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1. Investigation Team Preface

1.1 The Independent Investigation into the care and treatment of Mr. BM was
commissioned by Newham Primary Care Trust in accordance with HSG (95)27* as
amended in June 2005. This investigation was asked to examine a set of
circumstances associated with the death of Mr. Tom - Louis Easton on 15
September 2006. Mr. BM was subsequently arrested and he pleaded guilty on the
basis of diminished responsibility as the perpetrator of this offence. He is currently a
patient at Broadmoor Hospital.

1.2 Mr. BM received care and treatment for his mental health and substance
misuse problems from the East London and the City Mental Health NHS Trust
(ELCMHT). His accommodation at the time of the homicide was at a small supported
hostel facility funded by the London Borough of Newham. It has been necessary to
examine the treatment and care Mr BM received since December 2003 up to 15
September 2006 in order to fully understand all the circumstances surrounding the
homicide.

1.3 The purpose of this Investigation is to learn any lessons that might help to
prevent any further incidents of this nature, and to help the North East London
Mental Health NHS Trust (now the East London NHS Foundation Trust [ELNHSFT])
and its partner agencies to improve their services and to share the lessons across
the NHS.

1.4 Those who attended for interview to provide evidence were asked to give an
account of their roles and provide information about clinical and managerial practice.
They have all done so in accordance with expectations. We are grateful to all those
who gave evidence directly, and those who have supported them. We would also like
to thank the Trust’'s senior management who have granted access to facilities and
individuals throughout this process. As a result, the Independent Investigation Panel
has been able to reach an informed position from which we have been able to

formulate conclusions and set out recommendations.
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2. Condolences to the Family of Mr. Tom - Louis Easton

2.1  The Independent Investigation Panel would like to extend their condolences to
the family and friends of Mr Tom - Louis Easton, and in particular to Mrs Altaras, his
mother and his step-father Mr Sinclair. The Panel sincerely hope that this Report will
help to address any issues that have remained unresolved to-date.

3. Mr. Tom - Louis Easton

3.1 The Independent Investigation Panel would like to thank Mrs Dolores Altaras
and Mr Peter Sinclair for their help in meeting the Independent Investigation Panel
and talking about Tom - Louis Easton and his love of music. They have kindly added
the following details about him and their sense of loss.

3.2 Tom - Louis Easton was 22 when he died as a result of stab wounds on 15
September 2006.

3.3 He was an only child but he left behind a long and painful list of suffering
people: a girlfriend, three half sisters and one half brother, a father, grandparents
and six uncles, twenty-five cousins and a staggering amount of friends, who are all

still traumatised.

3.4 Tom - Louis Easton wanted to be a musician since the age of seven when he
picked his first guitar. His passion for music carried him through his studies and he
graduated from the School of Audio Engineering in 2005 determined to have his own
production company and recording studio. His determination coupled with his ability
to see the talent and potential in young people got him a job teaching young people
music and recording technology at EC1 Music Project, a studio set up by The
London Borough of Islington to help disadvantaged young people.

3.5 As a result of Tom - Louis Easton’s murder, Mr Sinclair and Mrs Altaras and
other family and friends have set up a charity called the Tom Easton Flavasum Trust
(Registered Charity 1120245) to try and prevent similar tragedies like this happening
again, and to raise awareness of the dangers of carrying knives. The Trust has been
named after the music label Tom - Louis Easton created to record his first track.
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4. Executive Summary

Incident Description and Consequences

4.1 Tom - Louis Easton was working in the EC1 Community Music Studio in East
London when Mr BM visited the studio with a friend. After being there for some time
he attacked Tom - Louis Easton with a knife and stabbed him several times causing
his death. Mr BM left the studio and returned to his hostel where he had a
confrontation with one of the care staff whom he assaulted. He was arrested the next
day.

4.2 At the Court Case Mr BM pleaded guilty to manslaughter with diminished
responsibility and was sentenced to an indefinite hospital order and was placed at
Broadmoor Hospital where he still resides.

Background to the Independent Investigation

4.3 The Health and Social Care Advisory Service was commissioned by Newham
Primary Care Trust and NHS London to conduct this Independent Investigation
under the auspices of Department of Health Guidance EL (94)27, LASSL(94) 27,
issued in 1994 to all commissioners and providers of mental health services. In
discussing ‘when things go wrong’ the guidance states:

“in cases of homicide, it will always be necessary to hold an inquiry which is
independent of the providers involved”.

4.4  This guidance was slightly amended the following year and the particular
paragraphs in the guidance relating to ‘when things go wrong’ further amended in
2005.

4.5 The purpose of an Independent Investigation is to thoroughly review the care
and treatment received by the patient in order to establish the lessons to be learnt, to
minimize the possibility of a reoccurrence of similar events, and to make
recommendations for the delivery of Health Services in the future, incorporating what
can be learnt from a robust analysis of the individual case.
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Terms of Reference

4.6 “The Independent Investigation Panel should undertake all the tasks listed
below in order to produce a detailed report on the care and treatment Mr BM
received and making recommendations to help ensure that any mistakes made will

not be repeated in the future.
Stage 1

Following a review of clinical notes and other documentary evidence the

Independent Investigation Panel will:

review the Trust’'s Internal Investigation and assess the adequacy of its
findings, recommendations and action plan;

review the progress that the Trust has made in implementing the action plan;
agree with the Primary Care Trust any areas (beyond those listed below) that

require further consideration.

