sent to him by NHS North West requesting his consent for the
Independent Investigation Team to access his clinical records and a consent form was
enclosed. Mr. X did not respond. On the 9 July a second letter requesting consent and
another consent form was sent to Mr. X. Both of these letters set out the purpose of the
Investigation and offered the opportunity of a face-to-face meeting so that any questions Mr.
X had could be addressed directly.

Following this correspondence liaison was established with the Prison Mental Health Liaison
Team. Mr. X was offered the opportunity to meet with a Senior Officer from NHS North
West and the Independent Investigation Team Chair. On the 30 July 2010 this meeting took
place at Frankland Prison. The Investigation process and raison d’etre were discussed with
Mr. X and he gave his full consent for his clinical records to be both accessed and used.
Issues regarding the future publication of the report were discussed with him. It was agreed
that Mr. X would be able to participate in the Investigation, if he so wished, and that he
would be provided with the opportunity to have a full feedback session regarding the

completed report prior to publication.

Communications with the Victim’s Family

On the 30 June 2010 an introductory meeting was held between the widow of Mr. W, his son
and daughter, a Senior Officer from NHS North West and the Independent Investigation
Team Chair. On this occasion the purpose and process of HSG (94) 27 was explained. The
Terms of Reference were given to the family together with an invitation to consider any
additional issues that they required to have addressed. The family were notified that the

12
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witness interviews were scheduled to be held between the 13 and 16 of September. They
were asked if they would like the opportunity to meet formally with the full Independent

Investigation Team during this week.

On the 15 September 2010 the widow of Mr. W, together with his son and daughter, met
formally with the Independent Investigation Team. During this meeting they voiced both
their concerns about the care and treatment that Mr. X had received and also their frustration
regarding the length of time it had taken to commission the Independent Investigation. A full

transcription of this meeting was sent to the family.

Regular contact was maintained between the family of Mr. W, the Independent Investigation
Team and NHS North West. This communication took the form of emails and telephone

conversations.

A feedback meeting was held with the family on the 19 November 2010. On this occasion the
key Investigation findings were shared with them in the presence of a Senior Officer from
NHS North West and the Investigation Team Chair. An offer was made to the family for an
additional meeting to take place prior to the publication of the report when they would have

the opportunity to review the report in full.

Communications with the Family of Mr. X

A Senior Officer from NHS North West liaised directly with the mother of Mr. X. This
Officer passed on a request from the Independent Investigation Team to make contact with
them. During the Investigation, and at the time of writing this report, the mother of Mr. X
was too distressed to make contact directly with the Team. However she wished the Team to
have access to the statement that she made to the Manchester Coroner. This has been

immensely helpful to the investigation process.

Communications with the Manchester Coroner

The Manchester Coroner will be holding an Inquest into the death of Mr. W on the
completion of this Independent Investigation. A meeting was held between the Coroner, a
Senior Officer from NHS North West, and the Independent Investigation Team Chair on the
30 July 2010. At this meeting timeframes were agreed, process was discussed and

preliminary information was shared.

13
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Communications with the Manchester Mental Health and Social Care NHS Trust

In June 2010 NHS North West wrote to the Manchester Mental Health and Social Care NHS
Trust Chief Executive. This letter served to notify the Trust that an Independent Investigation
under the auspices of HSG (94) 27 had been commissioned to examine the care and treatment
of Mr. X. Following this correspondence the Independent Investigation Team Chair made

direct contact with the Trust.

On the 30 June 2010 a meeting was held with the identified Trust liaison person. The
Investigation process was explained. An invitation was made for a workshop to take place to

provide a briefing opportunity for all those who would be involved with the Investigation.

On the 29 July and the 2 September 2010 Trust workshops were held. NHS Manchester and
the Health Advocacy Resource Project senior personnel and employees were also present.
Each workshop attendee was given an information pack that described the HSG (94) 27
process, gave witness advice, and set out the draft Terms of Reference. The workshops
provided each attendee with the opportunity to learn more about the forthcoming procedure

and what would be expected of them.

Between the first meeting stage (June) and the formal witness interviews (September) the
Independent Investigation Team Chair worked with the Trust liaison person to ensure:

o all clinical records were identified and dispatched appropriately;

e each witness received their interview letter and guidance in accordance with national
best practice guidance;

e that each witness was supported in the preparation of statements;

e that each witness would be accompanied by an appropriate support person when
interviewed if they so wished.

On the 1 November 2010 a meeting was held between the Independent Investigation Team
Chair and the Trust Top Team. The purpose of this meeting was to inform the Trust of the
headline findings of the Investigation and to commence the factual accuracy stage of the
process. On this occasion the Trust was invited to comment upon the recommendation section

in the report and to contribute further after a period of reflection.

14
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The draft report, and all relevant report clinical sections, was sent to the Trust and witnesses

for factual accuracy checking on the 25 November 2010.

Communication with NHS Manchester (Primary Care Trust)

The Independent Investigation Team Chair made contact with NHS Manchester and a liaison
person was identified. During the Investigation process both the Trust liaison person and the
Primary Care Trust liaison person worked closely together to facilitate the workshop events
and the witness interview week. This proved to be an effective way of working.

NHS Manchester provided GP clinical records and performance management data to the
Investigation Team. The Primary Care Trust engaged fully with both the workshop and

witness interview process.

