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INTRODUCTION AND OVERVIEW

The South West Peninsula Strategic Health Authority commissioned this Inquiry, The full Terms
of Reference are included in Appendix 1. The main remit of the Inquiry was to examine the
unlawflul killing of Mrs D and suicide of D while the balance of his mind was disturbed. These
deaths occurred in May 2003, The Inquiry was asked to examine the circumstances of the
treatment and care of D by the Mental Health Services provided by Cornwall Partnership NHS

Trust.

Introduction to Inquiry

D was u retired dentist who killed his wife and then took his own life in 2003, D graduated in
dentistry in London and moved (o Comwall. D and Mrs D married soon afterwards and they
had two children. D and Mrs D were in contact with NHS Services from November 2002 to
March 2003, During this time D and Mrs D were experiencing significant relationship difficulties,
Also during this time D was involved in several incidents that required Police action and hospital
treatment.  He was arrested and cautioned on one occasion and was admitted to hospital for

treatment on three occasions. Mrs D also received support from NHS services during this time,

In undertaking this remit, it was also the Inquiry Panel’s task to consider the care of Mrs 1, and
the involvement of others in both cases. The Panel was appointed in August 2004 and commenced
its work in September 2004, In the course of its work the Panel heard evidence and received
submissions from a wide range of professional witnesses. Information from the Coroner’s
Inquests, advocates, other appropriate individuals and organisations was also submitted, Expert
legal ndvice was obtained. A local part time Inquiry Officer, the South West Peninsula Strategic
Health Authority and the National Patient Safety Agency supported the Panel.

The Strategic Health Authority agreed two changes to established procedure, Firstly, the Panel
was required to engage in a process of Root Cause Analysis as a basis for the Inquiry’s work;
secondly, four local Panel members were appointed for this purpose. The Independent perspective
and responsibility was invested in, and maintained by, the Independent Inquiry Chair and the
Independent Consultant Psychiatrist. The NPSA was asked to facilitate the Root Cause Analysis

process. However, they took no active role in the decision making.



The Inquiry report is arranged into eight chapters (supporied by a number of Appendices) as
shown below:

Chapter 1 describes the Inquiry process, procedure and approach, and explains the processes of
obtaining relevant information and documentation. It also summarises the use of the Root

Cause Analysis approach, a relatively new tool for investigations of this nature.

Chapter 2 describes the relevant family history and background in factual terms, based on the
available information, Due to the family’s express wish not to be directly involved, it is
acknowledged that this is based on records submitted to the Panel and not necessarily on evidence

corroborated by immediate family members,

Chapter 3 outlines the key events in chronological order. The period covered in this chapter is
from the first significant event that involved statutory services on 19" November 2002, to the
date of the Coroner’s Inquests on 21 October 2003,

Chapter 4 summuarises the significant critical events, and commenis on the decisions that were

made.

Chapter 5 summarises the general findings from relevant information obtained during witness
interviews, meetings with relevant interested parties, and information obtained during visits to
appropriate service arens, The individuals, organisations and areas involved are listed in Appendix
2. Research on Suicide/Homicide in Cornwall and analysis of education and taining are also
included in this chapter.

Chapter 6 deals with the Care and Service Delivery analysis and records the key outcome of

this area of work.

Chapter 7 deals with the relevant research, and key guidance and sources of reference used by
the Panel in its work, This section summarises the specific guidance that is relevant to this case,
and the key issues to be addressed and considered for further action by relevant agencies. Further
extructs from relevant guidance, a list of reference sources and other information used during
the Tnquiry’'s work 1s listed in Appendix 3.1.



Chapter 8 details the Inquiry Panel’s overall conclusion and the main body of conclusions,
recommendations and commendations from this Inquiry. The conclusions and recommendations
are grouped under general headings. Commendations for notable practice identified by the

Panel during the course of the Inquiry are listed in Chapter 8

Overview of Inquiry Findings

1D was considered to have a dominant and over-controlling personality, He was considered {o
have an adjustment disorder with episodes of low mood and aggression, which were exacerbated
by relationship problems and aleohol abuse. Both D and Mrs D appeared to have been
significantly dependent on each other, Many professionals involved in this case were not aware

of the degree, nature or significance of D and Mrs D's dependence on each other.

Prior to May 2003, D avoided prosecution in court and detention under the Mental Health Act
on a number of occasions, He was charged and cautioned on one occasion. He was assessed on
three separate occasions for detention under the Mental Health Act. He was not detained or
sectioned under the Mental Health Act. The Mental Health Act assessments involved three
different Consultant Psychiatrists, three different Mental Health Act approved second opinion
doctors, and two different Mental Health Act approved Social Workers. He had no known

psychiatric diagnosis, and no known psychiatric history.

[t can be argued that the sysiem either failed, or enabled D to avoid criminal prosecution and/or
detention under the Mental Health Act. However, his behaviour and profile suggests he planned
to avoid being detained or prosecuted. His behaviour and profile is consistent with similar

cuses, as evidenced in Safety First. (See Chapter 7).

It can also be argued that psychiatric diagnosis was made on a number of occasions during
admission for assessment and treatment. However, there was no evidence of a properly classified
psychiatric dingnosis in accordance with International Classified Diagnostic Codes, In particular,

D was not classed as having a treatuble mental illness or psychotic disorder.

National evidence (Safery First) suggests that patients who are in contact with Mental Health

Services commit a relatively small proportion of homicides. In risk management 1erms, the



evidence suggests that young men with a dual diagnosis, usually Schizophrenia with a substance
misuse problem, present the highest risk, In Cornwall evidence suggests a different trend; men
over 45 years old committed three of the last four homicides by people in contact with Mental

Health Services.

Evidence suggests (Safety First) that around 20 people per year were reported to have committed
suicide after homicide and before conviction; only 7% of these were known (o have been in
contact with Mental Health Services, Although the number of cases is small (less than two per
year nationally), I had similar characteristics to these perpetrators, the majority of whom are

males over 45 years old.

Males over 45 are most likely to commit suicide. Individuals who abuse substances, and who
are aggressive and sell~harm, are likely to be in self-denial about the extent of their problems.
They are also most likely to mislead and avoid treatment. In cases like this o lengthy period of

specialist psychotherapy assessment and treatment is needed to form an appropriate diagnosis.

The Inguiry Panel concluded that it was highly likely that these tragic deaths
could pot have been prevented. D was a most unusual patient, as deaths in
particular circumstances such as this are extremely rare, Nationally, an average
of three people every two years commit homicide and suicide in circumstances
similar to D. Both D and Mrs D were known {o the Police and Health service
for a relatively brief period of their lives. In both cases there was no evidence of
a Mental Health diagnosis, and no Psychiatric history or history of Mental Health
care before November 2002. With the agreement of clinicians, D and Mrs D
had disengaged with NHS health care, and decided to pursue private therapy.
D and Mrs D were not involved with statutory services at the time of their death
and had not been significantly involved for the three months prior to this,

Inevitably in Inquiries such as this there are lessons (o be learned and room for improvement is
identified. It is most important that the Panel’s conclusions are not read and considered in
isolation from the main body of the report. They must be kept in perspective and considered in
their proper context. The Inquiry found that during the period November 2002 to May 2003, all



the relevant information about both I and Mrs DD was not availuble to the key decision makers
of the agencies involved, in any one place at the same time, Knowledge and information held
by the family, the Criminal Justice System, and various parts of the NHS, was not recorded in

the same place or available in a timely fashion to those involved in making critical decisions.

In this case working practices, both within and between key agencies, inhibited the decision
making process. Pressure of work, a lack of timely follow up, failure to refer back for review to
referring personnel, and the absence of face-to-face debate during critical assessments, affected

the quality of communication and robustness of decision-making.

The variety of locations used for assessments, in particular those carried out in response to o
crisis, presents significant logistical problems. Having the right people and the relevant
information available at critical times, in the same location where the patient is being assessed,

is a significant issue,

A lack of clarity and understanding existed within disciplines, between disciplines and between
agencies. In this cuse, there was extensive and high quality Health Service involvement from
Community Psychiatric Nurses, The quality and level of medical input was high, although
continuity of medical input was lacking on some occasions. The quality of input from Emergency
Department and Ambulance staff was high, in particular in terms of care, risk management and
record keeping. The Panel observed that, ai the time, the involvement and input of psychology

was limited to consultancy advice, and social work was limited to Mental Health Act assessments,

Considerable work has been undertaken to review and update policies in the Partnership Trust
Eight substantial Trust manuals of considerable weight were presented to the Panel for reference,
Two manuals commonly appeared in ward areas, each one substantial in weight and volume, In
crisis assessment locations, such as Custody Centres and Emergency Departments, no manuals

or guidance was readily available.

There is evidence of training and education within the area, both between agencies and within
the Partership Trust. Despite this, the majority of those interviewed had not ensured that they

had attended sufficient training on relevant policy and guidance. They did not have sufficient



relevant guidance readily available in the workplace and did not appear familiar with an
appropriate amount of guidance and reference material that is relevant 1o services and staff who
manage clinical cases in Mental Health care.  All interviewees were clear about, and familiar

with, their legal, statutory and professional responsibilities,

In the Partnership Trust clear evidence existed of services being struciured and organised in a
madern and multi-disciplinary way. The quality and quantity of multi-disciplinary input and
attendance for team meetings, ward rounds, learning lessons meetings, and other critical meetings

need review and improvement.

Evidence exists of appropriate Multi-agency working, in particular around Multi Agency Planning
and Mentally Disordered Offenders meetings. No evidence of a Multi-agency case conference
laking place existed for this case. Evidence exisis of improved working relationships between
key agencies, in particular the Police and Mental Health services. Evidence to support the
existence of appropriate Multi-agency local operational forums exists, Attendance at certain

estublished forums does not seem sufficiently representative of operational personnel.

Most local organisations appear more risk adverse than risk aware. There appears to be a lack of
Joint agency review and appraisal of eritical incidents and ‘near misses’ for this case. The

threshold and tolerance levels for coping with risk seem high in all agencies.

Evidence of stigma and prejudice exist locally, This affects people with Mental Health problems,
their families and the quality of service provision, [t is accepted that this is a “national dizense’

and a major political and social problem throughout society,



Chapter 1

The Inquiry Process and Procedure

The Inquiry was established under Department of Health Statutory Guidance (HSG 94(27)).

The South West Peninsula Strategic Health Authority decided to include an additional approach

using the Rool Cause Analysis process. To maximise the potential benefits of this work it was

decided to appoint local providers and commissioners, as well as independent members,

The context for this decision was as follows:

There had been three recent Independent Inquiries in the area. There is a limit to the
value of holding a fourth inquiry that would report in twelve to eighteen months.
The Partnership Trust had completed a thorough internal review and was actively
working through the recommendations of that review.

The Department of Health intends to change the Inquiry process to include the use
of Root Ciuse Analysis. This is a multi-disciplinary appraisal approach, and with
expert support will produce the same type of report as an Independent Inguiry.
The benefits are that the providers and the commissioners will be actively involved.
This should enhance learning, gain betier ownership of the process and outcomes,
and enable key stukeholders to have more direct input into the implementation of
the action plan.

The process would be supported and facilitated by the National Patient Safety
Agency.