Stage 2

a) to examine the mental health care received by Mr BM in the context of his life
history, taking into account any issues raised by cultural diversity which
appear to be relevant in order to obtain a better understanding of:

the extent to which Mr BM’'s care was provided in accordance with
statutory obligations, relevant guidance from the Department of Health,
including the Care Programme Approach HC (90) 23 and local operational
policies;

the extent to which Mr BM'’s prescribed care plans were effectively drawn
up, delivered and complied with by Mr BM;

the appropriateness and quality of any assessment, care assessment plan
and supervision having regard to his past history to include:

diagnosis;

medication;

monitoring by health and social care staff;

O O O O

staff responses to service user and carer concerns;
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o0 involvement of Mr BM and his family in the drawing up and
appropriateness of his care plan;

0 range of treatments and interventions considered,;

0 social care interventions;

o reliability of case notes and other documentation.

his assessed risk of potential harm to himself and others, by compiling a
comprehensive chronology of the events leading up to the homicide. This
should specifically include:

o the risk of Mr BM harming himself or others;

o the training of clinical staff in risk assessment;

0 the systems and procedures in place during the period of Mr BM’s

contact with services;

the effectiveness of interagency working, including communication
between the mental health services and other agencies, with particular
reference to the sharing of information for the purpose of risk assessment
and for appropriate accommodation and care.

review and assess compliance with local policies, national guidance and
statutory obligations including (where relevant) the appropriateness of use of
the Mental Health Act 1983 regarding admission, discharge and the granting
of leave, and compliance with Human Rights legislation;

consider any other matters arising during the course of the External
Investigation which are relevant to the occurrence of the incident or might

prevent a re-occurrence;

use root cause analysis as appropriate for the purpose of enabling lessons to
be learned;
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e) ensure that any action plan and recommendations take full account of the
progress that health and social care services have made since the completion
of the Internal Investigation Report;

f) consider such other matters as the public interest may require;

g) inrelation to the incident to involve:
the victim’s family as fully as is considered appropriate;

the perpetrator’s family as fully as is considered appropriate.

h) prepare an Independent Investigation Report for the Primary Care Trust;

i) work with the Primary Care Trust in the period between the delivery of the
Investigation Report and its formal publication.”

The Investigation Team
4.7 The Independent Investigation was undertaken by the following Panel of
professionals who are independent of the healthcare services provided by the East

London and the City Mental Health HNS Trust (Now East London Foundation NHS
Trust) and the Newham Primary Care Trust:

Chair and Investigation Lead

lan Allured HASCAS Director of Adult Mental Health

Members of the Panel

Dr Susan O’Connor Consultant Psychiatrist

Tina Coldham HASCAS National User Development Consultant
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Sharon Dennis Former Director of Nursing, and Regional Co-
Director at the Royal College of Nursing.

Charles Holloway HASCAS Associate and Lay Member of the Panel

Independent Advice

Paul Grey Independent Management Consultant and service

user adviser on cultural and diversity issues

Ashley Irons Capsticks (Solicitors)

Findings and Conclusions

4.8 The Independent Investigation Panel examined all the evidence and
concluded that there were four main contributory factors leading to the homicide of
Tom - Louis Easton at the EC1 Music Project on Friday 15 September 2006.

Contributory Factor 1: CMHT Workload, Staffing and having 75 Cases managed
through the Duty System.

Workload — the Independent Investigation Panel heard conflicting evidence
about the workload of the CMHT working with Mr BM, but no conclusive
evidence was obtained as the figures supplied did not analyse the complexity
of the total caseload.

Staffing and Duty - The North West Newham CMHT was the only one of the
four CMHTs in Newham to adopt a Duty Caseload due to the pressure of
work and the absence of three members of staff due to sickness and
attending training courses. Mr BM was one of the cases held on Duty. This did

10
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not affect his attendance at the depot clinic at the CMHT, but it did mean that
unless he called at the CMHT he would be seen only once a month by a
member of staff at the CMHT.

4.9 The Independent Investigation Panel considered that whilst the changes in
staffing and being held on ‘Duty’ were far from ideal, Mr BM did appear to be more
settled during this period. More probing by staff might have given the opportunity for
detecting a worsening state but even then, symptoms may or may not have been
elicited. Staff at Able Housing did see Mr BM regularly and had not noticed any
deterioration in his mental health until the evening after the homicide. The
Independent Investigation Panel considers that the actual outcome could not have

been predicted.

Contributory Factor 2 : Internal Communications within the CMHT

4.10 The workload of the consultant psychiatrists required them to cover the
inpatient wards and the CMHTs plus other duties leaving only two sessions a week
for them to be part of the CMHT, (two sessions equating to one day). Less senior
medical staff within the CMHTs undertook the medical reviews. Communication
between the consultant psychiatrist and the social worker could have been better,
but this was not seen as a direct causal factor. The Independent Investigation Panel
considers that the lack of consultant oversight of Mr BM was less than ideal, but
accepts that the Medical Director at the time did review, and then alter, the
psychiatrists’ work-plans to enable them to spend an extra half day with the CMHTSs.
Mr BM did take his depot regularly despite being a day or two late on occasions, but
was reminded by his care staff at Able Housing to get his prescription and
medication and attend the CMHT depot appointments.

Contributory Factor 3 : Length of Time without regular Anti-Psychotic Medication

411 Mr BM may have been suffering from a psychotic illness which was left
untreated for several months whilst he was in the Youth Offenders Institution and for

a further four months at the Newham Centre for Mental Health. It is possible that the

11
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lack of assertive treatment and engagement with Mr BM at the start of his mental ill
health may have set the pattern for his partial engagement with services, and his
refusal to accept that he had a mental illness. The Independent Investigation Panel
considered that whilst the lack of full engagement and the delay in prescribing anti-
psychotic medication may have influenced the way in which Mr BM reacted to
‘treatment’ there was no evidence to suggest that it led to the homicide.