On the 1 November 2010 a meeting was held between the Independent Investigation Team
Chair, the Social Work Member of the Team and the Primary Care Trust. The purpose of this
meeting was to share the headline findings of the Investigation. On this occasion NHS
Manchester was invited to discuss the required recommendations for the report and to

contribute to them after a period of reflection.

Communication with the Health Advocacy Resource Project (HARP)

The Health Advocacy Resource Project Chief Executive, senior personnel and employees
attended the workshops and engaged fully with the interview and Investigation process.
During the Investigation the Mental Health Trust provided a practical means of support and
liaison between this agency and the Independent Investigation Team.

On the 15 November 2010 a meeting was held between the Independent Investigation Team
Social Worker Member and the Health Advocacy Resource Project Chief Executive. The
purpose of this meeting was to share the headline findings of the Investigation in order to

commence the factual accuracy stage of the process.

The draft report, and all relevant report clinical sections, was sent to the Health Advocacy
Resource Project and witnesses for factual accuracy checking on the 25 November 2010.

15
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Completion of the Process

It was agreed that a formal workshop would be held with the Manchester Mental Health and
Social Care NHS Trust, NHS Manchester and the Health Advocacy Resource Project directly
prior to the publication of this report. The purpose of this workshop would be to focus on the

lessons learned and the recommendations made.

Witnesses Called by the Independent Investigation Team
Each witness called by the Investigation was invited to attend a briefing workshop. Each
witness also received an Investigation briefing pack. The Investigation was managed in line

with Scott and Salmon processes.

During the seven-year period that Mr. X received his care and treatment from Manchester-
based services he was seen by a vast number of health and social care professionals. It would
not have been either practical or useful to have interviewed them all. The Independent
Investigation Team took the decision to interview each of the Responsible Medical Officers,
Named Nurses and Care Coordinators that provided the principle aspects of Mr. X’s care and
treatment over this period and who were responsible for the formulation of his case
management. The total number of witnesses interviewed by the Independent Investigation

Team was 34. The witnesses who attended for interviews are set out below in table one.

Table One

Witnesses Interviewed by the Independent Investigation Team

Date Witnesses Interviewers
13 NHS Manchester Associate Director
September of Commissioning Investigation Team Chair
2010 NHS Manchester Assistant Director of | Investigation Team Psychiatrist
Governance Investigation Team Nurse
ikl Investigation Team Social Worker

Mental Health Trust CEO
Mental Health Trust Chief Operating | In attendance:
Officer Stenographer
Mental Health Trust Interim Medical
Director

Mental Health Trust Associate
Director of Governance

Mental Health Trust Head of Nursing

16
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**k%k

HARP CEO
HARP Service Manager

*k*

Internal Investigation Member 1
Internal Investigation Member 2
Internal Investigation Member 3

14 Consultant Psychiatrist 1
September
2010 ikl Investigation Team Chair
Assertive Outreach Care Coordinator
Investigation Team Psychiatrist
ikl Investigation Team Nurse
Assertive Outreach Team Manager Investigation Team Social Worker
ikl In attendance:
Consultant Adult Psychotherapist Stenographer
E X =
General Practitioner
**k*
Assertive Outreach Worker 1
Assertive Outreach Worker 2
Assertive Outreach Worker 3
15 Assertive Outreach Worker 4
September Investigation Team Chair
2010 folekal Investigation Team Psychiatrist
Assertive Outreach Worker 5 Investigation Team Nurse
Assertive Outreach Worker 6 Investigation Team Social Worker
E X x4
The widow of Mr. W In attendance:
The Son of Mr. W Stenographer
The Daughter of Mr. W
**k*
Assertive Outreach Worker 7
Assertive Outreach Worker 8
16 Assertive Outreach Consultant
September Psychiatrist Investigation Team Chair
2010 flekal Investigation Team Nurse

Named Nurse 1

*k*x

Consultant Psychiatrist 2

*kk

Community Psychiatric Nurse 1

Investigation Team Psychiatrist
Investigation Team Social Worker

In attendance:
Stenographer

17
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Community Psychiatric Nurse (not
cited in report)

*k*x

Assertive Outreach Service Manager

Salmon Compliant Procedures

The Independent Investigation Team adopted Salmon compliant procedures during the course

of its work. These are set out below:

1. Every witness of fact will receive a letter in advance of appearing to give evidence

(@)

(b)

(©)

(d)

(€)

()

(9)

(h)

informing him or her:

of the terms of reference and the procedure adopted by the Investigation; and

of the areas and matters to be covered with them; and

requesting them to provide written statements to form the basis of their evidence
to the Investigation; and

that when they give oral evidence, they may raise any matter they wish, and which

they feel may be relevant to the Investigation; and

that they may bring with them a work colleague, member of a trade union, lawyer
or member of a defence organisation to accompany them with the exception of

another Investigation witness; and

that it is the witness who will be asked questions and who will be expected to

answer; and

that their evidence will be recorded and a copy sent to them afterwards to sign;
and

that they will be given the opportunity to review clinical records prior to and

during the interview.

Witnesses of fact will be asked to affirm that their evidence is true.

18
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10.

Any points of potential criticism will be put to a witness of fact, either orally when
they first give evidence or in writing at a later time, and they will be given full

opportunity to respond.

