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| 1. Investigation Team Preface I

The Independent Investigation intihe careand treatment of Mr. Yvas commissioned by
NHS North West Strategic Health Authority pursuarti®G (94)27 This Investigation was
asked to examine a set of circumstances associated with the ofelsth and Mrs.Y Senior,
the parentsof Mr. Y, who werekilled by Mr. Y on thel9 February 2004nd the30 March
2010respectively

Mr. Y reeived care and treatment for mgental health conditioffom theMersey Care NHS
Trust and Imaginéndependence (Mental Healtth&rity).

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

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

Those who attended for interview to provide evidence were asked to give an account of their
roles and provide information abouatinical and managerial practice. They all did so in
accordance with expectations. We are grateful to all those who gave evidence directly, and
those who have supported them. We would also like to tbhatik the Trusdh and Imagine

| ndep e n 8eaior cMmagement Teams who have granted access to facilities and
individuals throughout this process. T8enior Management Tearn$ both the Trustand
Imagine have acted at all times in an exceptionally professional manner dhangpurse of

this inquiry proces and have engaged fully with the root cause analysis ethos of this

Investigation.

1. Health Service Guidance (94) 27
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| 2. Condolences to the Family and Friends of Mand Mrs. YSenior I

The Independent Investigation Team would like to extend their condolences to tligeafaaini

friends of Mr. and Mrs. Y Senioit is hoped that this report will provide a narrative to the
events that occurred and address/ of the outstanding questions that the family may still

have.

At the time of writing this report it had not been possible to mett either the family or

friends of the couple.
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| 3. Incident Description and Consequences I

Background Information for Mr. Y

Mr.Y was bornin Liverpool on the 22 February 197Rrior toher deathn March 2010Mrs.

Y Senior @vea detailed history of her sdo the Scott Clinic stafivho were caring for him
Mr. Y apparentlyhad a loving relationship with both of his parents. As a child Mr. Y was
solitary and did not mix well with other children preferring his own comphisymoter said
that he was bullied at school and relied uporeldsrbrother to protect himAs an adult Mr.

Y remained a solitary figure who enjoyed history and h&éem interest in keeping fit; he
was described as not having a great deal of time for agrlee was shy and felt awkward
around themMrs. Y Senior described her son apersonwho had never been involved in
fights, was not aggressivand who disliked confrontatioMr. Y spent significant periods of
time after leaving school unemployed. Sthotefore he became mentally ill for the first time

he worked as a taxi driver. Mr. Y remained living at home with his pa?ents.

On the 7March 2003 Mr. Y visited his GP becausewas feelingshaky anchadnot been

able to work following a road traffiaccident the previous year. It was evident at this stage
that Mr. Y was having hallucinatory experiende€ver the following weeks it became
evident that Mr. Y had some kind of psychotic iliness for which Risperidone was prescribed
and he was referred lyis GP to secondary care mental health servidasyY was seelby
secondary care servicas the Outpatient Clinion the 28 March 200&8nd the provisional

diagnosis wasi a p s \illeebso gaiamoid schizophreriia

Mr. Y was placed on Standard CPAdawas allocated a Care Coordinatioe continued to

have psychotic symptomBy November2003 itwas becoming increasingly difficult to keep

Mr. Y engaged with secondary care mental health senfites.. Y6s ment al heal
deterioraterapidly and lty January 2004 a Mental Health Act (1983) assessment was being
considered. M r . Y 6 4 heattle mantamued to deterioratand discussions ensued

throughoutthe first two weeks oFebruary 2004 ato whetheror not aMental Health Act

2. Clinical RecordsSet 2 PP. 883
3. GP Records PP. 187

4.GP Record PP. 585

5.GP Record P. 24
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(1983) assesment shald take placan order to expedite a hospital admissio@n the 17
February Mr. Y was visitedt his home by a Social &ker. (n this occasion he agreed to an
informal admissionand the plans for an assessment under the Mental Health Act were
abandonedIt was agreed that ehnwould be admitted to hospital with immediate effect,
however no bed was availablentil the 18 Februaryand the admission wasltimately
delayed untitthe 19 Februarylt was agreed that Mr. Y would be collected from his home at
10.00hoursand admitted to Cadt Ward Broadoak M ental HealtreBource Unit.