Contributory Factor 4 : Continued Use of Cannabis

4.12 The Independent Investigation Panel considered that his use of cannabis did
make the probability of a relapse in his mental health more likely, and that this may
well have played a part in the homicide, although his relapse was not noticed by
anyone. He had appeared ‘normal’ at his supported accommodation until he
attacked one of the staff in the evening after the homicide.

Other Factors

4.13 Some service issues were identified and discussed in the Report. These
were:

the prescribing arrangements

the lack of understanding about the Safeguarding Children Policy

the lack of a Carer’'s Assessment for Mr BM’s mother.

Conclusion

4.14 The Independent Investigation Panel considers that the tragic homicide of
Tom - Louis Easton by Mr BM could not have been predicted. The care and
treatment of Mr BM could have been better, and several factors have been improved
since September 2006 as a result of the Internal Investigation. The Independent
Investigation Panel has recorded some other areas where improvement is required,

and it is anticipated that the ELFT will similarly address these.

12
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4.15 There was no single cause of the homicide other than the fact that Mr BM did
have a serious mental illness for which he was being treated. He did regularly attend
for his monthly depot injections, often after being reminded by the care staff where
he lived. He was regularly seen at least once a month, and although a slight
fluctuation in his mental state was observed he was generally found to be well with
no psychotic ideas present. This ‘formal’ observation by staff of the North West
Newham CMHT was confirmed by the information provided to the CMHT by his
mother and the staff at Able Housing.

4.16 Mr BM’s mental ill health was identified as the only causal factor, and this
linked with the four contributory factors of the CMHT workload and staffing, internal
communication within the CMHT, the length of time without regular anti-psychotic
medication at the onset of mental ill health and Mr BM’s continued use of cannabis
combined to contribute to the homicide taking place.

Recommendations
The following recommendations are made in the Report:
Recommendation 1

The ELFT should undertake a joint strategic needs assessment of the population of
each CMHT catchment area and link this to a review of the workload of each of the
four CMHTSs to determine the actual workload of each and then adjust the staffing to
better reflect the known needs as indicated by the statistics and information
gathered. The information should include population size, morbidity, weighted

caseload analysis, turnover data, referrals and assessments.

Recommendation 2

The Operational Service Manager, Clinical Leader (Consultant) and the Associate
Clinical Director should make sure that they regularly discuss the running of the
CMHT and how it functions. Their discussion should include how risk is assessed
and managed, how work is prioritised, the management of particularly complex
cases and whether there are any issues which adversely affect the expected flow of

communication between members of the multidisciplinary team. If such issues
13
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cannot be resolved locally they should be ‘escalated’ to the Borough Director for
resolution. There should also be a system to ensure that all cases are regularly

reviewed.

Recommendation 3

The consultant psychiatrists should hold regular medical reviews and routinely see
their patients at CPA meetings. If there are significant concerns about the patient’s
health or social care, then the consultant psychiatrist should ensure a full review is
undertaken him/her or a senior deputy.

Recommendation 4

When patients are with a service for a period of three months or longer, the timely
introduction of treatment and medication and the review of dosage and type of
medication should be reviewed on a regular basis. This should also be discussed at
CPA Meetings.

Recommendation 5

The carers of patients must be offered an assessment of their own needs and
any help that they may require in order to fulfil their caring role. The East
London Foundation Trust should undertake an audit of case records to
determine whether Carers’ Assessments are being offered and whether their

identified needs are being met.

Recommendation 6

The East London Foundation Trust should audit the training on Safeguarding
Children to ensure that all relevant community staff have received the training and
any follow-up or updating training and that they are sure of their responsibilities

under this legislation

Recommendation 7

14
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Any systems of care and treatment for service users with severe and enduring
mental ill health should be as simple as possible and encourage the individual to
engage and cooperate with mental health services and not place unnecessary and
cumbersome barriers in their path. The processes in place within the community
should be regularly tested to ensure there are no disincentives to active engagement
with the mental health services.

Recommendation 8

The East London Foundation Trust should take steps to identify the family of any
person murdered or injured by a patient in the care of the Trust and to offer them any
help and support they feel they would like. The Trust should also be open about the
Internal Investigation and provide details of the findings and recommendations.
Identification of any family of the victim and making contact with them should occur

within one week of the incident.
Recommendation 9
The East London Foundation Trust should liaise with NHS London to ensure that

discussions take place between the NHS in London and the Metropolitan and City
Police Forces to ensure that in future the Memorandum is implemented effectively.

15


http://www.acropdf.com

Mr BM Investigation Report

5. Incident Description and Consequences

5.1 Tom - Louis Easton was working in the EC1 Community Music Studio in East
London when Mr BM visited the studio with a friend. After being there for some time
he attacked Tom with a knife and stabbed him several times causing his death. Mr
BM left the studio and returned to his hostel where he had a confrontation with one

of the care staff whom he assaulted. He was arrested the next day.

5.2 At the Court Case Mr BM pleaded guilty to manslaughter with diminished
responsibility and was sentenced to an indefinite hospital order and was placed at
Broadmoor Hospital where he still resides.

6. Background and Context to the Investigation (Purpose of Report)

6.1 The Health and Social Care Advisory Service (HASCAS) was commissioned
by Newham Primary Care Trust and NHS London to conduct this Independent
Investigation under the auspices of Department of Health Guidance EL (94)27,
LASSL(94) 27, issued in 1994 to all commissioners and providers of mental health

services. In discussing ‘when things go wrong’ the guidance states:

“in cases of homicide, it will always be necessary to hold an inquiry which is
independent of the providers involved”.