Any other interested parties who feel that they may have something useful to
contribute to the Investigation may make written submissions for the
Investigation’s consideration.

All sittings of the Investigation will be held in private.

The findings of the Investigation and any recommendations will be made public.
The evidence which is submitted to the Investigation either orally or in writing
will not be made public by the Investigation, save as is disclosed within the body

of the Investigation’s final report.

Findings of fact will be made on the basis of evidence received by the

Investigation.

These findings will be based on the comments within the narrative of the Report.

Any recommendations that are made will be based on these findings and

conclusions drawn from all the evidence.

Independent Investigation Team Meetings and Communication

The Independent Investigation Team Members were recruited following a detailed

examination of the case. This examination included analysing the clinical records and

reflecting upon the Investigation Terms of Reference. Once the specific requirements of the

Investigation were understood the Investigation Team was recruited to provide the level of

experience that was needed. During the Investigation the Team worked both in a ‘virtual

manner’ and together in face-to-face discussions.

Prior to the first meeting taking place each Team Member received a paginated set of clinical

records, a set of clinical policies and procedures, and the Investigation Terms of Reference. It

19
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was possible for each Team Member to identify potential clinical witnesses and general
questions that needed to be asked at this stage. Each witness was made aware in advance of

their interview the general questions that they could expect to be asked.

The Team Met on the Following Occasions:
8 September 2010. On this occasion the Team examined the timeline based on what could be
ascertained from analysing the documentary evidence. The witness list was confirmed and

emerging issues were identified prior to the interviews.

13-16 September 2010. Between these dates witness interviews took place. During this
period the Investigation Team took regular opportunities to re-examine the timeline, re-
evaluate emerging issues and to discuss additional evidence as it arose. On the 16
September, using the Terms of Reference and the timeline as guidance, the Team developed

subject headings that required further examination.

Between the 16 September and the 11 October each Team Member prepared an analytical
synopsis of identified subject headings in order to conduct an in-depth Root Cause Analysis

process.

11 October 2010. On this day the Team met to work through each previously identified
subject heading utilising the ‘Fishbone’ process advocated by the National Patient Safety
Agency. This process was facilitated greatly by each Team Member having already reflected
upon the evidence prior to the 11 October and being able to present written, referenced
briefings at the meeting.

Following this meeting the report was drafted. The Independent Investigation Team Members
contributed individually to the report and all Team Members read and made revisions to the
final draft.

Other Meetings and Communications
The Independent Investigation Team Chair met on a regular basis with NHS North West
throughout the process. Communications were maintained in-between meetings by email,

letter and telephone.

20



Mr. X Investigation Report

Communications also took place with Ashworth High Security Hospital and Frankland Prison

in the pursuit of clinical records and access to Mr. X respectively.

Root Cause Analysis

The analysis of the evidence was undertaken using Root Cause Analysis (RCA)
Methodology. Root causes are specific underlying causes that on detailed analysis are
considered to have contributed to a critical incident occurring. This methodology is the
process advocated by the National Patient Safety Agency (NPSA) when investigating critical

incidents within the National Health Service.

The ethos of RCA is to provide a robust model that focuses upon underlying cause and effect
processes. This is an attempt to move away from a culture of blame that has often assigned
culpability to individual practitioners without due consideration of contextual organisational
systems failure. The main objective of RCA is to provide recommendations so that lessons
can be learnt to prevent similar incidents from happening in the same way again. However it
must be noted that where there is evidence of individual practitioner culpability based on

findings of fact, RCA does not seek to avoid assigning the appropriate responsibility.

RCA is a four-stage process. This process is as follows:

1. Data collection. This is an essential stage as without data an event cannot be
analysed. This stage incorporates documentary analysis, witness statement
collection and witness interviews. A first draft timeline is constructed throughout
this process.

2. Causal Factor Charting. This is the process whereby an Investigation begins to
process the data that has been collected. A second draft timeline is produced and a
sequence of events is established (please see Appendix One). From this causal
factors or critical issues can be identified.

3. Root Cause Identification. The NPSA advocates the use of a variety of tools in
order to understand the underlying reasons behind causal factors. This
Investigation utilised the Decision Tree and the Fish Bone.

4. Recommendations. This is the stage where recommendations are identified for the

prevention of any similar critical incident occurring again.

21



Mr. X Investigation Report

When conducting a RCA the Investigation Team seeks to avoid generalisations and uses
findings of fact only. It should also be noted that it is not practical or reasonable to search
indefinitely for root causes, and it has to be acknowledged that this, as with all processes, has
its limitations.

22
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| 8. Information and Evidence Gathered (Documents) I

During the course of this investigation 6,127 pages of clinical records have been read and

some 4,000 pages of other documentary evidence were gathered and considered. The
following documents were used by the Independent Investigation Team to collect evidence

and to formulate conclusions.