It could be demonstrated that the process would be independently led, and the
Partnership Trust and Strategic Health Authority will be publicly accountable for
implementing an action plan based on the conclusions and recommendations of the

Inquiry Report,

Briefings, Meetings and Interviews

These were conducted in a range of uppropriate locations convenient for those involved { Appendix

2). There were essentially three types of approach used:



The Chair conducted briefings on an individual and group basis throughout the
process. Where individuals were unable to avail themselves of a briefing prior 1o
the interview date, a briefing was given before the interview commenced,

Key stakeholders who were not witnesses (Appendix 2) were appropriately briefed
on an individual basis and offered the opportunity to make a submission to the
Panel,

Meetings with relevant Partnership Trust Directors were arranged to discuss
emerging issues, advise on progress and discuss incidental findings. Where
managers were able to demonstrate awareness, and prepared to accept incidental
findings and act on the same, these were excluded from the final report. This was
beneficial as it helped avoid the critical findings being subsumed by a variety of
relevant but incidental information. The Panel received notes and feedback on all

meetings.

The Inquiry Panel Independent Chair opened each session using a standard pro forma as follows:

I.

9.

10.

Introductions: all individuals present introduced themselves and clanfied their role
and responsibility as appropriate. It was emphasised that the Inquiry’s work was
strictly private and confidential.

The background to the case was outlined.

The reason for an Inquiry was explained.

The Statutory Guidance, Inquiry Terms of Reference and the Root Cause Analysis
process were explained.

The membership and roles of Panel members were explained.

How the Inquiry would be conducted was explained, in particular that it is not a
legal process, that a non-adversarial approach would be used, and that the report
would be anonymous. Discussions were summarised or recorded as appropriate.
Those involved in the internal review were offered the opportunity to read and
comment on their transcripts and the internal report,

The range of reference material used by the Panel was highlighted, and
questionnaires related to these were requested to be filled in if appropriate.

The time scale and programme for the Panel work was clanified.

Individuals were invited 1o make a further submission to the Panel based on

previous statemenis and the outcome of the current interview and discussion.



Root Cause Analysis

The Root Cause Analysis process is a structured investigation that aims to identify the true
causes(s) of a problem, and the actions necessary 1o eliminate it. The rationale for its use in this
case is because it is widely nccepted that there is a need to learn from patient safety incidents, It
is acknowledged that system failures can lead to human errors. Evidence from *high reliability’
industries demonstrates that systematic investigations can expose system failures, This helps to
ilentify notable practice, and highlights care delivery and service problems. Contributory factors

are also considered and root causes identified.

The stages of a Root Cause Analysis are fact-finding, analysis and conclusions,

|, Gathering information ts seen as the lifeblood of investigation. It is suggested that 60% of
time should be spent on data gathering. Information tends to be in four categories, people,
documentation, sites and equipment.

2, The next stage of the process is to map the information collected into tabular timeline,
narralive chronology, and simple timeline.
This is followed by a process to identify care and service delivery problems.

4, Causes, effects, barriers and root causes are identified.

Considered conclusions, recommendations and commendations are drawn.
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Chapter 2
Factual Family History and Background

D and Mrs D Summary Biography

D was borm on 16" March 1952 in Warwick., His childhood is described s normal with normal

schooling.

He studied and graduated in dentistry in London and practised there for a year after graduation,

He moved to Cornwall, where he lived and worked for some 25 years prior (o his death,

D was married on Iwo occasions; he parted from his first wife some 27 years prior to his death,

They had two children.

Mrs D was born on 23" December 1952 in Middlesex. She married D afier they moved 1o
Cornwall in the 1970s; they had two children,

[¥'s lifestyle was supported through income gained over a number of years from two denial

practices and property transactions.

In an accident in 1998 he lost part of two fingers on his right hand. This injury required emergency
hospital treatment and surgery. As a resuli of this accident he was unable to continue practising
as o dentist, and subsequently retired. Due to conditions in his pension agreement, he was

prohibited from resuming any form of paid employment,

Mental illness and services.
Prior to the period November 2002 o March 2003, D and Mrs D had no known psychiatric

history,

Over the period November 2002 to March 2003 D had three informal admissions; these lasted

approximately three days over a weekend on each oceasion,

Throughout the rest of this period a local Community Mental Health Team supported D,

Throughout the same period Mrs D was supported by Primary Care Mental Health Services

11



provided by the same team. D and Mrs D were discharged from NHS services in March 2003,
Following discharge from public services, ongoing therapy was provided through private

psychotherapy. During the period November 2002 to May 2003, three private therapisis were
involved with both D and Mrs D at various stages,

12



Chapter 3
Chronology of events

This chapter is a factual chronology of events, based on extracts from records kept at the time

and statements supplied by people in contact with D.

19" November 2002 at 20.30hrs:

D was admitted to the Emergency Department in Treliske Hospital in an alcohol-intoxicated
state. He denied having taken an overdose and he denied having suicidal thoughts, He was
monitored overnight in the Emergency Department, At 10.30am on the morming of 20" November
2002 when he was sober, he was assessed by a psychiatric liaison nurse and was discharged
home. It appears that the Casualty nurse was not informed that D had left the department. D
went to his boat and not his home. The Casualty nurse informed D's relatives of his discharge at

12 noon.

20" November 2002 at 16.30hrs:

He was admitted to the same Emergency Department in an unconscious state. He was intoxicuted
with aleohol and had taken an overdose of tablets. He was treated in the Emergency Department
and subsequently stabilised on the high dependency unit.

22" November 2002:

Following psychiatric assessment he was admited informally. The medical recommendations
for detention under the Mental Health Act were made. This attempt o detain D under the
Mental Health Act was not completed, as he agreed to be admitted informally. He was admitted

to a psychiatric ward in Bodmin Hospital,

Al interview in hospital he stated:
He would not artempt to kill himself and wanted to live to see his grand children.
He denied any homicidal intentions towards his wife.
He loved her (o bits and could anly harm her in the heat of the maomen.
He accepted the fact his marriage was effectively over.
He blamed his wife for destroving his marriage and the family,
He believed his wife had planned this break up over the last 10 years,
He had plans for the future: 1o sell off his property and spend more time with his

children.

13



He had plans (o travel and carry out voluntary work abroad,

He felt strongly that being in hospital was doing him more harm than good.

25" November 2002:

Following a settled and unremarkable period in a psychiatric acute admission ward, he was
reassessed and discharged home at his request. He was supported by the family, with follow up
by the Community Mental Health Team.

25" November 2002:

[ was referred to Community Mental Health Team.

27" November 2002:

D was visited at home by the Community Psychiatric Nurse. An assessment was carried out,

29" November 2002:
A home visit was attempted. There was no reply. Phone calls to D were made with no reply.
Several phone calls to various relatives were made. There was one answer-phone response, and

one confirmed he had improved, and that they had removed all tablets and weapons from him.

2% December 2002:
A relative was contacted and confirmed that D had been to his GP and had been prescribed
antidepressants, The Community Psychiatric Nurse contacted D on his mobile phone; he was

travelling and planning to visit various family members in London and elsewhere,

4" December 2002:
The Community Psychiatric Nurse contacted D on his mobile phone; he confirmed he was

visiting family in Oxford. A home visit was agreed for the next day.

5% December 2002:

D was seen by a Community Psychiatric Nurse at home, and appeared calm but tearful. Lifeboat
training plans had failed because of his age and disability. He planned io get a dog for company,
He was advised (o keep active and spend time with supportive people. He denied thoughts of

suicide.

14



6" December 2002:
[D was seen by the Consultant Psychiatrist in the outpatients department in Truro. He expressed
suicidal ideation but denied any intent. His antidepressants were changed for salety reasons.

Hospital admission was offered but refused,

10" December 2002:
The Community Psychiatric Nurse phoned D and left n message on his mobile. D phoned
Consultant Psychiatrist’s secretary to say he was going to Antigua for a few weeks, He was

advised to contact his GP for medication.

11" December 2002:
The Community Psychiatric Nurse contacted D and he informed her he was no longer going on

a trip,

13" December 2002:
D was contacted by the Community Psychiatric Nurse. He confirmed he was taking his

medication, but felt disorientated as his life was disrupted.

16" December 2002:

D phoned the Community Psychiatric Nurse, He said he had had a bad night with negative
thoughts, but felt better as he was going to be with Mrs D for Christmas, He asked for sleeping
tablets, which were arranged with the GE. D suid he had an *AK47" (automatic rifle), and he
was advised to give it to his relatives/Paolice, but he refused to do so. The Community Psychiatric
Nurse also discussed concerns nbout D's access to weapons with her line manager, D was
contacted and asked to give the gun to someone in authority: he refused and said he would get
rid of it at sea, The Community Psychiatric Nurse phoned a third time and D said he was much
better, he had collected his medication and he had disposed of the weapon. The Consultant
Psychiatrist was informed and an urgent appointment to see D was made for 18" December
2002, Mrs D was contacted by the line manager and advised of events. Mrs D could only recall

i weapon that was left in Malta.

15



17" December 2002:
The Community Psychiatric Nurse contacted D and an appointment to see him was made for the
following day. He subsequently cancelled this and the appointment with the Consultant. He

stated he would prefer telephone contact and that was all that was required.

18" December 2002;

D phoned the Community Psychiatric Nurse; D said Mrs D had been advised about the threat of
Carbon Monoxide poisoning and D's dangerous driving, D stated that Mrs D had been advised
by stalf to stay away, This concerned I, and he was ndvised (o keep his appointment and see the
Consultant that day.

21" December 2002:
D was admitted informally to the acute psychiatric admission ward in Truro. This followed
threats of self-harm by Carbon Monoxide poisoning and dangerous driving, There was evidence

of alcohol intoxication in the period leading up to admission.

22™ December 2002:
D was requesting to leave hospital but was persuaded to stay.

23" December 2002:
D was demanding his discharge. The Consultant Psychiatrist made the first recommendation

for detention under the Mental Health Act, as he considered D a high risk of harm to himself and
his wife. The second medical recommendation was not made, This was considered by an
Approved Doctor (D's GP for a number of years) and he decided D could not be sectioned.

Later on 23" December 2002 D was reviewed by the psychiatric team at the ward round and was
advised to stay in hospital, The team concluded they were no longer able to legally detain him.
D subsequently took his own discharge against medical advice. The family was advised of the

risks and appropriate Community Mental Health Team support was put in place.
28" December 2002:

[ phoned the Out of Hours service, spoke to the Duty Community Psychiatric Nurse and said he
was feeling alone and vulnerable, D agreed he was not suffering from Mental Health problems.

16



29" December 2002:
D phoned the Out of Hours service and spoke to the Duty Community Psychiatric Nurse who in
turn spoke to Mrs . The details of the contact were faxed to the GP and the Community

Psychiatric Nurse.

2™ January 2003:
[ was seen by the Community Psychiatric Nurse, He was feeling low and hated being alone. He

was drinking alcohol heavily and was angry about Mrs D’s intentions.

9 January 2003:
D was seen by the Community Psychiatric Nurse; the risk of excessive alcohol consumption
was discussed, and occupational advice given. An appointment to see the Consultant Psychiatrist

wus made.