6.2 This Guidance was slightly amended the following year and the particular
paragraphs in the Guidance relating to ‘when things go wrong’ further amended in
2005. Now the criteria for conducting such an investigation include: -

) When a person who has been under the care, i.e.; has committed a
homicide subject to a regular or enhanced Care Programme Approach, of

specialist mental health services in the six months prior to the event;

16
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i) When it is necessary to comply with the State’s obligations under Article 2
of the European Convention on Human Rights. Whenever a State agent is,
or may be, responsible for a death, there is an obligation on the State to
carry out an effective investigation. This means that the investigation
should be independent, reasonably prompt, provide a sufficient element of
public scrutiny and involve the next of kin to an appropriate level,

i) If the Strategic Health Authority determines that an investigation is
required.

6.3 The purpose of an Independent Investigation is to thoroughly review the care
and treatment received by the patient in order to establish the lessons to be learnt, to
minimise the possibility of a reoccurrence of similar events, and to make
recommendations for the delivery of Mental Health Services in the future,
incorporating what can be learnt from a robust analysis of the individual case.

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

6.5 The process is intended to be a positive one, serving the needs of those
individuals using services, those responsible for the development of services, and
the interests of the wider public.

6.6 It is important to note that this case has been fully investigated by a totally
impartial and Independent Investigation Panel.

17
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7. Terms of Reference

7.1  An Independent Investigation should demonstrate and promote good practice
by being open and honest when addressing any shortfall in service provision to
service users and carers. The national introduction of a Clinical Governance
Framework (1999) of setting standards, sharing information and developing
partnerships should already have encouraged a culture of openness. Services for
service users and improved quality of care should flourish, thus moving away from
the ‘blame culture’ historically prevalent in many NHS Trusts. The main outcome
must be to increase public confidence and to promote professional competence.

7.2  Such an Independent Investigation should therefore establish the facts,
provide an independent perspective on the events, extract areas for development to
improve services and thus endeavour to prevent a similar event happening in the
future. To enable this task to be carried out, the Independent Investigation Panel
used the following Terms of Reference:

“The Independent Investigation Panel should undertake all the tasks listed below in
order to produce a detailed report on the care and treatment Mr BM received and
making recommendations to help ensure that any mistakes made will not be
repeated in the future.

Stage 1

Following a review of clinical notes and other documentary evidence the

Independent Investigation Panel will:

review the Trust’'s Internal Investigation and assess the adequacy of its
findings, recommendations and action plan;

review the progress that the Trust has made in implementing the action plan;
agree with the Primary Care Trust any areas (beyond those listed below) that

require further consideration.

18
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Stage 2

a) examine the mental health care received by Mr BM in the context of his life
history, taking into account any issues raised by cultural diversity which
appear to be relevant in order to obtain a better understanding of:

the extent to which Mr BM’'s care was provided in accordance with
statutory obligations, relevant guidance from the Department of Health,
including the Care Programme Approach HC (90) 23 and local operational
policies;

the extent to which Mr BM'’s prescribed care plans were effectively drawn
up, delivered and complied with by Mr BM;

the appropriateness and quality of any assessment, care assessment plan
and supervision having regard to his past history to include:

diagnosis;

medication;

monitoring by health and social care staff;

staff responses to service user and carer concerns;

O O O O O

involvement of Mr BM and his family in the drawing up and
appropriateness of his care plan;

@]

range of treatments and interventions considered;
0 social care interventions;

o reliability of case notes and other documentation.

his assessed risk of potential harm to himself and others by compiling a
comprehensive chronology of the events leading up to the homicide. This
should specifically include:

o the risk of Mr BM harming himself or others;

o the training of clinical staff in risk assessment;

o0 the systems and procedures in place during the period of Mr BM’s

contact with services;

the effectiveness of interagency working, including communication

between the mental health services and other agencies, with particular

19
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reference to the sharing of information for the purpose of risk assessment
and for appropriate accommodation and care;

review and assess compliance with local policies, national guidance and
statutory obligations including (where relevant) the appropriateness of use of
the Mental Health Act 1983 regarding admission, discharge and the granting
of leave, and compliance with Human Rights legislation;

consider any other matters arising during the course of the Independent
Investigation which are relevant to the occurrence of the incident or might

prevent a re-occurrence;

use root cause analysis as appropriate for the purpose of enabling lessons to

be learned;

ensure that any action plan and recommendations take full account of the
progress that health and social care services have made since the completion
of the Internal Investigation Report;

consider such other matters as the public interest may require;

in relation to the incident to involve:
the victim’s family as fully as is considered appropriate;

the perpetrator’s family as fully as is considered appropriate.

prepare an Independent Investigation Report for the Primary Care Trust;

work with the Primary Care Trust in the period between the delivery of the

Investigation Report and its formal publication.

20
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\ 8. The Investigation Investigation Team

8.1 The Independent Investigation was undertaken by the following Panel of
professionals who are independent of the healthcare services provided by the East
London and the City Mental Health HNS Trust (Now East London Foundation NHS
Trust) and the Newham Primary Care Trust:

Chair and Investigation Lead

lan Allured HASCAS Director of Adult Mental Health

Members of the Panel

Dr Susan O’Connor Consultant Psychiatrist
Tina Coldham HASCAS National User Development Consultant
Sharon Dennis Former Director of Nursing, and Regional Co-

Director at the Royal College of Nursing.

Charles Holloway HASCAS Associate and Lay Member of the Panel

Independent Advice

Paul Grey Independent Management Consultant and service

user adviser on cultural and diversity issues

Ashley Irons Capsticks (Solicitors)

21


http://www.acropdf.com

Mr BM Investigation Report

9. Investigation Methodology

9.1 Newham Primary Care Trust commissioned this Independent Investigation
under the Terms of Reference set out in Section 5 of this Report. The Investigation
was led by a Chair (who also acted as Project Manager) from HASCAS. A meeting
to discuss the procedure to be followed was held between Newham Primary Care
Trust and HASCAS on 09 May 2008.