Incident Description of the Death of Mr. Y Seniorandthe ResultingConsequences
Early on the morning of the 19 February 2098ocial Worker telephoned Mr. t6 arrangex
time tocome anccollect him andake him into hospital. The telephone was answered by a

Police Officer who said that Mr. Mad killed his fatheand seriouly wounded his mothét.

Earlier that morning Mr. Y and his fathlead had a disagreement over money. é&ligh they
appeared to have resolved their differences Mr. Y went intogHnage andetrieved a

A h a mespaméod. When he returned to the house his mother was upstairs packing bags for
his forthcoming hospital visit and his father was downstaits. Y hit his father around the
head until he fell to the grountrs. Y Senior came downstairs at this point, she had been
unaware of the attack on her husbasg Mr. Y assaultetier. She sustained injuries to her
head, fingers and wrist Mrs. Y Senior was ablto reason with her son who stopped the
attack and went upstairs. His mother called for the Police and Mr. Y made no further attempts
of either resistance or violentd.ater on the same dayir. Y was admitted to the Scott
Clinic (a forensic medium secutmit) under Sectior? of the Mental Health Act (1983The

Police were of the view that he was mentally ill and required hospitalisation. MwasY

remanded on balf’

On the 9 August 2004t ahe Indictment ativerpool Crown Court Mr. Yivas charged as
follows:

fiCount 1: murder, contrary to common law.

Particulars of the offenceMr. Y on the 19 day of February 2004 murdered his father.

6. Mr. Y GP Record PP. 387

7. Trust Internal Investigation Report. P. 20
8. Clinical Records Set2. P. 2

9. Trust Record PP. 567

10. Trust Record PP. 76 and 97 and 303
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Count 2: attempted murder.

Particulars of the offence: Mr. Y¥n the 19 day of February 2004 attempted to murder his
motter.

Count 3: causing grievous bodily harm.

Particulars of the offece: Mr. Yon the 19 day of February 2004 caused grievous bodily
harm to his mother with intent to do her grievous bodily hatfn.

On the 18 October 2004 Mr. Y was convicted of manslaugitdrcausing grievous bodily
harm with intent.On this day Mr. Ywas formally discharged from his detentiander
Section 3of the Mental HealthAct (1983) A Hospital Order was made at Liverpool Crown
Court.He was to be detained at the Scott Clinic urgstiors 37/41 of the Act Mr. Y was
returned to the Scott Clinic with immediate effettis given diagnosis was Paranoid

Schizophrenia

Incident Description of the Death of Mrs. Y Senior and the Resulting Consequences
For the nexttwo years and two mohs Mr. Y remained at the Scott Clini©n the 15
December 2006 a Ehtal Health Review Tribunal was conversedl it was decided that Mr.
Y would be discharged from the Scott Clinic subject to specific conditidmsse conditions
are set out belowMr. Y was:
1 toreside at 123, Moscow Drive Liverpool (ddur supported accommodation);
1 to provide access to any members of staff caring for him and to haveoftee
contact with staff on a daily basis;
1 to comply precisely with all aspects of treatment as thedy the clinical team
whether in the form of medication or other therapeutic interventions;
1 toattend appointments with his Resporeshledical Officer, (Consultantsy chiatrist
3) his successor, or nominated deputy as required;
1 to attend appointmentsithi his Social Supervisor, her successor or nominated deputy
as required;
1 to attend appointments with his Community Psychiatric Nurse, (Care Coordinator 2),
her successor, or nominated deputy as required,;
1 to notify a member of staff (Imagine) at Moscow \&riof any facdo-face meeting

with his mother;

11 Legal Documents PP-2
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T not to go within 200 metres of his mot her

1 to be aware that powers of recall by the Ministry of Justice could be triggered at any
time if the conditions were not fulfilletf.

On the 20 December 2006r. Y was discharged from the Scott Clinaclive at 123 M oscow
Drive, a supported living accommodatjowhich was managed bwn organisation called
Imaginelndependence (Imagind} is recorded that during thigeriodMr. Y settledquickly

into the communiy and was reported to be doivgell. Mr. Y had reestablished a
relationship with his mother prior to his leaving the Scott Clinic and he met with her on a
regular basis.