15" January 2003:

D was seen by the Consultant Psychiatrist, His mood was low and he admitted 1o excessive
alcohol consumption. An arrangement (o see a private Psychotherapist, which I wanted, was to
be organised by the team Clinical Psychologist. He confirmed he and Mrs D had not made any
efforts to seck marriage guidance.

24" January 2003:
D was seen by the Clinical Psychologist for initial assessment.

28" January 2003:
> was seen by the Community Psychiatric Nurse and requested to see the Psychologist again (o
see what form of therapy he and Mrs D could have. He requested phone contact only with the

Community Psychiatric Nurse.

3* January 2003:
D and Mrs D were seen by the Clinical Psychologist, requested private psychotherapy, and a
suitably qualified private Psychotherapist was suggested, This was confirmed to the Community

Psychiatric Nurse,

17



13" February 2003:
D phoned the Community Psychiatric Nurse. Mrs D had told him it was a eritical ime regarding
their future. He had seen two private Psychotherapists. He did not want further visits from the

nurse and preferred phone contact as and when needed.

Later the nurse got a phone call from the GP surgery expressing concern about D's Mental
Health. She phoned ID who was tearful, but noted no change in his mental state. He was advised

to keep occupied.

14" February 2003:

D was taken into custody at Newquay Police station, where he was arrested and cautioned. This
followed a series of phone calls with threats to use a gun, and an armed siege that lasted throughout
most of the previous night. He was not charged or referred 10 the Crown Prosecution Service

and did not appear in Court. He was referred for Psychiatric assessment,

The Consulunt Psychiatrist, who felt he was a danger to himself and his wife, made the first
medical recommendation for detention under the Mental Health Act. The second recommendation
wiis ot made as the second Doctor (Police surgeon and Section 12 approved Doctor) decided D
could not be sectioned; she was not aware of any risk to Mrs D, He agreed to be admitted
informully to the admission ward in Truro, but on arrival he refused to stay, was not properly

admitted and took his own discharge against medical advice,

He was persuaded to return to hospital and was taken to the Psychiatric Intensive Care Unit in
Bodmin, where he was admitted informally, He had some periods of restlessness and pestered

his relatives with phone calls, Other than this, his stay on this locked facility was relatively

unremarkable.

17" February 2003:

D was requesting (o leave hospital. Two Consultant Psychiatrists and the ward team reviewed
him. He was considered a risk to himself and his wife, He did not show signs of mood disorder
or psychosis, He wis considered as not being detainable under the Mentail Health Act and not
requiring hospital treatment. His wife was advised of the risks and advised to obtain legal
ndvice and to call the Police if threatened. The Police confirmed there were no outstanding
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charges ngainst him. His GP was informed of his discharge and Community Mental Health

Team Support was put in place. He was discharged home later that day.

21" February 2003:
A letter was received by the Trust Clinieal Psychologist confirming D was seen by his private
Psychotherapist for an extended assessment.

11" March 2003:

D attended a discharge-planning meeting with the Consultant Psychiatrist, Clinical Psychologist,
Community Mental Health Tearn Manager and Community Psychiatric Nurse/Care Co-ordinator,
His mental state was noted to be stable and he was not clinically depressed. He had abstained
from aleohol for over three weeks, he felt the worst of his erisis was over, and he was moving
on. He was happy with his medication and agreed the commitment of his new private therapist
made the Community Mental Health Team role redundant. He was happy to be discharged back

to the eare of his GP,

16™ April 2003:
['s discharge letter was sent to his GP.

20" May 2003:
Mis D found dend in London.,

21% May 2003:

DD found dead in Comwall.

28" May 2003:
Coroner's Inquest into the death of Mrs D opened and adjourned at Southwark Coroner's Court

in London.
29 May 2003:

Coroner’s Inquest into the death of D opened and adjourned at Southwark Coroner’s Court in
London.
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June 2003:

Internal Review commissioned by the Cornwall Partnership Trust,

21" October 2003:
Inquests into both deaths were held in London, at Southwark Coroner’s Court. The findings

were that between 20.30hrs on 19" May 2003 and 06.40hrs on the 20" May 2003, Mrs D was

unlawfully killed at her home, following which, sometime late on 20" May 2003 or early on 217
May 2003, at his own home in Cornwall, D took his own life whilst the balance of his mind was
disturbed.
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Chapter 4

Summary of significant critical events:

This chapter outlines the Panel’s assessment and judgement of key decisions made by others for

the critical events,

l.

On 19" November 2002 D was admitted to the Emergency Department in Treliske
Hospital, He was in an alcohol-intoxicated state, he dented having taken an overdose and
he denied having suicidal thoughts, He was monitored overnight in the Emergency
Department. On the morning of 20" November 2002, when he was sober, he was assessed

by a psychiatric liaison nurse and was discharged home,

Comments:

When the history and information that was available at the time is taken into
account, this decision seemed appropriate. The decision-making process could have
been enhanced by better communication and record keeping of the discharge

arrangements.

Late in the afternoon of 20" November 2002, he was admitted 1o the same Emergency
Depariment in an unconscious state. He was intoxicated with alcohol and had taken an
overdose of tablets. He was wreated in the Emergency Department und subsequently

stabilised on the high dependency unit.

On 22" November 2002, following psychiatric assessment, he was admitted informally.
The two medical recommendations for detention under the Mental Health Act were made,
but the application was not made, Therefore D could not be legally detaned under the
Mental Health Act. This attempt to detain D under the Mental Health Act was not
completed because he agreed o be admited informally, He was admitted to a psvehiatric

admission ward in Bodmin Hospital.

Comments:

Given the particular circumstances, available history and information, the decision
to admit informally was appropriate. The decision-making process could have been
enhanced by a joint Mental Health Act team assessment, and an independent review
of this incomplete Mental Health Act section attempt.
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On 25" November 2002, following a settled and unremarkable period in a psychiatric
acute admission ward, D was reassessed and discharged home at his request. He was

supported by the family, with follow-up by the Community Mental Health Team.

Comments:
Based on the available history and information, the decision to discharge was

appropriate on this oceasion, and adequate support arrangements were put in place.

On 21* December 2002 D was admitted informally to the acute psychiatric admission
ward in Truro, This followed threats of self-harm by Carbon Monoxide poisoning and
dangerous driving. There was evidence of alcohol intoxication in the period leading up to
admission. On 22" December 2002 he was requesting to leave hospital, but was

persuaded to stay.

On 23rd December 2002 he was demanding his discharge. The Consultant Psychiatrisi
made the first recommendation for detention under the Mental Health Act, as he
considered D a high risk ol harm to himsell and his wife. The second medical
recommendation was not made. This was considered by a Section 12 Approved Doctor

(12's GP for a number of years) and he decided D could not be sectioned.

Later on 23" December 2002 D was reviewed by the psychiatric team at the ward round
and was advised to stay in hospital. However, the team concluded they were no longer
able to legnlly detain him under the Mental Health Act. Subsequently D, against medical
advice, took his own discharge. The family was advised of the risks, and appropriate

Community Mental Health Team support was put in place.

Comments:

Based on the available history and information, the decision not to section and detain
under the Mental Health Act, and D's subsequent discharge against medical advice,
were appropriate on this occasion. The decision-making process could have
benefited from a joint Mental Health Act team assessment, and an independent

review of this incomplete Mental Health Act section attempt.
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On 14" February 2003 D was taken into custody at Newquay Police station, he was
arrested and cautioned. This followed a series of phone calls, which involved threats to
use a gun. There was also an armed sicge at his home that lasted throughout most of the
previous night. He was not charged or referred to the Crown Prosecution Service and did

not appear in Court, He was referred for psychiatric assessment,

The Consultant Psychiatrist, who felt D was a danger to himself and his wife, made the
first medical recommendation, The second recommendation was not made, as the second
Doctor (Police surgeon and Section 12 approved Doctor) decided he could not be
sectioned; she was not aware of any risk to Mrs D. D agreed to be admitted informally to

the psychiatric admssion ward in Truro,

On arrival he refused to stay, was not properly admitted and ook his own discharge
against medical advice. He was persuaded to return to hospital and was taken to the
Psychiatric Intensive Care Unit in Bodmin, where he was admitted informally. He had
some periods of restlessness and pestered his relatives with phone calls, Other than this,

his stay on this locked facility was relatively unremarkable.

On the 17" February 2003 D was requesting to leave hospital. Two Consultant
psychiatrists and the ward team reviewed him. Although he was considered a risk to
himself and his wife, he did not show signs of mood disorder or psychosis, He was not
considered detainable under the Mental Health Act, and did not require hospital
treatment. Mrs D was advised of the risks, and was advised 1o obtain legal advice and 1o

call the Police if threatened.

The Police confirmed there were no outstanding charges against him. His GP was
informed of his discharge and Community Mental Health Team Support was put in place.

He was discharged home later that day.

Comments:
Based on the available history and information, the decision not to section and detain
under the Mental Health Act, and D’s subsequent discharge, were appropriate on

this occasion, The decision-making process could have been enhanced by D being
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charged and put before the courts. The decision-making could have benefited from
a joint Mental Health Act team assessment and an independent review of this

incomplete Mental Health Act section attempt.

Discharge Meeting

The discharge-planning meeting beiween D and the Community Mental Health Trust was
held on 11" March 2003. D, Consultant Psychiatrist, Clinical Psychologist, Community
Mental Health Trust Manager and the Community Psychiatric Nurse/Care Co-ordinator
attended this meeting. The team noted and recorded that D's mental stale was stable and
he was not considered o be clinically depressed. D had abstained from alcohol for over
three weeks. und stated that he felt the worst of his crisis was over and that he was moving
on. I was happy with his medication and ngreed that the commitment of his new private
therapist made the Community Mental Health Trust role redundant. He was happy to be
discharged back to the care of his GP. The Community Psychiatric Nurse completed the

discharge letter to the GP one month after the meeting.

Comments:

Based on the available history and information, and 1)’s presentation ot the meeting,
the decision to discharge back to the care of the GP, with the provision of support by
‘private therapist’, was appropriate. The decision-making process could have been
enhanced by the Consultant Psychiatrist completing the discharge letter, and the

letter being sent to the GP within a shorter timescale,

Deaths
On 20" May 2003 Mrs D was found dead in her apartmeni in London, She had been
unlawfully killed. On 21* May 2003 D was found dead in the barn at his home. He had

taken his own life whilst the balance of his mind was disturbed.

Comments:

Both of these deaths occurred within a relatively short period of time and without
any warning. They could not have been predicted or prevented at the time, All
reasonable efforts to trace, contact and protect others were made.
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Chapter 5
General Findings Summary Analysis

The conteni of this chapter reflects the views and comments that were made to the Panel. These
findings do not reflect the Panel’s considered opinion, They were, however, used by the Panel as
key evidence, which was subject to analysis and debate. The considered opinion of the Panel is

outlined in Chapter 8.

This chapter captures the key points from the relevant body of evidence that was submitted to
the Panel. This was obtained from a range of interviews, meetings, briefings, guestionnaires
and visits. The complete list of these nctivities is outlined in Appendix 2. Some points are

contradictory and reflect different views of interviewees,

The key points in this chapter are supplementary and complementary to the analysis of NHS

clinical files (5), Police records (44), Coroner’s records (2), and the Internal Review.