9.2 In October 2008 HASCAS received written consent from Dr L, Medical
Director and Caldicott Guardian of the ELFT permitting access to Mr BM’s clinical
records. The consent was granted because Mr BM was unwell and was not in a
position to make an informed decision, so it was deemed that an Independent
Investigation was in the public interest. The Associate Director of Governance
couriered the medical records to the Investigation Lead in early November 2008. In
addition an initial identification was made of the documentation required by the
Independent Investigation Panel including the various relevant policies and
procedures in force from 2002 to 2006. A careful analysis was made of these
records to determine the skills and experience required by the Independent
Investigation Panel. The Panel was then recruited, and at the first meeting of the
Independent Investigation Panel a list of people to be interviewed was compiled.

9.3 All documentation received by the Independent Investigation Panel was
indexed and paginated. A timeline of critical events was compiled and is contained
within this Report at Appendix 1.

9.4  All witnesses were written to four weeks in advance of their interviews
detailing the Terms of Reference of the Investigation, the areas that the Independent
Investigation Team would be questioning them about, and the operational process
and timescale of the work. All witnesses to the Investigation were invited to attend an
informal meeting on 21 November 2008 to meet the Investigation Chair. During this

meeting the process was explained and a question and answer session conducted.

22
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9.5 Evidence was received orally from 16 individual witnesses over a period of
four days during November 2008, January and February 2009. Table 1 lists the

witnesses interviewed during the Investigation.

Table 1 : Witnesses Interviewed by Investigation Team

Date Witness Interviewers
27 November 2008 | Dr A — Consultant Psychiatrist Mr lan Allured
Mr P Sinclair and Mrs D Altaras Ms Tina Coldham
Dr B — Consultant Psychiatrist Dr Susan O’Connor

Mr BQ — Manager of Hostel and Mr | Sharon Dennis
FO hostel worker
Ms YE - former Ward Manager at

ELCMHT

28 November 2008 | Mr AD- CPN Mr lan Allured
Ms CS - Social Worker Dr Susan O’Connor
Mr KH— Locality Manager Sharon Dennis

07 January 2009 Mr TL — CPN Mr lan Allured
Dr Bo — Consultant Forensic Ms Tina Coldham
Psychiatrist Dr Susan O’Connor
Ms MP - locum CPN Sharon Dennis

Mr RD — Chief Executive ELCMHT | Charles Holloway
Ms CB — Borough Director

02 February 2009 Mr SM — former CMHT Manager Mr lan Allured
Sharon Dennis

9.6 All the interviews were recorded and a transcript prepared. The transcript was
forwarded to each individual in order for it to be checked for accuracy and also for
any additional information to be added to it. It is the amended versions that have
been used as evidence in this Investigation. In addition to their panel interview, Mr
Sinclair and Mrs Altaras were interviewed at their home by Mr Allured and Dr
Johnstone, Chief Executive of HASCAS, in order to fully explain the Independent
Investigation process and to answer any questions they might have. This interview
was manually minuted by Dr Johnstone and approved as accurate and correct by Mr
Sinclair and Mrs Altaras.

23
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Root Cause Analysis

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

9.8 The ethos of RCA is to provide a robust model that focuses on underlying
cause and effect processes. This is an attempt to move away from a culture of blame
that has often assigned culpability to individual practitioners without due
consideration of contextual organisational systems failure. The main objective of
RCA is to provide recommendations so that lessons can be learned to prevent
similar incidents happening in the same way again. It must, however, be noted that
where there is evidence of individual practitioner culpability based on findings of fact,
RCA does not seek to avoid assigning the appropriate responsibility.

9.9 RCAIs a four-stage process. This process is as follows:

1. Data collection. This is an essential stage, as without data an event
cannot be analysed. This stage incorporates documentary analysis, witness
statement collection and witness interviews.

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

3. Root Cause ldentification. The NPSA advocates the use of a variety of
tools in order to understand the underlying reasons behind causal factors.
This investigation utilised the Fish Bone. This is a process where nine
specific areas are examined and the findings written on the diagram
shaped like the skeleton of a fish. (The nine areas are listed on Page 48)

4. Recommendations. This is the stage where recommendations are

identified for the prevention of any similar critical incident occurring again.
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9.10 When conducting the Root Cause Analysis the Independent Investigation

Panel avoided generalisations and sought to use findings of fact only. It should also

be noted that it is not practical or reasonable to search indefinitely for root causes,

and it has to be acknowledged that this, as with all processes, has its limitations.

Salmon Compliant Procedures

9.11 The Independent Investigation Panel adopted Salmon compliant procedures

during the course of their work. This process is set out below:

(a)

(b)
(c)

(d)

(e)

(f)

(9

Every witness of fact will receive a letter in advance of appearing to give
evidence informing him or her:

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

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

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

that when they give oral evidence, they may raise any matter they wish,
and which they feel may be relevant to the Investigation; and

that they may bring with them a friend or relative, member of a trade union,
lawyer or member of a defence organisation or anyone else they wish to
accompany them with the exception of another Investigation witness; and
that it is the witness who will be asked questions and who will be expected
to answer; and

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

sign;

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

Any points of potential criticism will be put to a witness of fact, either orally

when they first give evidence or in writing at a later time, and they will be
given full opportunity to respond.
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Any other interested parties who feel that they may have something useful
to contribute to the Investigation may make written submissions for the

Investigation’s consideration.