On the 29 Septemb&009Mr. Y moved to a seltontained flat al33 M oscowDrive which
was also part of the supported living scheme managed by In&dite.Y was apparently
very happy to be settled into a more independieinty environment.He was reported as

being both physically and mentally well at this time.

Four months after ib move had takeplace plans were put into actiontty and move Mr.
Y into aflat which would give him even momedependence. Mr. Y expressed some concerns
about this, however during Februaand March2010 planning continued an¥ir. Y was
taken to vigv a flat five minutes away from where he lived and offered the opportunity of a

longterm leasé: Mr. Y continued to be reported agentallywell during this period.

On the 30 March 20101r. Y was reported to have given his television away to aoth

savice user. This was a poiribr concern as giving possessions away had been identified
previously as being part of his relapse signatide. Y however appeared to lmeentally

wel | . I n the morning | magine st aféafvisitmohisi f i ed
flat. Mr. Y was not there as he was pthe plan having been to have lunch with his mother,

which was usual. The Social Supervisor suggested that the Insagifieontact her again if

they identified anything unusual.

At 19.45 hours MrY returned to 133 Moscow Drive. He spent some time with the Imagine

staff talking about Scrabble and then went to his flat stating he was going to listen to music.

12. Tribunal DocumentationPP.17
13 Imagine Notes. PP. 3312
14. Imagine Notes. PP.3&8B3
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At 22.30 hours a neighbour of Mr. YOS mot he
returned home, he subsequently called back to say that her house was on firewisls. Y
arrested at the scewé the fireand hismot her 6 s b osluysequeatly in thisdlat atd
Moscow Drive; she had been stabbed to dedth a kitchen knifeé”® Immediatéy after the

incident Mr. Y was placed on a Section 3 of the Mental Health Act (38307 and placed

at the Scott Clinic. On the 7 June 2010 Mr. Y was discharged from his Section 3 and recalled
under Sectios 37/41 to Ashworth Hospitaf

On the 28 Mare 2011Mr. Y was found guilty of manslaughter and attempted arson. He was
sentenced to life imprisonment with a 20 year determination. He was detained at Ashworth
High Secure Hospitain a Section 45 of the Mental Health Act (1983 & 2007)

On the 19 Apir | 2011, foll owing an appeal by his

reduced to a minimum of a fiftegrear determinatiof’

15. Trust Record PP78-79 and 9294
16. Trust Record P. 113

17. Trust Record PP. 17273

18. Liverpool Echo.co.uk19 April 2011

10
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| 4. Background and Context to the Investigation (Purpose of Report) I

The Health and Social Care Advisory Servicaswommissioned by NHS North West (the

Strategic Health Authority) to conduct this Investigation under the auspices of Department of
Health Guidanc&L(94)27 LASSL(94), issued in 1994 to all commissioners and providers

of mental health services. Indiscs i ng Owhen t hings go wrong6 t

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

the providers involvedo

This guidance, and its subsequent 2005 amendments, includes the following anitara f

independent investigation of this kind:

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

ii) When it i's necessary to comply with 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 ouectiveff
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) Where the SHA determines that an adverse event warnaigsendent investigation.
For example if there is concern that an event may represent significant systematic

failure, such as a cluster of suicides.

The purpose of an Independent Investigation isetiew thoroughlythe care and treatment
received by th 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 Health Services in the future, incorporating what can be learnt from a robust swwdly Si
the individual case.

11
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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 withinhie Trust and associated agencies, and to form a
view of the practice and decisions made at that time and with that knowledge. It would be
wrong for the Investigation Team to form a view of what should have happened based on
hindsight, and the Investigatioheam has tried throughout this report to base its findings on

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

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

team.

12
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| 5. Terms of Reference I

The Terms of Reference fohnis Investigation were set by NHS North West Strategic Health

Authority. TheMersey Care NHS Trusind Imaginéndependencdid not wish to make any

additions. The Terms of Reference were as follows:

1. To Eamine:
1 the care and treatment provided to $kevice useat the time of the killing of both his

father and of his mother(including that from non NHS providers e.g.
voluntary/private sector, if appropriate);

1 the suitability of that care and treant in view of the service uger history and
assesed health and social care needs;

1 the extent to which that care and treatment corresponded with statutory obligations,

relevant guidance from the Department of Health, and local operational policies;

1 the adequacy of risk assessments to support careipjaand use of the care
programme approach in practice;

1 the exercise of professional judgement and clinical decision making;

1 the interface, communication and joint working between all those involved in

providing care t o meethysichleeedsier vi ce user 0s

T the extent of servicesd engagement wit h
impact of this upon the incident in question;

=

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

N

. To Ildentify:

=

learning poing for improving systems and services;

13
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1 developmendi n services since the userods engage

any action taken by services since the incident occurred.