Mr. X’s Manchester Mental Health and Social Care NHS Trust records
Mr. X’s HARP-based Assertive Outreach records

Mr. X’s Ashworth Hospital forensic records

Mr. X’s Manchester-based GP records

Mr. X’s Frankland Prison-held records

The transcription of the Crown Court proceedings

N o a k~ w b oE

The Manchester Mental Health and Social Care NHS Trust Internal Investigation

Report and action plan

8. The Manchester Mental Health and Social Care NHS Trust Internal Investigation
Archive

9. NHS Manchester Assertive Outreach Service review

10. The Boyington Review (2008)

11. NHS Manchester action plans

12. Secondary literature review of media documentation reporting the death of Mr. W

13. Independent Investigation Witness Transcriptions.

14. Manchester Mental Health and Social Care NHS Trust Care Programme Approach
Policies, past and present

15. Manchester Mental Health and Social Care NHS Trust Clinical Risk Assessment and
Management Policies, past and present

16. Manchester Mental Health and Social Care NHS Trust Crisis Resolution Home
Treatment Policy

17. Health Advocacy Resource Project Assertive Outreach Operational Policies (2001-
2008)

18. Manchester Mental Health and Social Care NHS Trust Assertive Outreach Policies

(current)

19. Manchester Mental Health and Social Care NHS Trust Incident Reporting Policies

23
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20. Manchester Mental Health and Social Care NHS Trust Clinical Supervision Policy

21. Manchester Mental Health and Social Care NHS Trust Being Open Policy

22. Health Advocacy Resource Project Clinical Supervision Policy and Procedure

23. Health Advocacy Resource Project Care Programme Approach and the Assessment
and Management of Risk Policy

24. Manchester Mental Health and Social Care NHS Trust Operational Policies

25. Health Advocacy Resource Project Operational Policies

26. Healthcare Commission/Care Quality Commission Reports for Manchester Mental
Health and Social Care NHS Trust services

27. Memorandum of Understanding Investigating Patient Safety Incidents Involving
Unexpected Death or Serious Harm: a protocol for liaison and effective
communication between the National Health Service, Association of Chief Police
Officers and the Health and Safety Executive 2006

28. Guidelines for the NHS: National Patient Safety Agency, Safer practice Notice, 10,
Being Open When Patients are Harmed. September 2005

24
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9. Profile of the Manchester Mental Health and Social Care NHS Trust Services (Past,

Present and Transition)

The Manchester Mental Health and Social Care NHS Trust was established in 2002. At the
time of writing this report it provided a comprehensive range of mental health and social care
services and served a population of 484,900. The demography of the City of Manchester
population is young and diverse, it is also growing rapidly. A particular challenge is that, in
common with many other urban mental health trusts, there are areas of significant
deprivation. At the time of writing this report the annual turnover was £97.1 million and the
Trust employed 1,627 staff. The Trust seeks currently to improve the mental health and
wellbeing of the City of Manchester through active partnership working with other statutory

organisations and authorities, and with voluntary and third sector agencies.

| 2008 Trust Context I

The Mental Health Trust experienced profound difficulties, prior to, and during 2008. The

issues were as follows:
e lack of sustained leadership;
e lack of vision and strategic direction;
e poor reputation;
e fractured relationships with partners, staff and users and carers;

e poor identified performance.

The Boyington Review

In 2008 the Boyington review of Manchester Mental Health Services took place. This review
was commissioned in April 2008 by NHS Manchester and Manchester City Council as it was
acknowledged that “the Mental Health System in Manchester has a troubled history and has

generally performed poorly against national strategy benchmarks.””

2 Manchester City Council Overview and Scrutiny mental Health Services Subgroup. 27 July 2009.
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The report stated that whilst many improvements had been made (during 2007/2008) there
were still many issues that needed to be addressed. The main issues identified in the report

were as follows:

e “the size and structure of the Manchester Mental Health and Social Care NHS Trust;
e the distribution of resources across the city;

e the investment of resources compared to the need;

e the interface between mental health services and the organisations directly supporting

social inclusion, for example Job Centre Plus.””

During the review a number of issues were identified that had been raised in previous reports
concerning Manchester mental health service provision. These issues were stopping the

progress of mental health services in the city.* They were:

e “Resources: the way in which they were used, and matched with the needs of the
population.

e The lack of engagement with stakeholders: this had been a real barrier to the
progression of services.

e Services: instead of new services being put in place to replace older services, they
had just been added onto the services which already existed.

e Relationships, trust and confidence: there had been too many changes in the Chief
Executives and senior managers, for there to have been any solid relations or
confidence in the Mental Health Trust.

e Local Health Authority: had not been monitoring the performance of the Mental

Health Trust, and had left them to their own devices.”®

A total of 18 recommendations were identified that set out clearly the responsibilities of both

commissioners and providers. The key recommendations were as follows:

3 http://www.manchesterusersnetwork.org.uk/?p=267.
4 http://www.manchesterusersnetwork.org.uk/?p=267
5 http://www.manchesterusersnetwork.org.uk/?p=267
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e “Leadership and management: the Chief Executive and senior managers should be
appointed for a period of 3 — 5 years; key stakeholders should be involved with these
appointments.

e Resources: the Mental Health Trust needs to make the most of the resources they
have available before they ask for more money, the PCT or City Council needs to
performance manage how these resources are used.

e Engagement: the Mental Health Trust needs to strengthen its levels of engagement
with colleagues from the University of Manchester, the PCT / Local Authority and
also needs to ensure that money is spent on effective user and carer engagement, and
should consider putting a ‘shadow council of governors’ in place.

e Relationships, trust and confidence: the Mental Health Trust needs to improve their

communications strategy for their own staff, and start on improving staff relations.”®

The Assertive Outreach Service in 2008
The implementation of the National Service Framework for Mental Health (1999) in
Manchester had been delayed and took place at a rate which fell behind that of the rest of the

country. One of the services advocated in the Framework was that of Assertive Outreach.