All sittings of the Investigation will be held in private.

The findings of the Investigation and any recommendations will be made
public.

The evidence which is submitted to the Investigation either orally or in
writing will not be made public by the Investigation, save as is disclosed

within the body of the Investigation’s Final Report.

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

Investigation.

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

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

conclusions drawn from all the evidence.

In addition witnesses to the Panel were offered the opportunity to read

records relating to their involvement with Mr BM prior to their interview.
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10. Information and Evidence Gathered (Documents)

10.1 The Independent Investigation Panel examined all the clinical files. These
comprised the following files about the involvement of health and social care
services with Mr BM from 2003 to 2005:

Clinical Records from the Feltham Young Offenders Institute
Clinical Records from the ELCMHT
Primary Care Records
Letter from Dr Bo to Dr B giving a Forensic Opinion of Mr BM dated 20
September 2004
The Department of Health Policy Implementation Guide for Assertive
Outreach Teams (30 March 2001)
The Internal Panel Review report into the Incident
Action Plan Update Report on progress in implementing the recommendations
of the Mr BM Internal Review dated February 2007
The London Borough of Islington Report entitled: Management review of
action required following tragic incident at EC1 Music Project
The Operational Policies for the East London and the City NHS Trust in force
during Mr BM’s period with the Trust regarding:

d Assertive Outreach Services

d Community Mental Health Teams

0 Dealing with Untoward Incidents

0 Early Intervention Service Newham Locality
Caseload data for the Newham CMHTs from January 2005 to September
2006
Email of 05 September 2006 regarding Vacancy Freeze and Bank Usage
Savings Schedule Monitoring 2006/2007
Letter from Dr D to Newham Council over Savings to be made dated 20
September 2006
Minutes of the Trust Board Meeting (Part 2) for 22 February 2007
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11. Profile of the Mental Health Services (Past and Present and Transition)

11.1 The East London Foundation NHS Trust has provided this short description of
the Trust at the time of the homicide and as it is now.

Past

11.2 In 2006, the Newham Directorate was led by a Borough Director and Clinical
Director. The services available were:
The Newham Centre for Mental Health opened in 2002, where services
provided include admission and intensive care beds. The Centre had
experienced significant bed pressures up to June 2006 especially on
Psychiatric Intensive Care Unit (PICU) beds;

Newham PCT had provided additional funding to establish a fourth CMHT and
services had been geographically aligned to named GP practices in line with

this investment;
The National Service Framework specialist teams were all newly in place;

The Assertive Outreach Team which had been established for four years had
expanded to meet the caseload requirements of the Department of Health;

The Home Treatment/Crisis Service was in place. This service also offers
Day Treatment as an alternative to Hospital admission and resources for this
element of service come from Home Treatment Team funds. A Crisis House
managed through third sector partnership but gate kept by the Home
Treatment Team had also just been established;

Early Intervention Services were very newly created and building up caseload.

In addition, the Borough had well regarded Rehabilitation and Recovery services that
treated and provided support to service users in hospital, step down accommodation
and independent settings. Much of the community accommodation was run through

third sector partnerships and utilising available Supporting People funding.
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Highly specialist mental health services were accessed locally (forensic/mother &
baby) from units in the Trust outside the borough or specifically purchased from

external providers.

In 2006, the then Medical Director of East London & the City Mental Health Trust led
a review of community services across the Trust. Key aspects of this review are
referenced at relevant points in this report. Issues identified included assuring the
consistent quality of team assessment processes, time spent by senior psychiatrists
in community teams, the effects on team functioning of poor recruitment and
specifically the number of consultant vacancies in National Service Framework(NSF)

teams.
Present

A follow-up to the Community Services Review has been undertaken by the Chief
Executive (previously the Medical Director) and the new management arrangements

established.

In this arrangement, the Borough Director and Clinical Director have appointed
Associate Clinical Directors, each of whom is responsible for the management and

performance of a clinical business unit. Some important details are:

Clinical Leadership of CMHTSs is vested in consultant psychiatrists who are
supported by Operational Service Leads in ensuring robust practice and

service delivery;

Consultant time in each team has increased by 50% and there is highly
competitive recruitment to consultant posts. Until recently there were no
consultant vacancies in the Newham adult service; one vacancy arising from
a high flyer being seconded and the second from a move back to Germany —

both posts have been advertised;

Other vacancies have been rigorously managed and monitored each month
with a vacancy rates reduced to 6%; this is a strong performance by

comparison with other London mental health trusts;
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Team assessment processes have been strengthened and are undertaken by

senior experienced staff.

All the teams recently established in 2006 have matured and the Borough achieves
high compliance with contract targets. Beds are managed within numbers and the
acute admission wards all achieved the AlMs excellent standard.

The Trust now manages a specialist mental health out of hours Approved Mental
Health Practitioner (AMHP) service for the Borough and has been an early adopter
of opportunities under the Mental Health 2007 to nominate non-social work staff to
become AMHPs.

The action plan arising from the Trust Inquiry into this homicide has been
implemented as described elsewhere in this report.

Since 2006 there has been significant investment in psychological services to
support the implementation of NICE guidelines and achievement of an 18 week
waiting standard. In addition, the Borough was one of two national pilot sites for
Improving Access to Psychological Therapies (IAPT) and is now expanding services
with further investment under the second stage of IAPT. This has coincided with
successfully bidding to establish a Single Point of Referral arrangement tendered
this year by NHS Newham. In conjunction with NHS Newham and its provider
services, the Trust has undertaken a review of psychological therapies that
incorporates all these developments and critically envisages a strengthened series of

partnerships with community organisations.
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12. Chronology of Events

Mr BM’s Early Life

12.1 The Independent Investigation Panel was unable to speak to Mr BM and his
mother as neither responded to invitations to be involved. The social worker at
Broadmoor Hospital, where Mr BM is currently being treated indicated that he did not
wish to be interviewed or involved in the process. His mother was telephoned and
written to but did not respond.