3. To Make:

1 realistic recommendations for action to address the learnoigtg to improve

systems and services.
4. To Report:

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

14
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| 6. The Independent Investigation Team I

Selection of the Investigation Eam

The Investigation Team was comprised of individuals who wibrkelependently of the

Mersey Care NHS Trust and Imagilmelependencell professional team members retained

their professional registration status at the time of the Investigation, weeatcim relation

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

individuals who worked on this case are listed below.

Independent Investigation Team Leader

Dr. Androulla Johnstone

Investigation Team Members

Dr. David Somekh

Mr. Alan Watson
Mr. Jon Allen

Dr. Len Rowland

Support to the Investigation Team

Mr. Christopher Welton

Mrs. Fiona Shipley

Independent Advice to the Investigation
Team

Mr. Ashley Irons

Chief Executive, Health and Sakt Care
Advisory Service. Chair an@&Report Author

ForensicConsultant Psychiatrist Member
the Team

Social WorkerM ember of the Team

Nurse Member of the Team

PsychologistM ember of the Team

Investigation Manager, Health and Soc
Care Advisory Service

Stenography &vices

Solicitor, Capsticks

15
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| 7. Investigation Methodology I

On thel8 April 2011 NHS North West (the Strategic Health Authority) commissioned the
Health and Social Care Advisory Service (HASCAS) to conduct this Independent

Investigation under the Termsf Reference set out in Section Fieé this report. The
Investigation Methodology is set out below. It was the decision of the Strategic Health

Authority that full amnymity be given to MrY and all witnesses to this Investigation.

Communications with the Family of Mr. and Mrs. Y

NHS North West wrote to the famiand friendsof Mr. and Mrs. Y Senior on th&7
November 2011. It was agreed that one person would act as a liaison for the family as a
whole. At the time of writing this report no family memlad made contact with either the
Strategic Health Authority or the Investigation Team.

Communications with Mr. Y
NHS North West wrote to Mr. dnd his Responsible M edical Offican thel5 July 2011 to

ask for his consent to a full record disclosurdoeomade to the Independent Investigation
Team Mr. Y signed the consent form for a full disclosuwfehis health, social care and

Criminal JusticeSystemrecords to be made to the Indedent Investigation Team on the 25

July 2011.

A visit was made to MrY on the 24 April 201Dy a member of the Investigation Teand
a Senior Officer from NHS North WestThe purpose of the visit was explain the findings

of the Investigation and the process for the publication of the report.

Communications with the Mersey Care NHS Trust
On the 14 July 201NHS North West wrote to th&lersey Care NHS TrusEhief Executive.
This letter served to notify the Trust that an Independent Investigation under the auspices of

HSG (94) 27 had been commissioned to exartiieecareand treatment of Mr. YFollowing
this correspondence the Independent Investigation Team Chair made direct contact with the

Trustviatelephone on th&8 July 2011.

16
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On the 13 Septemb&011 the Chair of the Independent Investigation Team met tieh
Mersey Care NHSTrust ExecutiveTeam which includedhe Chief Executiveand the
Director of Patient Safetywho was identified as being the Trust Liaison Person for the
Investigation. On this occasion the Investigation process was discussed and an irwéation
made for a workshop to take place to provide a briefing opportunity for all those who would

be involved with the Investigation.

On the 2 August 2011he Trust received a letter from the Strategic Health Authorit
requestindormally that Mr. Y& clinical records be released to the Independent Investigation

Team.

Workshops wereheld on thel7 and 18 Novemb&0l11 for all those witnesses who had been
identified as needing to be called for interviews by the Investigation Team. The workshop
provided an pportunity for witnesses to have the process explained to them in full. Advice
was given regarding the writing of witness statements and the interview process was

discussed in detail.