In addition, this chapter contains summaries of key information and research on suicide and

homicide in Cornwall, and on education and training in the Cornwall Partnership Trust,

Key Point Summary:

The key points below are listed (o reflect the majority of views captured, and are not reproduced
in any priority order. They are based on the expressed views of individuals who were seen and
on submissions that were received by the Inquiry Panel. They reflect how certain people regarded

[ and services at different times, They are not definitive and not conclusive,

To avoid repetition the number in brackets at the end of each point represents the number of
individuals who expressed this or a distinctly similar view, The percentages have been rounded
up or down to the nearest 0,5%.

There were over 60 (100%) individual contributions to the Inquiry process,

1.  Training, awareness and access to key guidance need review. (26) (43%)

2. Interviewees did not see the internal review report. (23) (38%)
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10.
1.
12,

14,
15.
16.
17.
I8,
19,
20,
21.
22,
23,
24.
235,
26.
27.
28.
29,

3l
32,

33
34.

The transcripts and statements produced were not seen and commented on by
interviewees, (23) (38%)

Quality of content and input to meetings varies. (16) (26%)

Interdisciplinary communication in the Partnership Trust could be improved. (16) (26%)
Access o notes and record-keeping is a problem. (14) (23%)

Policy manuals are not practical, (14) (23%)

[ was not detainable under the Mental Health Act. (14) (23%)

Inter-agency communication in Cornwall could be improved. (13) (21.5%)

DD had significant levels of Health and Police Service support. (12) (20%)

Team assessments would be safer and better, (12) (20%)

Resources are a problem. (11) (18.5%)

D was a risk to himself and his wife. {(11)(18.5%)

[ should have gone to court and been prosecuted for threats and weapons. (11) (18.5%)
There is confusion about the roles of certain service areas. (10) (17%)

Most D incidents were manipulative; he was very resourceful. (9) (15.5%)

D had no psychiatric history. (9) (15.5%)

The deaths were not preventable. (9) (15.5%)

Criminal Justice System should be more involved. (8) (14%)

Hospitalisation was not conducive to a therapeutic relationship with D. (8) (14%)
Stigma and prejudice about mentally ill people affects decisions. (8) (14%)

Risk threshold, for managing escalating risk, was high in the area. (8) (14%)

['s professional status and social background influenced decision-makers. (8) (14%)
Heads of profession should be more involved in practice and policy. (8) (14%)

D had an Atachment Disorder, had a superior attitude and was hostile. (7) (11.5%)
Responsibility for D was shared, and authority to act was delegated. (7) (11.5%)
Alcohol intake affected his mood and behaviour, (6) (10%)

Clinicians are demoralised and disempowered. (6) (10%)

D had a personality disorder. (5) (8.5%)

People, certain women in particular, felt unsafe around him. (5) (8.5%)

The first D episode was alcohol intoxication not an overdose. (4) (6%)

Escorting D by car ambulance from casualty to the acute admission psychiatric ward was
good practice. (4) (6%)

History of domestic violence in this case was not significant. (4) (6%)

D was detainable under the Mental Health Act, (3) (4.5%)
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In producing this report it was considered important to use national (Safery First) and local (this
report) research data, and relate the same to this case. 1t is essential that the reader put this case

in its proper context and perspective.

Al the request of the Inguiry Panel Chair a report was commissioned by the South West Peninsula
Strategic Health Authority, and draws on data from Cornwall Partnership Trust's ‘Suicide
Database’, the National Confidential Inquiry Report “‘Safety First' (2001), and the Office of
National Statistics. This summary highlights some of the key differences between data specific
to Cornwall and the Isles of Scilly, and corresponding national data, The full report, summarised
in this section, will be disseminated by the Strategic Health Authority 1o all appropriate statutory

organisations,

Suicides

Data relating to “Inquiry cases’ for the initial Inquiry Period, April 1996 1o March 2000, was
compiled by Cornwall Partnership Trust’s Audit Department in their Suicide Database, and
national data was compiled by the Safery First Inquiry, A comparison of these sources reveals
that there were a number of notable differences between Cornwall and the Isles of Scilly, and the

remainder of England and Wales

Suicide was much more common amengst Cornish female ‘Inquiry cases’ than nationally, with
women making up 45.83% of suicides who had been in contact with Mental Health Services in
the year leading up to their death. Nationally the equivalent figure was just 34.17%. Put simply,
women make up just over a third of all Inquiry suicides nationally, whereas in Cornwall and the
Isles of Scilly, they make up nearly half.

The data shows a higher incidence of suicide amongst older female ‘Inquiry cases’ in Cornwall
und the Isles of Scilly compared to England and Wales, The most marked difference was in the
65 = 74 age range, which made up 13.86% of total Inquiry suicides locally, compared to the
national figure of 4.01%.
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National data from both the Office of National Statistics and the Safery First Inquiry report
shows that the national suicide rate peaks in younger men (6.66% of National Inquiry cases
were aged under 25: 18.15% were aged between 25 = 34), However, in Comwall and the Isles
of Scilly the rate amongst younger male Inguiry cases is markedly lower than the national one

(2.78% under 25: 12.5% between 25 - 34).

This trend is reversed in middle-nged male Inquiry cases aged 45 = 64, where the local suicide
rate was higher than the national one, 15.28% of total local Inquiry suicides were males aged
between 45 < 54, compared with 12.51% nationally, Locally, 9.72% were males aged between
35 =64, compared with 6.81% nationally. Added together, local suicides of Inquiry cases between
45 — 64 make up 25%; exuctly one quarter, of the total. This compares to 19,32% nationally,

Both these patterns can be seen consistently in the general population data released by the Office

of National Statistics (Part 4 of the report).

The most common method of suicide in Cornwall and the Isles of Scilly amongst Inquiry cases

was poisoning / overdose, whereas nationally hanging is the most common method.

Fewer suicides occurred amongst those who had been in contact with Mental Health Services in
the last week of their life in Cornwall than nationally. In Cornwall and the Isles of Scilly 15% of
suicides occurred within 24 hours of contact, compared to 19% nationally; and only 23% occurred

within a week of contact, compared to 48% nationally.

Homicides
Based on date of conviction, there were four Inquiry homicide cases in the Cornwall Partnership
Trust arca between the years 1997 and 2001, The Safety First Inquiry team reports that the

perpetrators were predominantly male,

However, more detailed information on the profiles of the four perpetrators was not available
for release, due to the small size of the figure involved. The Inquiry’s policy, in line with the
Data Protection Act, is to release information only in aggregates, due to issues of potential

patient indentifiability, The numbers for Cornwall did not make up a sufficiently large aggregate

to nllow the relense of further information. Indeed any form of analysis done on figures so small
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would not have been either statistically or clinically significant; no robust conclusions about

trends could have been drawn from such figures.

According 1o figures from the Office of National Statistics, within the general population of
Comwall and the Isles of Scilly, there were 133 murders committed between the years 1997 and

2001, Of the victims, 73 were male and 60 were female,

Four of these 133 homicides were committed by ‘Inquiry cases' (patients of Mental Healih
Services), This figure represents 3% of total homicides in Comwall and the Isles of Scilly for
the period 1997 — 2001. This compares favourably with the national figures. In England and
Wales, 9% of all perpetrators had been in contact with Mental Health Services within the year
prior to committing murder, and at least 13% had been in contact with Mental Health Services a

some point in their lives,

Education and Training Summary Analysis

As required by the Terms of Reference (see Appendix 1), the Inquiry examined the level of
education and training, This was completed through analysis of submissions and records, In
addition, individuals were asked 1o complete a questionnaire (see Appendix 6). This was based

on the relevant reference material (Appendix 3) that was used by the Panel.

Forty questionnaires were completed on the key guidance used by the Panel, in particular, those
highlighted in Chapter 7 and Appendix 3. The summary analysis is listed below,

The majority of those interviewed, and others who completed questionnaires, had:

I.  Insufficient training on policies and guidance.

2. Insufficient guidance and reference material available in the work place.

3. Insufficient level of awareness of, and familiarity with, guidance and reference material

relevant to services and staff who manage clinical cases in Mental Health care,

All interviewees were clear and familiar with their legal, statutory and professional

responsibilities,
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CHAPTER 6

Care and Service Delivery Summary Analysis

These findings were produced from detailed analysis of NHS clinical files (3), Police Records

(44), Coroners Records (2), and the Internal Review. As in chapler 5 these initial findings were

considered in depth by the Panel and were the subject of considerable debate and further analysis,

The summary findings under each heading as listed below should not be taken as a set of given

opinions or considered out of context from the rest of this report. As with chapter 5, the considered

opinion and conclusions of the Panel’s work 1s contained in chapter 8,

I.  The transter of client care between the Acute Hospital Trust and the Partnership Trust is

currently managed through processes that have evolved out of custom und practice.
Formal multi-agency guidelines on the safe management, transfer of care, and sharing of
information is required to provide staff with clarity and guidance in line with hest

practice, salety and operational policy.

2. Working in partnership, the Partnership Trust, the Ambulance Trust and the Hospital
Trust, should review the Patiens Transfer Policy 10 provide clanty and consisténcy in the
safe transportation of patients/clients between sites. See Appendix 4.

3, Muanagers and Clinicians of the Partnership Trust should familinrise themselves with, and
act in accordance to, the content and guidance within the Partnership Trust's Bed
Management Policy.

Risk_Escalation

1. The Partnership Trust, Ambulance and Police need 1o ensure that their Serious Untoward
Incident and Risk Escalation Policies are robust and implemented.

2. Within the Partnership Trust the Serious Untoward Incident policy has been revised, and

pravides a robust mechanism for reporting Serious Untoward Incidents and “near misses”
o executive management. The policy clarifies the timescales for investigation and
learning from experience. The awareness of all clinical staff needs to be raised in relation
to the existence and execution of this policy, and lessons learned should be shared within

and outside the organisation, as necessary,
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Multidisciplinary Team meetings need to ensure that risk is nssessed, recorded and the
record scrutinised for patterns of risk escalation.

Risk assessment and management tools need 1o be developed with reference ro ‘Safery
First" (DoH 2001). See Appendix 5.

The threshold of the Management of Risk needs o be reviewed to ensure that appropriate

clinical, managerinl and multi-agency sharing of risk takes place.

Rota Handoyer

The Care Co-ordination of patients during periods of leave and absence should ensure
contact is provided for high-rigk patients, and managed by the team.

The handover between medical, inpatient and out of hours services needs to be clarilied.
Handover between Respongible Medical Officers, Locums and on-call Doctors needs

review,

i L) Ll

Within the Emergency services of the Acute Trust, a formal process is required for

identifying, documenting and communication of’

. Roles and responsibilities of physicians, junior doctors, nursing staff and specialist
staff within the emergency department, particularly in respect to decision making
around discharge for patients presenting similar to D.

§ Assessment, and timing of assessments, of individual’s risks arising from
intoxication,

A review of understanding amongst staff’ within organisations with regard to clarity,

consistency and duty of information sharing within and across organisations.

General Practitioner

The recording of locum and out of hours primary care contact should be improved.

GP records are a useful source of information,

All GPs should consider training themselves up 1o the level of Section 12 approved
Doctors. Refresher training should be undertaken by current Section 12 approved
Doctors who conduct Mental Health Assessments.