In 2007 the Assertive Outreach Service contract had been put out to tender by the Joint
Commissioning Executive. The Health Advocacy Resource Project and the Mental Health
Trust tendered as a partnership for the contract and were successful. The contract for the
Service was to provide a caseload facility for 308 people across the City of Manchester. This
Service was provided by three teams, North, Central and South.

Assertive Outreach Teams are intended to provide intensive support for the severely mentally
ill service user who has proved difficult to engage with in more traditional services. Assertive
Outreach Workers are encouraged to work with service users in their own homes, or any
other place in the community that will encourage adherence to an ongoing care and treatment

plan. The National Service Framework (1999) stated that:

“all mental health service users on the Care Programme Approach (CPA) should receive

care which optimises engagement, prevents or anticipates crisis and reduces risk...There are

6 http://www.manchesterusersnetwork.org.uk/?p=267
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a small number of people who are difficult to engage. They are very high users of services,
and often suffer from a dual diagnosis of substance use and serious mental illness. A small
proportion also have a history of offending. Services to provide assertive outreach and
intensive input seven days a week are required to sustain engagement with services and to

protect patient and public™.’

In summary, the Assertive Outreach Service operated to a small service model with HARP as
the main provider responsible for the day-to-day operational management of the service and
the Mental Health Trust as a secondary agent. The Trust had a separate contract with NHS
Manchester (the service commissioner) for input into this service. HARP managed the
Assertive Outreach provision and the Trust employed several clinical staff who worked in the
service. The Trust did not have the responsibility for any internal governance systems within
the provision. There was a distinct lack of reporting structures and systems in place for the

Mental Health Trust to highlight and then address any concerns as they arose.

| 2010 Trust Context I

Following the Boyington Review a comprehensive action plan was developed. The Trust

currently has in place:

e astrong and experienced leadership team;

clear strategic direction;

e robust operational and governance systems;

e sound partnership arrangements;

e positive partnership working with both staff and service users;

e impending Foundation Trust authorisation.

The Assertive Outreach Team in 2010

At the time of writing this report the Assertive Outreach Service was managed by the
Manchester Mental Health and Social Care NHS Trust following the contract being awarded
to them in 2009, at this stage HARP became a sub-contracted partner to the Trust. This
revised working arrangement has provided the benefit of dedicated clinical governance and

professional leadership infrastructures being made available to the service. This arrangement

7 National Service Framework, DoH (1999)
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also benefits the service by providing stringent performance and quality management

monitoring systems as HARP reports to the Trust Board via its assurance framework.
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10. Profile of the Health Advocacy Resource Project Services (Past, Present and

Transition

The Health Advocacy Resource Project (HARP) is a local voluntary sector organisation
providing services to people in Manchester. HARP is committed to improving the lives of

people with mental health needs.

HARP Vision
“All people with mental health needs in Manchester live a life free from poverty and are able

to contribute and flourish in society.”®

HARP Aims

1. “Promoting a positive approach to mental health.

2. Putting individuals at the centre of service development, delivery and care planning.

3. Raising the voice and valuing the experience of service users.

4. Enabling people with mental health needs to improve their quality of life and fulfil their
potential.

5. Empowering people with mental health needs to live successfully in their communities.

6. Challenging stereotypes and discrimination.

7. Developing and delivering innovative and proven practice in the mental health field in

partnership with other agencies”.’

HARP has been in existence since 1989, it currently employees 43 staff and also has 31
volunteers. The work of HARP is overseen by its Board of Trustees. Most of HARP's funding
comes from statutory funders such as the Manchester Joint Commissioning Team and the
Working Neighbourhood Fund™®.

Assertive Outreach Services 2001-2008
In 2001 HARP, in conjunction with Turning Point and the Manchester Mental Health Trust,
provided a small Assertive Outreach Service to the Central part of Manchester. During this

period the City of Manchester was served by three separate Primary Care Trusts, the North,

8 HARP http://www.harp-project.org/aboutus.php
9 HARRP http://www.harp-project.org/aboutus.php
10 HARP http://www.harp-project.org/aboutus.php
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Central and South. It was always the intention to expand the service to eventually provide a

Manchester-wide provision.

In 2007 the Assertive Outreach Service was put out to tender to provide a Manchester-wide
provision. The intention was to provide a service for 308 people, seven days a week, utilising
three separate teams (North, Central and South) that would in effect increase the capacity by
some 200%. At this stage HARP and the Mental Health Trust developed a joint tender.

In 2007 a contract was awarded for a city-wide service to both HARP and the Mental Health
Trust. This contract was in operation at the time Mr. X received his care and treatment from

the Assertive Outreach Service.

Assertive Outreach Services in 2010

At the time of writing this report the Manchester Assertive Outreach Service was provided by
the Manchester Mental Health and Social Care NHS Trust in conjunction with HARP to
provide a 365-days-a-year assertive outreach service for up to 308 Manchester residents. The
service worked with people with severe and enduring mental health needs, a history of
frequent or lengthy admissions to psychiatric wards, difficulty maintaining consenting
engagement with services, and complex needs, including homelessness, substance misuse and

offending.