Betweenthe first meeting stage (held on the 13 September 2@hi)tke fomal witness
interviews (held between the 28 November and the 1 Decembel) 20d1ndependent
Investigation Team Chair worked with the Trust Liaison Person to ensure:
1 all clinical records were identified and dispatched appropriately;
1 each witness reaed their interview letter and guidance in accordance with national best
practice guidance;
that each witness was supported in the preparation of statements;
that each witness could be accompanied by an appropriate support person when

interviewed if theyso wished.

On the 14 March 2012the Investigation Chair and the Social WerkMember of the
Investigation Team met withhé Trust Chief Executive and ExecutiV@am to provide a

headline findings session.

The draft report was sent to the Trust for fattaccuracy checking on tH8 June 2012

Relevant clinical witnesses were also sent key sections of the report for factual accuracy

17
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checking. Throughout the Investigation process communications were maintained on a
regular basis and took place in the forof telephone conversations and emalil

correspondence.

Communications with Imagine Independence(lmagine)
The Independent Investigation Team Chair made direct contact tivithmagine Chief

Executivevia telephone onhe 110ctober 2011.

Imagine receivedh copy of Mr . Yé6s consent form from
Service and subsequently eased his records to the Invgation Team. Imagine staff joined
the Mersey Care NHS Trust staff at the workshops held on the 17 and 18 November in order

to receive a briahg regarding the process.

On the morning of th@ Decembef011 the Independent Invegttion Team met with the
Imagine Top TeamA liaison person had been assigned previouSly.the 13 March 2012
the Investigation Chair and the Sodidbrker Member of the Investigation Team met with

thelmagine Chief Executive and Executieeam to provide a headline findings session.

The draft report was sent to Imagine for factual accuracy checking oh8tideine 2012
Relevant clinical witnesses werlso sent key sections of the report for factual accuracy
checking. Throughout the Investigation process communications were maintained on a
regular basis and took place in the form of telephone conversations and emalil

correspondence.

Communications with NHS Liverpool, formally the Liverpool Primary Care Trust
(PCT)

NHS North West wrote to thHaverpool Primary Care Trust on the 2 August 2@aExplain
that an HSG (94) 27lestigation had been commissioned andntdke a formal request for
Mr . Y Oasy-cape thased clinical records to beseded to the Independent Invgation
Team.

The Investgation Chair made contact with the Primary Care Twisttelephone on the 7
October 2011 and spoke with a Senior Officer from the organisdtiovas agree that the

Investigation Chair would make arrangements to visit the commissioning team towards the

18
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end of the investigation process in order to ensure that recommendations could be developed

jointly between the provider Trust and the commissioning body.

Communications with the Local Authority
On the 13 Marct2012thelndependent InvestigatidBhair and the Social Woek member of
the Teanme with senior offices from thedcal Authority and Supporting People Service to

discuss housing and accommodatiosues.

Completion of the Process

It was agreed that a formal workshop wbide held with theMiersey Care NHS Trust
Imagineand key stakeholdersrdctly prior to the finalisatiomwf this report.The purpose of
the workshop would be to complete recommeiotid and to ensure that dearning the
lesson§opportunity was given.

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

with Scott and Salmon compliant processAstotal of 46 witnesses were interviewed

formally.
Table One
Witnesses Interviewed by the Independent Investigation Team
(28 November- 2 December201])
Date Witnesses Interviewers
28 Trust Chief Executive Investigation Team Chair
November | Trust Director of Nursing Investigation Team Nurse
2011 Trust Medical Director Investigation Team Psychiatrist
Trust Director of Finance Investigation Team Social Worker
Trust Director of Patient Safety Investigation Team Psychologist
Trust Director ofService In attendanceStenograp her
Development

Trust NonrExecutive Director

*kkkk

Head of 8&rvice Governance and Ris
Head of Risk and Resilience

*kkkk

Forensic Service Director

19
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Service Director Liverpool CBU
FIRT Team Manager