The development of a local programme for the additional training and availability of

Section 12 General Practitioners.
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Care Programme Approach

The Partnership Trust is implementing a range of recommendations that have been developed

following an independent review of its policy and practice in relation to the Care Programme

Approach. This process of implementation needs 1o include:

L.

Clarity regarding the allocation of cases, including a clear rationale for the allocation
decision, and in particular the importance of the Care Co-ordinator role being taken on by
ull members of the Community Mental Health Team. No professional groups should be
able to exclude themselves from becoming Care Co-ordinalors.

A continuous process of audit and supervision to provide assurance that Care Plans are

reviewed and updated in the light of new information.

Record Keeping

The Partnership Trust's Record Keeping Policy provides clear standards for
documentation within patient health care records, in line with the Nursing and Midwifery
Council and the Medical Defence Union. Such standards should be consistent across all
organisations within the National Health Service.

An individual practitioner’s standard of record keeping/documentation should be
reviewed and discussed at supervision sessions (0 ensure contemporaneous records are
kept, and that each entry is dated, timed, signed and legible,

Contemporaneous record keeping should include verification of the sources of
information recorded, to ensure consistency and accuracy of information gathering and
sharing.

Where health care records are unavailable to provide Clinicians with the necessary
information to make an informed decision/diagnosis, a ‘near miss’ event should be
reported.

Ciuidance 1o the patient/client clinical risk assessments is available in the Partnership
Trust's Care Plan Approach. Risk assessment should be conducted as described within
the guidelines, and be a comprehensive account of the initial and subsequent assessments.
Clarity should be sought within agencies for the safe storage of any suicide letter/note thai
may be obtained during the course of care, treatment or review.

There should be a review within the Partership Trust of the process for ensuring the
unified healthcare records are available in a timely manner to stafl’ within a multi-

disciplinary team.

33



8. The Strategic Health Authority to provide guidance and policy for the sharing of
information between healthcare professionals and privaie therapists.

9. A multi-agency policy between Cornwall Hospital Trust, Police, Ambulance Trust,
Criminal Justice System, Primary Care Trusts, and General Practitioners should be
developed for the sharing of information, particularly with regard 1o the esealation of
identified clinical and non-clinical risks,

Inter-Agency

I.  Active Learning and simulation exercises should be developed and run.

2. Roles and responsibilities of custody officers, crown prosecutors and Mental Health
assessment staff need clarity.

3. Access to the Police log by the Mental Health assessment team would be helpful,

4.  The Police and Crown Prosecution Service procedures for escalation following
significant incidents involving Mental Health Service users should be reviewed.

Weapons

. Description, ownership, and legal status of weapons should be recorded and verified.

2. Multi-agency policy for dealing with weapons and reporting on disposal should be
developed between statutory agencies,

3. Multi-agency policy for removing firearm certificates should be developed.

4, Action is required when the possession of firearms and homicide risk are identified.

Audit

I. Senior Clinical Review of non-completed Mental Health Act Assessments should happen
within 72 hours,

2, There should be a mechanism for reviewing Section papers nol progressed, as there is for
reviewing completed Section applications,

Mental Health Act

I.  There should be a review process for Mentul Health Act assessments that do not result in
detention.

2. There is a sense of disempowerment of Consultant Psychiatrists when sections are not

sustained.
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3 Clarify role of Approved Social Worker in leading assessment.

4, Implement joint assessments as routine,

Team

1. All care providers, within and external w the multi-disciplinary team. must be
accountable for their involvement, attendance and communication with regards to sharing
information, problem solving and care planning of fndividual patients/clients,

2. Team meetings and multi-disciplinary meetings should have clear terms of reference and
identified membership.

3. Ward rounds, team meetings and multi-disciplinary meetings should be recorded and
minuted for monitoring, auditing and assurance purposes.

4. Team managers should ensure that team meetings, debriefing sessions and reflective
practice meetings are seen as an essential part of team building, risk management and
stuff development; and that staif attendance and active participation is seen as a priority.,
Manngers and leaders should attend clinical meetings on a regular basis, to provide
support and input appropriately,

Leadership

I, Identify Clinical Leadership in Mental Health team meetings, ward rounds, and
Community Mental Health Teams.

2. ldenufy responsible Consultant Psychiatrist for patients in service units e.g. ward,
Community Mental Health teams, specialist teams,

3. Clarify who has the deciding opinion on diagnosis and care planning and review process
for deciding this,

4. Clarity roles of clinical Professional Heads of Medicine, Nursing Psychology, and Social
Work within Trust managemenl structure,

5. Clarify clinical supervision arrangements, and time for review, reflection and
management input within ward rounds, Multi Disciplinary teams and Community Mental
Health Teams,

Planning

. ldentify Policy for conducting risk assessment for environmenial safety.

2. Mandate clear contingency planning to be recorded after Risk Assessments,
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3. Risk Assessment should be issue-specific and time bound.

Unusual Patient

1. The Partnership Trust needs to ensure that its policy and practice enables stafl (o identify
when their decisions may be influenced by service user’s social standing, wealth or
professional status,

2. Consideration needs to be given to a process that enables an overview to be maintained of
the ‘unusual patient’, through individual and team supervision, calling on expertise
outside the immediate team.

3, The Commissioners of services, the Partnership Trust and the Health and Social Care
community, need (o address the issue of stigma associated with the use of Mental Health
facilities and services, enabling service users to be comfortable with the services
provided.,

4. Alogistical difficulty in the provision of the right bed, in the right place, at the right time
needs o be regularly reviewed.

5. The Commissioners of services, the Partnership Trust and statutory services need o
review the current provision for service users identilied as having o personulity disorder,
and ensure that there is a range of appropriate services in place (o meel needs,

Notable Practice

I, The level of Health and Police involvement demonstrated that agencies fulfilled their duty
of care and showed a desire to be helpful to both D and Mrs D.

2. The stndard of medical assessments, in the Emergency Department and in Mental Health
Wards, was of high quality,

3. The Psychiatric Linison Murses” initintive in escorting the patient from Emergency
Department to the Mental Health Unit was commendable.

4. The level of persistence of the Community Mental Health Team support 10 both D and
Mrs D was praiseworthy and reflected a professional desire to be of service.,

5. The contact of I via his mobile phone was insightful.

6,  The use of GP electronic records by the Community Mental Health Team is to be
complimented.

7. The practice of siafl in the Mental Health unit checking with the Police for outstanding

charges was good practice.
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10.

1.

The ndvice given to Mrs D by a range of individuals in respect to risk was ¢clear and is
commended.

The quality of report and expertise of the Internal Review team was of a high standard,
This expertise needs o be hurnessed and disseminated accordingly.

The projects to develop unified and electronic patient records, eleetronic Care
Programming, and electronic dissemination systems for learning from experience, are
commendable and need to be supported as a priority.

The weekly executive Serious Incident meetings are commendable,
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Chapter 7
Review of Guidance and Reference Material

This chapter reviews the specific guidance and reference material relevant 1o this case and service
provision in Mental Health. As with previous chapters, it is essential that the reader consider
this section before considering the final conclusion. It is impaortani that the legislative and
statutory framewaork is understood so that this case is put in context.

Other relevant extracts and detailed reference sources for each Guidance and Reference document
used in the course of this Inquiry are contained in Appendix 3.1 and 3.2, Extracts taken directly
from published reports are reproduced in shaded boxes.

The Cornwall Partnership Trust, the Primary Care Trusts, the Strategic Health Authority, the
Hospital Trust, the Criminal Justice Agency Group and Local Criminal Justice Board (L.C.J.B),
should study and review these reports (see Appendices 3.1 and 3.2), A special annual conference
may be the best way for reviewing cases, reports and guidance.
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2,

require knowledge and tmaimj.v{u neling by members of each profession of the mﬁ ers
distinetive role and responsibilities.  Unless there are good reasony for
undertaking separate assessments, assessments should be carried out jointly
by the ASW and I[wamrl’-.';). it is essential that at least one of the doctors
undertaking the medical assessment discusses the patient with the applicant
(ASW or nearest relative) and desirable for both of them to do this,

safety First; Five-Year Report of the National Confidential Inguiry into Suicide and

Homicide by People with Mental Hlness (2001)

Suicides under Mental Health Services

Approximately one quarter of suicides in England and Wales, Scotland and
Northern Ireland had been In contact with Mental Health Services in the vear
before death; this represents around 1,500 cases per year:

Mental health teams in England and Wales regarded 22% of the sufcides as
preventable, with lowey figures in Scottand and Northern Ireland, but around three-
quarters tdentifted factors that could have reduced risk, mainly improved paiient
compliance and closer supervision,

Menial health teams more often regarded in-patient suicides ay preventable,
Dwventy-three percent of suicide Inquiry cases in England and Wales, 26% of casey
tn Scotland and 30% of cases in Northern Ireland died within three imonths of
diseharge from patient care. Post-discharge suicides were at a peak in the first 1-2
weeks following discharge,

Homicides in General Population

Around a third of all perpetrators of homicide had a diagnosls of mental disorder
based on life history; the mosi common diagnosis were alcohol dependence, drup
dependence and personality disorder.

Nine per cent of all perpetrators in England and Wales had been in contact with
Mental Health ;S'rnflcwr in the year before the offence. At least 18% had been in
cortact with services at some time. In Scotland, the corresponding figures were
substantially higher, ar 18% and 29%. These figures represent around 55 cases per

vear with contact in the previous year

41



ey Ly N gy
faw ,l."ill o

.:lll:-l.. ..'.|,'l'




3. Suicide in Cornwall

This specially commissioned confidential report, requested by the D Independent Inquiry and
cominissioned by the South West Peninsula Strategic Health Authority, should be studied and
reviewed, in conjunction with Safety First, by Cornwall Partnership Trust, Strategic Health
Authority & Local Criminal Justice Board.

4. The Duties of the Medical Director
In reviewing clinical and professional leadership issues, the Partnership Trust should consider
this report and others with regard to Mursing, Paychology and Social Work.
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Chapter 8

Conclusions, Recommendations and Commendations

Overall Conclusion

Two views emerged from the Inquiry Panel’s initial debate and analysis of this case, On the one
handl, those with Mental Health ¢linical backgrounds understood that muany of the factors identified
were likely to be general to the method of operating of the Partnership Trust, On the other hand,
other Panel members held the view that D's suicidal ideation meant there was o duty of care

from Mental Health Services.

The factors identified would have impacted on most, if not all, patients in the care of various
parts of the service over the period concerned. It was difficult to identify specific arcas that

were relevant to the very peculiar risk of suicide and homicide.

It was discussed that suicide more commonly occurs in people not in contact or in recent contact
with Mental Health Services. Evidence was presented that in 20 (100%) homicides commitied
nationally, by people in contact with Mental Health Services, in any one year period, less than 2

{(79) per year on average go on Lo commil suicide.