The service operated to the recovery-focused model of assertive outreach, which was in part
developed as a result of the culture and philosophy of the team. This incorporated the
voluntary sector emphasis on social inclusion, engagement and rapport-building skills and the

skilled interventions and specialist treatment available from the statutory sector.™

11 HARP http://www.harp-project.org/aboutus.php
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| 11. Chronology of Events I

This Forms Part of the RCA First Stage
The chronology of events forms part of the Root Cause Analysis first stage. The purpose of

the chronology is to set out the key events that led up to the incident occurring. It also gives a
greater understanding of some of the external factors that may have impacted upon the life of
Mr. X and on his care and treatment from mental health services. The following chronology
is long due to the fact that it condenses over 6,000 pages of clinical records.

| Background Information I

Mr. X was born in Lancashire and moved to Manchester with his mother and stepfather at the

age of ten. On reaching puberty Mr. X was reported as having “lost confidence and could no
longer cope”.*? Mr. X was bullied at school by the other children however he managed to

obtain six GCSEs although he did not choose to take A levels.

| Clinical History with the Manchester Mental Health and Social Care NHS Trust I

18 February 1991-19 September 1999. On the 19 February 1999 Mr. X attempted to

overdose on paracetomol. No medical treatment was required. Following this incident he was

referred to a Child Psychiatrist, it is uncertain whether or not Mr. X was taken onto the
Psychiatrist’s caseload at this point'®. During this period Mr. X was also seen on several
occasions by a Community Psychiatric Nurse (CPN A) at the request of his stepfather

because Mr. X had been absenting himself from school for periods upwards of a month.

On the 25 April the CPN observed that Mr. X’s mood had deteriorated to the point where
there was evidence to believe that he was clinically depressed. There were also elements of
paranoid delusion regarding his peers whom he thought ridiculed him for his appearance. The
CPN thought it would be sensible to re-refer Mr. X to the Child and Family Service and also

to the Child Psychiatrist that he had seen following his paracetomol overdose earlier the same

12 SM Case Notes Vol. 1 P.76
13 GP Records PP. 116-117
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year. The CPN was particularly concerned because Mr. X appeared to be unpredictable and

she was worried that he might try to kill himself.**

On the 19 September 1991 the Child Psychiatrist wrote to the GP to explain that he had seen
Mr. X on several occasions and that his condition had improved. In conjunction with Mr. X’s
mother they had decided to “call it a day”. Mr. X’s mother had been told by the Psychiatrist
that she could re-refer her son within the next six months directly to the Child and Family
Services if his condition deteriorated again.™

20 September-11 October 1999. On the 20 September 1999 a GP at the Park Medical
Practice referred Mr. X to the Community Psychiatric Nursing Services Acute Team because
he was experiencing stress and anxiety. At this stage Mr. X admitted having recently visited
Beachy Head to try and commit suicide.’® On the 11 of October Mr. X cancelled his
impending appointment with the Community Nursing Service. The Service wrote to the GP

asking for advice as to how to proceed.’

31 January 2001. A referral was received by the Community Mental Health Team from the
Primary Mental Health Team. The reason for the referral was that Mr. X required a
psychiatric assessment because he was having “strong suicidal ideation and violent
fantasies”. The referral also mentioned “dissocial personality traits”. A risk screen
conducted by the Primary Care Mental Health Team Social Worker stated that Mr. X should
not be seen by a lone worker, either at his home or within the GP surgery, or at any team
base. At this time it was recorded that Mr. X was receiving Venalfaxine 150mg daily.*® Mr.
X was reported as saying he was “99% certain” that he was going to kill himself.

Mr. X had been assessed as presenting a serious, although not imminent risk, regarding
suicide and of being a serious, although not imminent risk, of harming others. The risk
assessment mentioned that Mr. X had attempted suicide during the Christmas period when he
had tried to cut his femoral artery. Mr. X mentioned that he went on holiday to find ways to

kill himself, such as going to Beachy Head and United States of America shooting galleries.*®

14 GP Records P. 114

15 GP Records P. 113

16 GP Records P. 103

17GP Records P. 108

18 SM Case notes Vol. 1 PP.172-177
19 GP Records PP. 99-103
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14 May-29 August 2001. On the 14 May Mr. X was seen by a Consultant Psychiatrist
(Consultant Psychiatrist A) in the presence of a colleague for safety reasons, due to Mr. X
being reported as having had violent sexual fantasies. On this occasion it was noted that Mr.
X had Schizoid/Schizotypal Personality Traits and that he also had an alcohol dependence
accompanied by amphetamine abuse. The Consultant Psychiatrist did not feel threatened by
Mr. X who described himself as shy and intelligent but as having no social skills. The
Psychiatrist wrote to the GP suggesting that the Venalfaxine medication should be raised

from 150mg a day to 225mg.%

On the 29 August Mr. X was seen again by the same Consultant Psychiatrist in an Outpatient
Clinic. On this occasion Mr. did not report any feelings of anxiety or depression. He said he
felt “all right” but that his amphetamine use remained a problem. A referral to the

Community Drug Team was agreed.?

25 October 2001. Mr. X met with a Clinical Psychologist (Clinical Psychologist A) for Drug
Team follow-up. It was noted that Mr. X expressed a negative view of psychology. He was
observed as having “very fixed ideas about his depression”. Mr. X said he was having
amphetamine withdrawal and was drinking heavily. Mr. X said he was currently employed
but that he hated his job. He also stated that he was incapable of killing himself. At this stage
the Clinical Psychologist did not feel that Mr. X was willing to pursue therapy.?