12.2 In view of the lack of contact with Mr BM and his mother the information on Mr
BM'’s early life has had to be taken from the clinical records and various psychiatric
reports. These included a letter from Dr SLJ, Consultant Forensic Psychiatrist to Dr
L, Consultant Psychiatrist at the Newham Centre of Mental Health dated 27 May
2004, and also a report by Dr PN, SHO to Dr L prepared as a case summary for a

presentation to the ward team.

12.3 ‘Mr BM was born and raised in the Newham area. He described his childhood
as “living in the ghetto”. His mother is Caucasian and his father is black. His father
left home when Mr BM was a young child. His mother’s boyfriend lived with the
family until Mr BM was about 16 years of age. He attended mainstream schooling in
Newham. He was suspended a few times for writing graffiti and skateboarding in
school. Mr BM stated that he was somewhat of a loner in school and did not have
many friends, in fact he identified only two.

12.4 He admitted that he had been bullied at primary school. He gave quite
detailed information regarding his peer group relation difficulties at school and
afterwards. He identified strongly with the character “Donnie Darko” from a film. 1Itis
a 2001 cult psychological thriller written and directed by Richard Kelly, which depicts
the reality-bending adventure of the eponymous character as he seeks the meaning
and significance of his troubling end-of-the-world visions. (It is worth noting that
these reflections on his childhood were made after the head injury and illness and
therefore may have been influenced by this.)
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12.5 Despite his difficulties Mr BM completed seven GCSE’s and then got a job
working in a clothes shop in Oxford Street. He began studying music technology at
Newham College and started to play in a band called The Mantis Clan in which he
was the lead singer.

12.6 When Mr BM was 16 he sustained a head injury by being struck by a
mechanical road sweeper while he was walking in the street. He had a skull fracture
with a right frontal and left temporal lobe contusion under extradural haematoma
which was treated conservatively. The notes describe that he was intubated and
ventilated at the scene of the accident, and noted to have a Glasgow Coma Score
(GCS) score of 8. He was transferred by helicopter to hospital and had a significant
epileptic seizure during his recovery. Mr BM was started on Epilem but having
suffered no further fits after several months he was no longer treated with anti-
epileptic medication.

12.7 Mr BM had a complete sense of amnesia for the event and can only recall
waking up in hospital several weeks after the incident. He made a slow recovery and
struggled a little with speech and word finding. About 6 months after the accident he
started getting aggressive, would lose his temper and punch the wall. He stopped
going out and spent much of his time in his room.

12.8 On 31 May 2001 a neuropsychological report stated that Mr BM had a verbal
IQ of 84 and a performance 1Q of 119 using the WAIS-R test. His visual recognition
memory was said to be in the very superior range. On 06 June 2001 Mr BM had a
language assessment which said he had moderate receptive and expressive
dysphasia.

12.9 Mr BM has one younger brother, but details of this child are minimal. He
described his father, who had left home when he was a child, as being a selfish
person who had never been emotionally available for him. His mother with whom he
lived was in a relationship with another man until Mr BM was 16. He stated that he
had hardly ever spoken to this man despite living with him.

12.10 In 1999 Mr BM received three cautions from the police for offences against
property and one drug offence.
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First Episode of Mental Health Problems

12.11 Following the head injury Mr BM lost the drive to do things as he had
previously and was pleased to obtain work in a Stratford clothing store. By 2003 he
felt this was not sufficient and he again became involved with music. He worked with
two music producers, one black and one white and found it very difficult to decide
which one he should stay with to further his career. At this point he was also going to
start a college degree in music and had to decide on a university for the foundation

course.

12.12 Mr BM found making this decision very stressful and gave up his job in July
2003. At this time he stayed at home with his mother and smoked a lot of cannabis
with his brother.

12.13 In December 2003 Mr BM noticed that he was not thinking clearly. He
decided to go to Edinburgh to visit a girl he had known at college. He did not check
that she was going to be in Edinburgh and when he arrived he discovered that she
had gone home for Christmas. He returned to London via Nottingham where he
spent Christmas Eve. He was in a pub where a man threatened that he would have
his legs broken if he did not have sex with him. He was scared and missed the train
back to London.

12.14 On 29 December 2003 Mr BM travelled back to London by train. Whilst on
the journey Mr BM attacked a ticket collector on a train, stabbing him with a pen
when he was challenged for not having a ticket. He ran off the train at St Pancras
and assaulted two police constables, a British Transport Policeman and later his
solicitor, again with a pen. He was remanded to HMYOI Feltham.
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On Remand at Feltham Young Offenders Institute

12.15 On 30 December 2003 Mr BM had an assessment and was found to have no
suicidal ideation. On 02 January 2004 Mr BM assaulted another prisoner and
attempted to assault staff. He was placed in the segregation unit. The next day he
was agitated and irritable and appeared very suspicious. He appeared lethargic but
would suddenly become very active and was seen to be laughing inappropriately. A
bed was sought in the Health Care Centre but there was no bed available. Later that
day he was admitted to the Health Care Centre — he admitted using cannabis every

now and then.

12.16 On 19 January 2004 Mr BM cooperated well with a psychology assessment.
He was tending to seclude himself by staying in his cell and not participating in the
association times. The medical staff at YOI Feltham considered referring Mr BM to
the Newham Mental Health Centre and this was done on 23 January 2004.