The Panel considered the nature of the Mental Health Act 1983 and the associated Code of
Practice. Two key points of debate emerged. Firstly, the Act requires the presence of, or suspected
presence of, a mental disorder of a nature or degree that could be weated, (The 1ssue of harm to
sell’ or others, threatened or actual, is considered separately). In isolation, the intention to self-
harm or to harm other people does not automatically mean that the Mental Health Act could, or

should, operate,

The Panel gave careful consideration to the three attempts to assess and detain D under Section
[T of the Mental Health Act 1983, Reference by some interviewees to a perceived failure to
detain is commaon o the testimony supplied to the Inquiry. Each assessment and attempt (o
detain should be viewed as a separate entity. The fact that the same conclusion was arrived at on

three separate occasions is significant,

It is a concern that those taking part in assessments did not always meet with the patient at the

sume time, Whilst the availability of information to each of the assessors may not have been
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complete, with the benefit of hindsight it is unlikely that o poor decision was made in regards to
his detention. It is significant that D was able to present himself differently, to different agencies,
at different times, It is likely that, had he been detained under the Act, he would have been

successful at appeal.

It was considered how an earlier detention of D might have affected the overall outcome, It was
considered that coercing him through the use of the Mental Health Act might have precipitated
his suicide. It was also considered that, had he not been found and subsequently resuscitated, he

would have completed suicide.

The review Panel debated a number of oceasions when a ‘near miss’ may have occurred, These
events were not regarded as ‘near misses” at the time. They may have represented missed
apportunities for potential support and supervision, which may have resulted in action by relevant

agencies to reduce those risks posed ot that time,

Expert advice sugpested D's mood appeared at times normal, high or low, and varied between
observers. His mood was variously described as reactive, tearful or with laughter. 1t is considered
that alcohol ncted as a depressant, and would have also impacted negatively on the effectiveness
of his anti-depressant. His anti-depressant was unlikely to have contributed to suicidal thinking
or impulsivity. The co-prescription of risperidone (an antipsychotic drug) was most likely to be
reducing emotional lability and impulsivity, He was unlikely to have been experiencing Akathisia
(n severe mental restlessness associated with suicidal behaviour); there was no evidence to

suppori this,

The Panel debated the nature of Adjustment Disorder, and the final diagnosis of two Consultant
Psychiatrists that D had an Adjustment Disorder with obsessional and narcissistic personality
traits. It was concluded that it would have been unusual to detain someone under the Mental

Health Act for assessment and management of these conditions.

It was considered an appropriate strategy for munaging Adjustment Disorder to offer support
through psychotherapy and counselling over a prolonged period of time to help the individual 1o
develop and adjust to new situations. It was recognised that further options existed within the

services at that time, specifically anger management. D exercised user choice in preferring a
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private psychotherapy route, and the Mental Health team, in the interest of protecting that
therapeutic alliance, accepied this, Tt was noted that D returned to some form of equilibrium
with his therapists und his wife after his discharge from the Community Mental Health Team, D
and Mrs D enjoyed over 25 years of consistency in their relationship, had been gainfully employed,
haod raised children, and had a number of friends. Whilst the term ‘psychopathic personality’
wias considered previously for D, it cannot have been severe, as there s clear evidence of him

having formed relationships.

The Panel noted clear and consistent advice to Mrs D that D was a risk to her, The Panel also
noted at least four other women in his life, relatives and therapists, who felt at risk of harm from
D, especially after they heard of the death of Mrs D, It was clear that there existed significant
dependency issues between both Mrs D and D, This meant it proved very difficult for Mrs D 1o
leave I3, to the extent that after she had decided 1o leave him and had left to set up a home in

London, she worried what she would do if he went abroad to live and work in South Africa,

Afler considerable debate and analysis of the available information, the Panel reached a consensus
that there were some areas of practice, in terms of NHS organisations and to a lesser extent the
Criminal Justice System, which could have strengthened communication and risk management,
None of these in themselves would have been likely (o prevent the outcome. To the contrary, the

balance of factors responsible for the oucome seemed to lie with D and Mrs D,

Much sympathy was expressed for the hurt and anguish experienced by the bereaved fumily and
the health professionals who had been involved in D and Mrs D's care. It is hoped that, by
addressing the issues in this Inguiry report, better understanding for the family could be arrived

at, and a more secure sensc of closure is achieved for the healih and other professionals invelved,

The Inguiry Panel concluded that it was highly likely that these tragic deaths
could not have been prevented. Deaths in particular cirenmstances such as this

case are extremely rare.
Nationally an average of three people every two years commit homicide and suicide in
circumstances similar to D, Both D and Mrs D were known to the Police and Health Service for

a relatively brief period of their lives, There was no evidence of a Psychiatric diagnosis in either
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case, and no Psychiatric history or history of Mental Health Care before November 2002, With
the agreement of clinicians, D and Mrs D had disengaged with NHS health care, and decided to
pursue private therapy, D and Mrs D were not invalved with Mental Health Services at the time
of their deaths in 2003 and had not been significantly involved for three months before then,
Inevitably, in Inquiries such ns this, there are lessons to be learnt and room for improvement is
identified. It is most important that the Panel’s conclusions are not read and considered in
isolation from the main body of the report. They must be kept in perspective and considered in

their proper context,

The Strategic Health Authority and the Cornwall Partnership Trust should consider the content
of this report. The observations and conclusions in Chapters 5, 6, and 8 should provide appropriate
detailed information for on-going action planning, Certain conclusions and recommencdations
are similar to those made in previous local reports and in Safery First (See Appendix 3). To
avoid repetition and rework, and to take account of recent changes, it will be important that the
conclusions and recommendations in this report are compared and contrasted with previous

reports, listed in Appendix 3.1,

Mote: Due to the volume of specific cross-reference, and to avoid overcomplicating this section,

recommendations are linked to chapters.

1 Multidisciplinary, Interdisciplinary Working

In the Partnership Trust clear evidence existed of services being structured and organised in a
modern and multi-disciplinary way. The quality and quantity of multi-disciplinary input and
attendance for team meetings, ward rounds, learning lessons, meetings and other critical meetings,
need review and improvement,

Note:  See Recommendation 4

2 Multi-agency, Interagency Working

Evidence exists of appropriate multi-agency working, in particular around multi-agency Planning
and Mentally Disorder Offenders meetings. No evidence existed of a multi-agency case
conference taking place for this case. Evidence exists of improved working relationships between

key agencies, in particular the Police and Mental Health services, Evidence to support the
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existence of appropriate multi-agency local operationnl forums exisis. Atiendance al certain
established forums does not seem sufficiently representative of operational personnel. There is
a lack of involvement of key practitioners and operational staff (Police officers, Custody Sergeants,
Superintendents, Domestic Violence Unit, Probation, Consultants, Community Psychiatric
Nurses, Psychologists, Social Workers, and Ward Managers) in some forums, Appropriate joint
operational forums, 10 review ‘near misses’ and exceptional und difficult to manage cases, need
1o be reviewed,

Note: See Recommendations 3, 4, 5 and 6

3 Information

During the period November 2002 to May 2003, all the relevant information about both [2 and
Mrs 1D was not available to the key decision-makers of the agencies involved, in any one place
at the same time, Knowledge and information held by the tamily, the Criminal Justice System,
and various parts of the NHS, was not recorded in the sume place or available in time to those
involved in making critical decisions. Significant work has recently been undertaken to improve
record keeping and record sharing, However, sharing records between agencies remains
problematic: sharing information between NHS organisations remains problematic; and further

work 15 needed on unified patient records within the Partner Trust

Statutory sector purtners, in particular Health, Soclal services and the Criminal

Justice system, should ensure that an infrastructure is put in place so that all

the information held can be available to the decision taker ahead of the decision

point. Sia ]

3.1 The Parinership Trust should improve access to Information by co-locating
team members, and advancing the plan for introducing electronic unified
records,

3.2 All statutory sector partners should ensure access to information is further

enhanced by identifying regular interagency forums for informal sharing
of information,

Note:  See Chapter 4
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4  Communication

In this cose. working practices, both within and between key agencies, inhibited the decision-
making process, Pressure of work, u lack of timely follow up, failure to refer buck for review to
referring personnel, and the absence of face-to-face debate during critical assessments affecied
the quality of communication and robustness of decision-making. Time lor review and reflection

on a team and individual basis seems lacking in some areas,

The quality and extent of clinical supervision and review of clinical records by mosi disciplines
needs further improvement. Communications between care providers was deficient, and

comprehensive risk assessments were not completed, or were partly completed, on some occasions.

RECOMMENDATION 4
The Partnership Trust should conduct & root and branch review of all meetings
and records to ensure:
4.1  All meetings are appropriate and approved.
4.2  Weekly multi-di&cjpllnnry clinieal meetings are established.
4.3  Weckly multi-disciplinary business meetings are established.
44 Attendance ail meetings and frequency of elinical supervision is measured.
4.5 ‘Time for review and reflection is built into meetings,
4.6 Meetings to discuss roles and responsibilities are held and professionally
facilitated.
4.7 Compliance with recording date, time and designation of entrants in the
clinical record is measured.
Note:  See Chapters 4,6 and 7

5 Mental Henlth Act

Senior Clinical Reviews of non-completed Mental Health Act Assessments did not take place.
There should be a mechanism for reviewing Section papers not progressed, as there is for
reviewing completed Section applications, There 15 a sense of disempowerment of those

mvolved when sections are not sustained.

It 15 important that GP training and qualification for Section 12 approval is maintained to

ensure consistency of application of the provisions of the Act.



RECOMMENDATION 5
The Provider and Commissioning Trust should review Mental Health Act

arrangements to ensure that:

5.1  Menial Health Act assessments, which do not result in the detention, should
be reviewed within 72 hours.

5.2 Mental Health Aet joint assessments should be introduced within 12
months.

5.3 GPs should consider training themselves up to the level of Seetion 12
approved Doctors,

5.4 Current GP Section 12 approved doctors should consider undertaking

appropriaste refresher courses,

Nore:  See Chapter 6

6 Range and Location of Services:

The variety of locations used for assessments, especially those carried out in response (o a crisis,
presents significant logistical problems. In particular, having the right people and the relevan
information available at critical times, in the same location where the patient is being assessed,
Changes over time, affecting the diversity and location of services, have also led to a lack of

understanding, and confusion about the role and function of certain services.

The parlnemﬁi.p Trust should review and update its information on services,
and ensure a booklet is available in all its work places and relevant work places
of partner organisations, in particular the Police, Social Services, Hospital Trust,
and to ﬂ‘m public. |

Note:  See Chapter 6

4 Roles and Responsibilitics
A lack of clarity and understanding existed within disciplines, between disciplines and between

agencies.

In this case, there was extensive and high quality Health Service involvement from Community
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Psychiatric Nurses. The quality and level of medical input was high, although continuity of
medical input was lacking on some occasions. The quality of input from the Emergency
Department and Ambulance staff was high, both in terms of care and risk management. The
involvement and input of Psychology was limited to consultancy advice, and Social Work was
limited to Mental Health Act assessments,

Responsibility and authority to act was not elear in certain areas, and practice did not appear to
reflect policy on all oceasions. The role and involvement of the Professional Heads and Clinical

Leaders in the Trust appears limited in certain areas of policy, practice and management,

In the Criminal Justice System the Police were significanily involved and numerous efforts
were made to deal with events. The involvement and records of the Police also seem to have
been of high quality. There was no evidence of any appropriate involvement with the Crown

Prosecution Service, the Courts, the Domestic Violence Unit, or Probation services,

RECOMMENDATION 7

The Partnership Trust should setup a series of professionally fucilitated meetings

and workshops to ensure:

7.1  Roles of all disciplines in multi-disciplinary teams are clear and
understood. The roles of clinicians and managers in management and
leadership are clear. An annuoal review should be standard.