4 December 2001-25 November 2002. On the 4 December Mr. X failed to attend an
Outpatient appointment that had been arranged for him with a new Consultant Psychiatrist
(Consultant Psychiatrist 1).%* On the 14 December another appointment was sent to Mr. X for

the 8 January 2002 for him to see Consultant Psychiatrist 1.2

It is not certain what happened to the planned appointment for the 8 January 2002, however
Mr. X was seen by Consultant Psychiatrist 1 on the 11 February 2002. It was the view of the
Psychiatrist that Mr. X tended to over intellectualise things and that primarily he needed to
find a meaning to his life. He wrote a referral to Clinical Psychologist A as he felt Mr. X

would benefit from Cognitive Behaviour Therapy. On the 15 February the Psychiatrist wrote

20 SM Case notes Vol. 1 PP. 166-168

21 SM Case notes Vol. 1 PP. 164-165

22 SM Case notes Vol. 1 PP. 132 &160-162
23 SM Case notes Vol. 1 P. 159

24 SM Case notes Vol. 1 P.158
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to the GP to say that although Mr. X was potentially a risk to himself he was not suitable for
assessment under the Mental Health Act (83) at that time. It was suggested that Mr. X be

commenced on Fluoxetine 20 mg daily increasing it to 40 mg in six weeks time.?

On the 19 February the Clinical Psychologist wrote to the Consultant Psychiatrist to say that
Mr. X would not benefit from psychology input at this stage as he continued to drink heavily
and had little insight.?®

On the 22 April Mr. X failed to attend his Outpatient appointment with Consultant
Psychiatrist 1. Another appointment was made for him on 16 July?’. On the 16 July once

again Mr. X failed to attend his appointment. He was discharged from the caseload.?®

On the 17 October the GP wrote to Consultant Psychiatrist 1 to request a follow-up
appointment for the one that should have occurred on the 16 July. The GP also sought some
advice regarding Mr. X’s future management.?® On the 31 October the Consultant wrote to
the GP saying that he would give Mr. X another appointment but that he did not think there
was anything his service could offer to him.*® On the 25 November Mr. X failed to attend the
appointment that had been made for him with Consultant Psychiatrist 1 who wrote to the GP

to say that no more appointments would be offered at this stage.>!

30 September-13 October 2003. On the 30 September Mr. X was referred to secondary
mental health services by his GP due to depression. An assessment took place at his home by
two Community Psychiatric Nurses. The previous non-attendance at Outpatient clinics was
noted as was the fact that Mr. X had been prescribed Cipramil 20 mg daily but that he had
“self stopped” three months previously.®* The referral and assessment was discussed at the
Community Mental Health Team (CMHT) meeting with Consultant Psychiatrist 1. It was felt
that Mr. X could benefit from psychotherapy as he was now willing to engage with this
treatment option. A letter was written to the GP stating that the CMHT would not take on the

25 SM Case notes Vol. 1 PP. 132 &153-157
26 SM Case notes Vol. 1 P. 154
27 SM Case notes Vol. 1 P. 154
28 SM Case notes Vol. 1 P. 151
29 SM Case notes Vol. 1 P. 150
30 SM Case notes Vol. 1 P. 149
31 SM Case notes Vol. 1 P. 148
32 SM Case notes Vol. 1 P. 146
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referral as Mr. X did not meet their criteria but that it had been passed on to Gaskill House

Psychotherapy Centre.

26-29 January 2004. On the 24 January Mr. X was seen by a Consultant Psychotherapist. On
this occasion Mr. X expressed suicidal ideation and stated that he had tried to overdose with
50 Ecstasy tablets a fortnight previously. Mr. X described constantly thinking about killing
himself, however he admitted that it required a great deal of motivation and after an
unsuccessful attempt he felt too exhausted to try and harm himself again for some time. Mr.
X described himself as having no friends and as never having had a partner. He described a
poor relationship with his parents. The Psychotherapist thought that Mr. X presented with a
chronic risk of successful suicide which would be hard to predict. He wrote that he would
want to see Mr. X in two weeks time. The issues noted were:

e suicidal preoccupation;

e loneliness and social isolation;

e concerns over medication;

e dissatisfaction with previous professional contacts.

On the 29 January the Psychotherapist wrote to the CMHT to brief them regarding his first
meeting with Mr. X.*

6 February- 26 March 2004. Between the 6 and 7 of February Mr. X presented in crisis at
Accident and Emergency. A passing motorist had reported seeing Mr. X standing on a
motorway bridge with a rope around his neck. After a full medical and psychiatric assessment
Mr. X was discharged and sent home. It was noted that he was known to Consultant
Psychiatrist 1 and had a Schizotypal Personality Disorder. Mr. X agreed to have follow up
and he was referred to the South Manchester Community Mental Health Team. The
‘Minimum Psychiatric Assessment’ noted previous extensive alcohol abuse ““one litre of
vodka a day” and that Mr. X was extremely anxious and had suicidal thoughts. Mr. X was

recorded as expressing the view that “he would willingly be sectioned right now”.®