12.17 On 12 February 2004 Mr BM sent his family a letter detailing his wishes for
his funeral and the distribution of his belongings. A week later he was considered fit
to attend a court hearing. He appeared to be settling down as he was keen to attend
the one to one Music Therapy session and started to attend groups and take part in
Association, and he appeared to be more involved in the routine of Feltham.

12.18 On 02 March 2004 Mr BM became very loud and noisy overnight singing at
the top of his voice. The following day Dr W, Staff Grade Psychiatrist to Dr B saw Mr
BM and prepared an assessment regarding his transfer to NCMH. Later that day Mr
BM had a verbal altercation with another prisoner.

12.19 On 18 March 2004 it was clear that the Newham Centre for Mental Health
(NCMH) had not accepted Mr BM for admission and wanted to undertake another
assessment. An Extra Contractural Referral was being mooted, which would mean a

referral to another specialist unit for assessment.
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12.20 The next day Mr BM, who was not taking his medication, refused to see Dr B
who had visited to undertake a further assessment about the transfer to the NCMH.
On 22 March 2004 Dr McA completed a court report on Mr BM and concluded by
saying he was suffering from a mental illness. The next day Dr B assessed Mr BM as
requiring transfer to the PICU (Crystal Ward) at NCMH as soon as possible.

12.21 On 24 March 2004 Mr BM attempted to stab another prisoner with a knife
without provocation. The person attacked had minor lacerations on both forearms
and the left shoulder. Mr BM was restrained but attacked a prison officer who
received a superficial laceration to his right inner thigh. The prison staff felt Mr BM
needed to be in hospital urgently. He was deemed unfit to return to court for another
hearing and was placed in Cell 29 (used as a safe holding place with low stimulus).

12.22 On 28 March 2004 Mr BM painted the window of his cell which hindered
observation by staff. He ignored a request to clean the window and was restrained
and placed back in Cell 29. Over the weekend Mr BM smeared toothpaste over the
observation camera in Cell 29 so he could not be properly observed. He also
attempted to assault staff during Association Time using a table.

12.23 On 30 March 2004 Mr BM was still refusing medication. At the
Multidisciplinary Team Meeting (MDT) it was felt that BM had no insight into his
illness or the need for treatment. He was deemed to pose a high risk of violence.

12.24 The Prison rang Dr L (in charge of the PICU at NCMH) to see if there was
news on when BM would be transferred there. A series of delays took place at
NCMH:

Dr L was off sick so no decision could be taken until the next week;

Dr B was on leave from 02 April 2004 so again no decisions were able to be
taken ;

Nothing happened until 07 May 2004.
12.25 In the meantime Mr BM punched a prison officer and dismissed his solicitor as

he did not trust him.
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12.26 On 07 May 2004 Dr L referred Mr BM for an assessment by the John Howard
Unit (Medium Secure Unit). It appeared that the NCMH were unable to agree
whether Mr BM required a PICU placement with them, or a placement in a more
secure setting.

12.27 On 19 May 2004 the West London Mental Health NHS Trust which provided
some of the staff for the Feltham YOI made a formal complaint to ELCMHT about the
delay in dealing with the referral of Mr BM to NCMH. On 24 May Dr SLJ (Consultant
Forensic Psychiatrist from John Howard Unit) assessed Mr BM, but on 02 June
Feltham Health Care Centre recorded that a decision from Dr SLJ was still awaited.
The report had been written but was not signed. On 14 June Mr BM was placed
under a Section 48/49 MHA. The following day he was transferred to the NCMH. It is
important to note that this was almost six months since he was referred.

12.28 From 02 June to 08 June Mr BM was allowed to use an acoustic guitar in his
cell. He refused to sign a ‘contract’ to accept this privilege so he was not allowed to
use the guitar in his cell but could during Association time. Refusing to sign
necessary paperwork is a recurring theme throughout this period and up to the
homicide in September 2006.

Treatment and Care on Crystal Ward (PICU) (13 June 2004 until 06 September
2004)

12.29 On admission his medical notes stated that Mr BM had eczema, hay fever and
asthma. The head injury was reported. It was thought that he possibly had paranoid
schizophrenia/organic schizophrenia. He was placed on 2:1 observations.

12.30 On 17 June 2004 Mr BM was said to appreciate that his thinking and planning
ability had slowed down and that this added to his frustration. He graphically
described it as being like “having all the right ingredients for making a cake, but the
process of putting them together is just so slow, almost to a frustrating level.” He
denied all paranoid feelings and all symptoms of mental illness. On 20 June the
observation level was reduced to 1:1 as Mr BM was assessed as presenting a low
risk of violence and aggression. The next day the observation was further reduced to

every 15 minutes.
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12.31 On 22 June 2004 Mr BM was given a full needs assessment. It was noted
that:

his behaviour had been appropriate

he preferred to rest a lot

he kept himself to himself

he was not complying with prescribed medication

that when he leaves hospital he would like to live on his own despite having
previously lived with his mother

he said he had the skills for independent living
he maintained contact with his circle of friends
he did not believe that he had a mental health problem.

12.32 The next day (23 June) Mr BM became very engaged in the Talking Group
and mentioned how boring he was finding the ward. He was also active in the
Games Group with an Occupational Therapist (OT). Mr BM was seen by NS, a
psychologist and participated in a good conversation about his experience, and said
that he had less confidence since his accident and was more self-conscious. He said
he was violent in the past as he felt he had something to prove but no longer felt this.
He also denied having ever having had any symptoms of mental ill health.

12.33 Dr A stated that Mr BM had a diagnosis of Organic Mood Disorder with a
background of head injury. The symptoms were:

irritability,
a low threshold for tolerance
mood swings and poor imp