7.2 The Partnership Trust, in association with Social Services and the Criminal
Justice System, sets up a series of meetings and workshops to consider
this area of the report, build on existing good practice, and enhince
working relationships. Annual reviews should be standard.

Naote:  See Chapter 6

8  Policies and Procedure
Considerable work has been andertaken 1o review and update policies in the Partnership Trust,
Eight substantial Trust manuals of considerable weight were presented to the Panel for reference.

In ward areas two manuals appeared common, each one substantial in weight and volume. In



crisis assessment locations, such as Custody Centres and Emergency Departments, no manuals
or guidance was readily available; practinoners were dependent on their memories and experience.
Practical guides are required, which need to be in hand or pocket book form for Clinicians, The

stvle and content of documentation needs further improvement.

Transport, escort und hand-over arrangements for moving Mental Health patients within and

between agencies and areas require review,

RECOMMENDATION 8
The Partnership trust should build on the extensive work it has carried out so
that:
8.1 Each policy has a single front sheei that defines and describes
8.1.1 The context for the policy,
8.1.2 Any referral or relationship elements in a diagram or chart.
H.1.3A summary of the main points of the policy in bullet points.

8.2 Policy manuals are produced electronically and in hard copy, as practical
guides, in handbook or pocket book form, and are updated as needed or
annually s a minimum. ‘These should be available to all staff in the work
place and in other organisations where mnﬁ' curry oul work.

Note:  See Chapters 1 and 6

9 Education and Training

Evidence of training and education exists within the area between agencies and within the
Partnership Trust. Despite this, the majority of those interviewed had not ensured that they had
auended sufficient training on relevant policy and guidance, They did not have sufficient relevant
guidance readily available in the work place, and did not appear familiar with an appropriate
amount of guidance and reference material relevani to services and staff who manage clinical
cases in Mental Health Cure.  All interviewees were clear about, and familiar with, their legal,

statutory and professional responsibilities.
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RECOMMENDATION 9

The Partnership Trust should ensure thai:

9.1 Edudqtlbn and training programmes should be evidence based and
research led.

9.2 Appropriate reporis and guidance (as in this report) are integral to training
programme development and course materials.

9.3  That management and leadership programmes deal with the cultural and
other dynamics ;aaﬁpc:lhtqd with this and other reports.
Note:  See Chaplers 5 and 6

10 Risk Management
There appears to be a lack of joint agency review and appraisal of critical incidents and ‘near
misses’ for this case. The threshold and tolerance levels for coping with risk seem high in all

agencies.

In the Partnership Trust (also o some extent the Police and Ambulance services), policy and
practice seems (o differ when denling with escalating risk. in particular where weapons, violence
{actual or threatened), and self-harm (actual or threatened) are involved. Risk assessment tools
require urgeni and ongoing review. There is a need for an evidence based risk assessment tool
that is responsive to the needs of service users whilst being straightforward to use by frontline
staff. In this case the risk assessment tools that did exist were rarely completed in full, Denling
with escalating risk s also an issue for further consideration by the Police and Ambulance

SEIVICES,

Practical joint guidance and tools are required for clinicians and Police officers to refer to during
Mental Health assessments, The Local Criminal Justice Board should, in liaison with other
agencies, review current legislation and policy for dealing with cases like this. It should also

consider and review new and emerging policy and procedures to protect vulnerable adults,
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RECOMMENDATION 10

The Strategic Health Authority, The Criminal Justice Agencies Group and Local

Criminal Justice board should build on recent good practice and collaborate

further with all relevant organisations to ensure;

10.1 More effort is put into creating confident organisations that wills
¢ Improve and share learning.
¢  Reduce risks and modify the threshold for dealing with violencé and

danger.
¢  Increasing public confidence that we learn.

10.2 Joint team assessments under the Mental Health Act are undertaken, and
joint Health and Criminal Justice responsibility is i@ssumed for nssessing
and taking action in cases like this,

10.3 Joint team assessments under the Mental Health Act should be introduced
within 12 months. Mental Health Act Assessments that do not result in
detention should be reviewed within 72 hours. (See also conclusion nnd
recommendations at 4 above).

10.4 The development of an appropriate Risk Assessment Tool (See Appendix
5), and ensure clinical stalf are aware of the profiles for most high-risk
individuals, and differing local trends from local and national research.

Note:  See Chapters 6 and 7

11  Stigma and Prejudice

Evidence of stigma and prejudice against those with mental health problems exist locally. This
affects people with mental health problems, their families and the quality of service provision,
It is accepted that this is a “national disease’ and a major political and social problem throughout
society. Locally, the wider sociely and community issues need to be addressed by all agencies

on a long-term basis.
In the short-term, specific challenges for organisations and agencies, for example Police custody

and Casualty assessment areas, need 1o be addressed through further improvements to joint

working, and through regular joint review.
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In the medium 1o long-term, susiained joint education and training on an ongoing basis is essential,
A countywide strategy to deal with stigma and prejudice should be produced and agreed with all
appropriate local agencies,

12 Commendations

In the course of the Inquiry's work, a number of notable practices were identified us praiseworthy

and o be encournged, These are listed below and are not in any priority order. The commenis

in this report should be fed back to those responsible for, and involved in, these practices, We

encourage all appropriate individuals and organisations to share good practice and learning.

1. The level of Health and Police involvement demonstrated that agencies fulfilled their duty
of care and showed a desire to be helpful to both D and Mrs D,

2. The standard of medical assessments, in the Emergency Department and in Mental Health
wards, was of high quality.

3. The Psychiatric Liaison Nurse's initiative in ¢scorting the patient from Emergency
Department to the Mental Health Unit was commendable,

4. The level of persistence of the Community Mental Health Team support (o both D and
Mrs D was praiseworthy and reflected a professional desire to be of service.

5. The contact of D via his mobile phone was insightful,



6. The use of GP electronic records by the Community Mental Health Team is to be
complimented.

7. The practice of staff in the Mental Health unit checking with the Police for outstanding
charges was good practice.

8  The advice given to Mrs D by a range of individuals with respect to risk was clear and is
commended,

9, The quality of the Report and the expertise of the Internal Review team were of o high
standard. This expertise needs to be hamessed and disseminated accordingly.

10, The projects to develop unified and electronic patient records, electronic Care
Programming, and electronic dissemination system for learning from experience are
commendable and need to be supported as a priority.

11.  The weekly Executive Serious Incident meetings are commendable.
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Appendix 1
TERMS OF REFERENCE

External Inquiry into the Care and Treatment of D

The remit of the Inquiry, discussed and agreed with the Chief Executive of the South West

Peninsula Strategic Health Authority, is as follows,

. With reference to the homicide that occurred in May 2003, to examine the circumslances
of the weatment and care of D by the Mental Health Services, provided by Cornwall

Partnership NHS Trust, in particular:

I.1  The extent to which D’s preseribed treatment and care plans were;
(a) Documented.
(b) agreed with him,
(c) communicated with and between relevant agencies and his family,
(d) carried out, and

{e) complied with by D.
1.2 The quality and scope of his health, social care and risk assessments.

1.3 The appropriatencss of his treatment, care and supervision in respect of any of the
following that 1s relevant:

(a)  His assessed health and social care needs;

{(b)  His assessed nsk of potential harm to himself or others, and the associted
risk management planning arrangements;

(e)  Any previous psychiatric history, including drug and alcohol abuse;

(d)  The number and nature of any previous court convictions;

(e) Statutory obligations, national puwidance (including the Care Programme
Approach HC(90)23/LASSL(90)11, Supervision Registers JSG(94)5, and the
discharge guidance HSG(94)27) and local operational policies for the
provision of Mental Health Services,

2. To engage in a process of Root Cause Analysis as a basis for the External Inquiry. In

doing this appoint o panel (o undertake the review process,
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6.

To examine the appropriateness of the training and development of those involved

in the care of D,

To examine the adequacy of the collaboration and communication between the

agencies involved, or in the provision of services to him.

To review the internal Inquiry into the care of D; examine the process and

robusiness of the final Internal Inquiry report.

To prepare a report on and make recommendations as appropriate to the South West

Peninsula Strategic Health Authority,

Documentation

The following schedule of documents will be used by the Panel in undertaking its

Inguiry:

7.1 All medical records relating to D and Mrs D, including all hospital records
whether as an inpatient or outpatient, GP records, all records prepared by any
other Doctor or Nurse, registered or non registered practitioner, or other
professionals involved in his/her care.

7.2 Alldocuments in the possession of the Social Services Department relating to
D.

7.3 Alldocuments in the possession of the Police relating to the investigation inio
the death of Mrs D, and the subsequent coroner investigation,

7.4 All documents in possession of the Home Office relating 1o D,

Timescale

It is anticipated that the external Inquiry report will be published in early 2005,
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Appendix 2
Witnesses Interviewed by The Panel

In advance of appearing to give evidence received a letter that enclosed the Terms of Reference
and a list of questions to answer, Witnesses were invited to bring with them anyone they wished
to accompany them. Each witmess was informed of the Terms of Reference at interview, and
informed that they would receive o written summary of the interview for them to sign.

All Inquiry interviews were held in private with the witness, and no more than three panel
members present.

Information and evidence was also obtained from a number of individuals during a series of
meetings, interviews and visits,

W - Witness O - Other individual
W [NAME & QUALIFICATION,

Hridges Dr V.

W MBCHB, MRC. psych, Consultant Psychiatrist
Cantwell G Mr,
W RN. RMN, Dip Hosp & Health Community Team Leader

Adminisiration,

L Il-l'lal.l:ll\ll|ill.::1:l:.-'::: I.,l':, |.I..:.|"|'. ||“':|".-.‘I :..I'I.i;-:'l:lll'..' Lllll.'.".::l.'