33 SM Case notes Vol. 1 P. 146
34 SM Case notes Vol. 1 PP. 143-145
35 SM Case notes Vol. 1 P. 117-118 & 130-139
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On the 11 February Mr. X was seen at his second appointment with the Psychotherapist.
During this session it was noted that Mr. X had felt suicidal the week before and that he had
been advised to attend Accident and Emergency by a helpline of some kind. Mr. X did this
only to be, in his own words, “dismissed by the duty doctor”. He then went to the motorway
with a rope with the intention of hanging himself. He was taken back to the Accident and
Emergency Department where Mr. X claimed that the doctor wanted to section him.
Ultimately Mr. X claimed to have spoken to one of the Specialist Registrars who allowed him
to go home with follow up from the Community Mental Health Team. The Psychotherapist
wrote that Mr. X was exhibiting “splitting behaviours’ in that he was presenting some

clinicians as ‘good” and some as ‘bad’. The Psychotherapist planned to see Mr. X again. *

On the 11 March Mr. X saw the Psychotherapist again. Mr. X said that he had been referred
to the Brian Hore Unit where he could address his alcohol problems. Mr. X expressed his
preference for some 1.1 work, but he was told that this would be “problematic”. Mr. X
expressed some negative feelings about Consultant Psychiatrist 1. The Psychotherapist said
that he would be putting Mr. X forward for a selection process for a therapy group.*’

On the 26 March Mr. X was discussed at the CMHT meeting following the referral instigated
by Mr. X’s attendance at the Accident and Emergency Department on the 6 February. The
team was aware that Mr. X was currently being assessed by the Psychotherapist and that a
referral had already taken place to Brian Hore Unit to address his identified alcohol issues.
Mr. X had been advised to approach MIND regarding a befriending scheme. In a letter
written to the GP It was stated that the CMHT thought Mr. X would present with self harm
again in the future but that they did not think they could offer Mr. X a service at the present
time. The reason given for this was that the team did not want to encourage Mr. X to over
intellectualise his problems. Psychotherapy was thought to be the most appropriate course for
Mr. X who was thought to have a Personality Disorder and therefore did not meet their

referral criteria.®

7 October-22 November 2004. Mr. X was seen by an Emergency Senior House Officer
(who sought advice from an on call Consultant Psychiatrist) because he was feeling
depressed following weaning himself off of his medication. It was decided to re-start Mr. X

36 SM Case notes Vol. 1 PP. 140-142
37 SM Case notes Vol. 1 PP. 114-116
38 SM Case notes Vol. 1 P. 117
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on Fluoxetine 20 mg a day and to commence Olanzapine 5 mg at night.** The GP was

advised to ensure follow up occurred with a Consultant Adult Psychiatrist.

The GP made a referral to the South Manchester CMHT on the 20 October requesting a
Consultant Psychiatrist assessment for Mr. X. The GP wrote to explain the outcome of the
assessment that had taken place on the 7 October.*’ Subsequently Consultant Psychiatrist 1
wrote to Mr. X on the 28 October offering him an appointment at the Outpatient Clinic on the

22 November.*

On the 22 November the Senior House Officer of Consultant Psychiatrist 1 saw Mr. X at the
Outpatient Clinic. Mr. X said that he felt low following an Olanzapine overdose the previous
week which he had not sought medical intervention for. It was noted that Mr. X had pale
marks around his neck from a previous self-harm attempt. Mr. X said that his main problem
was anxiety, he was however unwilling to remain compliant with the medication which had
been prescribed on the 7 October. Mr. X was described as being pleasant and well kempt and
the plan was to offer him another appointment at the Outpatient Clinic in six weeks time.

There is no record of this follow up taking place.*

19 November 2004-26 September 2005. The Psychotherapist put Mr. X forward for
membership of a programme called ‘Fifteen’ on the 19 November. ‘Fifteen” was a therapeutic
community.* On the 14 December the Psychotherapist wrote to Mr. X to say that the

‘Fifteen’ programme was due to commence its preparatory meetings in April 2005.%

The Psychotherapist saw Mr. X for a review and to discuss the referral to ‘Fifteen’. Mr. X
reported that he felt depressed although things were not as severe as they had been and that
he was not troubled by thoughts of suicide. Mr. X said that the Olanzapine had proven to be
helpful regarding his anxiety. He also reported that his relationship with his parents was good

at the current time.*

39 SM Case notes Vol. 1 P.111
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During April Mr. X underwent the screening process for ‘Fifteen” and was accepted. Prior to
the group commencing Mr. X attended a monthly preparation group for a period of six

months between April and September 2005. %

26 September 2005. Mr. X presented at the Accident and Emergency Department at the
Manchester Royal Infirmary, he had not been taking his medication for seven days as he had
not renewed his prescription. He saw the Emergency GP who prescribed Fluoxetine,
Diazepam and Lorazepam. Mr. X was also assessed by a nurse who recorded that he planned
to kill himself in the ““easiest and most painless way possible””. On this occasion it was
decided that Mr. X was not detainable under the Mental Health Act (83). His risk was
assessed as being medium to moderate (it was not recorded what this risk related to). Mr. X
was described as having a Borderline Personality Disorder and of being aggressive. It was
also noted that he lived alone, was labile in mood and socially isolated. Mr. X was referred to
the Duty Psychiatrist prior to discharging him from the Accident and Emergency Department.
The plan was for him to be discharged to his home with some medication and a follow up
appoin