'Clﬂ:fﬁpwnﬁmmﬂnwn&mmmt
Crown Prosecution Service

Gp
|'. il

Gabert § (Mrs)*




BA (Hons)

W Milton M (Mr)
Oxford D (Mr)

w Spry D (Mrs)RMN

Taylor V (Mrs)
W | RMN, RGN, RCNT, Bsc.Hon,
RSA Certificate in Counselling,

0 Toer Dr C *

Psychiatric Intensive Care Unit

B.Tech. (hons); M.Psychol. (elin),

Coimitiunity Peychintriec Nurse

m:w Chiel Exceutive, Cormwall Partnership
sl

Assistint Chiel Constnble, Devon & Carnwall
Constubulary,

Director Social Services




0 Yates Dr W Independent Consultant Psychintrist







Appendix 3.1
REFERENCE MATERIAL AND SOURCES OF DOCUMENTS

1.2
1.3
1.4
1.5
1.6
1.7
1.8
1.9
1.1
11
1.12

.13

1.3
l.4
.5
1.6
1.7

RECEIVED AND REVIEWED

Documents relating to D and Mrs D

GP Case notes

Mental Health records — Cornwall Partnership Trus

Inpatient Records - Royal Cornwall Hospital Trust

West Country Services Ambulance Trust Records

Police Statements

Coroner’s Reports

Staff Interviews

Panel Agenda and Papers

Internal Review Inquiry Report, statements, files and policies

Inquiry correspondence file

Inguiry Chair File — Statements, questions and notes

Inquiry Chair File - Reference file for: Trade Union & Staff Associations, Review of
Psychiatric Intensive Care Services. Independent Inquiries afler Homicides, Publicity,
Financial Statements, Sickness Records. Organisational Charts, Operational Policies
Longreach, Guides to Services

Inquiry Chair File = Panel notes of visits and meetings

Reference Material

Managing the latrogenic Risks of Risk Management — Jonathan Baert Wiener, Duke
University

Suigide & Homicide in Cornwall - Report by Devon Partnership Trust, V Fistzsimons &
G Ryder, November 2004

Root Cause Analysis — Delegates Workbook GCS Tramning Ltd

Code of Prictice — Mental Health Act 1983

Natienal Suicide Prevention for England ~ DoH 2002

No Secrets — DoH and Home Office

The Code for Crown Prosecutors = Crown Prosecution Service 2000
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1.8 Working together for Justice — Criminal Justice System, Home Office, CPS, Department
for Constitutional Affairs 2004

1.9 Policy for Prosecution Cuses of Domestic Yiolence — Crown Prosecution Service 2001

110 Inguiry Chair File - Reference and Guidance notes

.11 Review of Psychiatric Intensive Care Services within CPT ~ Comwall Partnership Trust

1,12 Equity. Fairness and Support in the Workplage - Comnwall Partnership Trust

.13 Clinical Policies and Procedures - Cornwall Partnership Trust

1,14 Corporate Policies and Progedures - Cornwall Partnership Trust

I.15 Human Resource Policies - Cornwall Partnership Trost

1.16 General Health & Safety Policy and Operating Guidelines - Cornwall Partnership Trust

1.17 Internal Review - Cornwall Partnership Trust

1.18 Policy Framework - Comwall Partnership Trust

1.19 - i - | erenc
National Patient Safety Agency 2004

1.20 i - pe i

.21 Multi-agency Audit Repori — Cornwall County Council 2004

1,22 Building a Safer NHS - Implementing an Organisation with o Memory 2001

1.23 The Duties of 4 Medical Dirgctor — The British Association of Medical Managers 2001

.24 Safety First - Five vear report of the National Confidential Inquiry into Homicide by
People with Mental llness - DoH 2001

1.25 A Protocol for the Investment & Analysis of Clinical Incidents — Clinical Risk Unit and
ALARM University College London [999

1.26. An Organisation with a Memeory — Report of an expert group on learning from adverse

events in the NHS, Chaired by the Chief Medical Officer 2000
1.27 Counter Fraud and Security Management Services — A professional Approach to Root
Cause Analysis, Department of Health 2003

1.28 Preliminary Survey Results — Transfer policy to mental bealth units - Devon Partnership
Trust 2004,

3 Other Inquiry Reports
2.1 Repon of the Independent Inquiry into the Care and Treatment of a patient known as S,
2.2 Report of the Independent Inquiry into the Care and Treatment of a patient known as H.

2.3 Report of the Independent Inquiry into the Care and Treatment of a patient known as X,
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Appendix 3.2
Extracts from Reference Material

1. An Organisation with a memory: Report of an expert group on learning from adverse
evenls in the NHS, chaired by the Chief Medical Officer, first published by the
Department of Health in 2000,

The reader is encouraged to cross-reference and peruse the full executive summary in the above
report,
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Building a safer NHS for patients: Implementing an organisation with a MEmory,
published by the Department of Health in 2000.
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3. The Root Cause Analysis System and Incident Decision Tree: Exploring incidents and
impmvm,g .rqur. publlshnd by thu National Patient Safety Agency 2004,

i : II.k"I JI"I'I'I"I.."J I! '.-'-‘1‘.[;"[’-’;"‘.’ A3
e L L gl B “,',,.-'J,\’_."\.,-'.,-

4. A Professional Approach to Managing Security in the NHS: A report produced by the
NHS Counter Fraud and Security Mananament Service. Published hy thn DuH in 2003,
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6. No Secrets: Guidance on developing and implementing multi-agency policies and

procedures to protect vulnerable adults from abuse. Published by the DoH and Home
Office,




7. Managing the latrogenie (eare-induced) Risks of Risk Management: Article by Jonathan
Baert Wiener, submitted by Mr A Wainwright.
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8. A Protocol for the Investigation and Analysis of Clinical Incidents: Clinical Risk Unit and
ALARM (Association of Litigation and Risk Management), published by the University
College London and The Royal Society of Medicine in 1999,
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Appendix 4

A Survey of Contemporary Practice
— Transferring Mentally 11l People from Emergency Departments
to Acute Mental Health Wards.

Background

The Devon Partnership Trust receives acutely mentally ill patients following their presentation
o the Emergency Department (ED) at the adjacent acute trust, the Royal Devon and Exeter
Hospital. The issue of best method of safe transfer was raised as part of developing best practice

for a pathway of care from ED to the acute mental health wards.

Safe transfer would be the least restrictive mosi cost-effective means of transferring people
from ED to the mental health ward, No current policy for transfer exists. Ambulance, Police,
Acute Trust and Mental Health Trust could all think of reasons why there were risks associated
with the various means employed, These include the patient walking from A to B, ambulance
transfer, police vehicle transfer, private transport, variously escorted by approved social workers,
relatives, friends, mental health nurses and doctors, sometimes following mpid tranquillisation

or sedative medication.

Aim
To identify acute trusts in England with current policies and ask them (o send a copy to Devon

Partnership NHS Trust.

Method
To establishing best contemporary practice, a lilerature review of medline and embase was

conducted using the search terms: accident and emergency, transler, mental health; emergency
psychiatry, mental health; transfer mental health: transfer psychiatry. We found limited literature,

mainly addressing the transfer of forensic patients between secure mental health sites.

This apparent gap in the literature is used as a basis for conducting a telephone survey of current
best practice across 120 Acute NHS Trusts in England.

The telephone interviews, designed to be brief, are to be conducted by the liaison psychiatry

service clinical team members as part of their commitment to research and development, supported
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by the small grants scheme from the R&D Directorate in the Devon Partnership Trust, The
interviews are being conducted at the time of writing, January 2005,

The project officer identifies each trust with an accident and emergency department from the
NHS Directory. A telephone call is made to the senior nurse or clinical manager on duty who
would have responsibility for the care of mental health patients assessed in the department and
could be expected to know if the trust had a policy for the transfer of patients (o the menial
health acute inpatient environment, The purpose of the cull, namely to survey contemporary
UK practice to develop local policy and 1o publish the lindings, is explained and consent sought
for the interview to proceed. In addition supplementary questions are asked about general current
practice for informal patients and patients detained under the mental health act, risk assessment
for absconding, harm to self and harm to others, and the usual methods of transfer. Finally the
recipient is asked how they would currently transfer a standard patient:
"A 40 year old male with mania, verbally aggressive and threatening, under section

of the mental health act, having received 2mg lorazepam,

Notes are made of any supplemental comments made and the name and role of the interviewee

is recorded.

Preliminary Results regarding transfer policy
So far telephone interviews with 26 Acute NHS Trusts across England have been held, 21

(80.77%) have no policies for the transfer of patients to the mental health acute inpatient units.
Five (19.23%) responded ‘yes'. Of this group, four were unsure of where to find the policy, one
Trust provided a Trust website address where such policy was available, but this information

could nol be aceessed,

The survey is progressing and will assess 120 Acute Trusts in total.

D, C.Antwi

Project Officer
SHO to Dr Peter Aitken
Consulant Liaison Psychiatrist
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Appendix 5

Characteristics of Suicide and Homicide to be considered in the
Development of risk tools.

Extracts from:
“SAFETY FIRST' Five-Year Report of the National Confidential Inquiry into Suicide and
Homicide by People with Mental lllness (DOH 2001)

Charneteristics: Suicide

Approximiately one quarter of suigides In Englund
anel Wales, Scotland wid Northern Ireland had been
in contact with mental health services in the year
before death

Contact with menial health services

Access 1o medicntion The commonest methods of suicide were hanging
pngd self-poisoning by overdose.

Younger suicides moie ollen had o history of ;
w schizophrenia,

e personality disorder,

s drug or aleohol mususe, and

s violence.*

History of schizophrenia, perdonality disorder, drug ar
aleohol misuse, and violence

Must people with schizophrenin wha committed
Employment, and Marital Status suicide were unemployed and unmarried, *

Four per cent of suicides were the lone carers of

RS 7 . :
Lone carers of children chilldren. *

Mental health teams in England and Wales
regarded 22% of the aulcides ns preventable, with
lower figures in Scotlond and Northern Ireland, bt
wroind three-guarters identified fctors that couled
have redueed risk, mainly improved patient
complinnee and closer supervision,

Complignce with medication
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Characteristics: Homiclde

Significant mentul disorder based on life history

Arounid a third of all perpetrators of homicide had
n diagnosis of mental disorder bused on life
history; the most comimon dingnmoses were

& dleohol dependence,

s drug dependence,

& personulity disorder,

History of deiention in hospinal

Seven per cent of people convicted of homicide in
England and Wales, and 6% in Scotlund, were
committed to psychiarie hospital,

Sehlzophrenia

Five per cent of all perpetrtors of homicide in
England and Wales (7% of those with a psychiatric
report), und 2% in Scotland, hid a disgnosis of
schizophrenin.

Personality Disorder

Nine per cent of people convicted of homicide hud
u dingnosts of personality disorder, *

Aleohol and drugs

Alcohol and drugs were more likely o contribute
10 the offence in people convicted of homicide who
were nol mentally {11 *

Estimation: of violence

At final service contact, both immediate and long-
term fisk of violence were estimated to be low or
ubsent in over 75% of cnses.

Percelved preventability

Associated with schizophrenin, non compliance,
recent contnct and higher estimations of risk at
final contnet

* Refers 1o findings that apply to England and Wales only.
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PLEASE INDICATE IF YOU HAVE READ, HAVE HAD READILY
AVAILABLE AND HAD TRAINING ON THE BELOW.

PLEASE ANSWER: YES 0O ¥

NO [0 LEAVE BLANK
Have You Readily Had Any
Read It Avallable  Training
For You On It
1 Safety First = 5 year Repont Homicides and Suicides . a 0
2  Organiaation with 8 memory O ) (|
3 Building a safer NHS for patients ) (W 0
4  Natlonal Suicida Prevantion Strategy 0 (] a
5  Duties of Medical Diractor (For madical staff only) O ] ]
6 Protecting your NHS (m (m o
7 Intemnal Review Into the Care and Treatment of PG | O |
& Mental Health Act (] (| ]
g  Trust Palicy Manuals (x2) o m O
10 Exlemal Inguiry Terms of Referance (] o ]
11 Guidance on Discharga of Mentally Disordered
Paople HSG (94) 27 o ] O
12 Guldance on Supervision Reglster JSG (94) 5 O a
13 Guidance on Care Programmes Approach
HC (90) 23 / LASSL (980) 1 O (] a
14 Pravious External Inguirias
(H) m o o
(8) O o ]
(%) ! o 0
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