Forensic Service Clinical Director
Clinical Director Liverpool

*kkkk

Trust Internal Investigation Team X 4

29 Care Coordinator 1 Investigation Team Chair
November Clinical Psychologist 2 Investigation Team Nurse
2011 ekl Investigation Team Psychiatrist
Conalltant Psychiatris8 Investigation Team Social Worker
hkkk Investigation Team Psychologist
Care Coordinator 2 In attendanceStenograp her
*kkkk
Social Supervisor 1
*kkkk
Care Coordinator 1
30 Social Supervisor 2 Investigation Team Chair
November ko Investigation Team Nurse
2011 Consultant Psychiatrist 4 Investigation Team Psychiatrist
Fkkokk Investigation Team Social Worker
Consultant Psychiatrist 2 Investigation Team Psychologist
Fkkkk In attendanceStenograp her
Specialist Registrar
*kkkk
Named Nurse Scott Clinic
Occupational Therapist Scott Clinic
Ward Manager Scott Clinic
Nurse Therapist Scott Clinic
*kkkk
Service Manager (pr011)
Clinical Director (pre2011)
1 December | Scott Ginic CMHT Manager Investigation Team Chair
2011 Park Lodge CMHT Manager Investigation Team Nurse
ko Investigation Team Psychiatrist
Care Coordinator 3 Investigation Team Social Worker
Investigation Team Psychologist
In attendanceStenograp her
2 December | Imagine Chief Executive Investigation Tea Chair
2011 Imagine Director of Operations Investigation Team Nurse
Imagine Director of Operations and | Investigation Team Social Worker
Development Investigation Team Psychologist
Imagine Finance Controller In attendanceStenograp her
*kkkk
Imagine Team Leader
Imagine Bridge Builder
Imagine Director of Development
Imagine Service Manager
13 March Liverpool Local Authority and Investigation Team Chair
2012 Supporting People Office@gformal | Investigation Team Social Worker

process)

20
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Salmonand S cottCompliant Procedures
The Independent Investigation Team adopted Salmon compliant procedures during the course

of its work. These are set out below.

1. Every witness of fact will receive a letter in advance of appedongive evidence
informing him or her:
(@ of the terms of reference and the procedure adopted by the Investigation; and

(b)  of the areas and matters to be covered with them; and

(c) requesting them to provide written statements to form the basis of their evidence t

the Investigation; and

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

they feel may be relevant to the Investigation; and

(e) that they may bring with them a work colleague, member of a trade union, lawyer or
member of alefence organisation to accompany them with the exception of another

Investigation witness; and

)] that it is the witness who will be asked questions and who will be expected to answer;

and

(9) that their evidence will be recorded and a copy sent to them afidswo sign; and

(h)  that they will be given the opportunity to review clinical records prior to and during

the interview;
2. Witnesses of fact will be asked to affirm that their evidence is true.
3. Any points of potential criticism will be put to a wess 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.

21
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4. Any other interested parties who feel that they may have something useful to
contribute to the Investigation may kn@ wr i tt en submi ssions f ¢
consideration.

5. All sittings of the Investigation will be held in private.
6. The findings of the Investigation and any recommendations will be made public.
7. The evidence which is submitted to the Investigagher orally or in writing will

not be made public by the Investigation, save as is disclosed within the body of the

l nvestigationds final report
8. Findings of fact will be made on the basis of evidence received by the Investigation.
9. These findings wilbe based on the comments within the narrative of the Report.

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

drawn from all the evidence.

Independent Investigation Team Meetings and Communication

The Independent Invegttion Team Members were recruited following a detailed
examination of the case. This examination included analysing the clinical records and
reflecting upon the Investigation Terms of Reference. Once the specific requirements of the
Investigation were uretstood the Investigation Team was recruited to provide the level of
experience that was needed. During the 1Inve
manner 6 and -to-faageliscissions. i n f ace

Prior to the first meeting taking place each mdd ember received a paginated set of clinical
records, a set of clinical policies and procedures, and the Investigation Terms of Reference. It
was possible for each Team Member to identify potential clinical withesses and general
questions that needed te hsked at this stage. Each witness was aware in advance of their

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

22
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The Team Met on the Following Occasions:

12 October2011 On this occasion the Team examined the timeline basechanasuld be
ascertained from analysing the documentary evidence. The witness list was confirmed and
emerging issues were identified prior to the interviddsing the Terms of Reference and the
timeline as guidance, the Team also developed subject heathafy required further

examination.

28 November and the 2 Decembe2011l Between these dates withess interviews took
place. During this period the Investigation Team took regular opportunitieset@mane the
timeline, reevaluate emerging issues awoddiscuss additional evidem@s it arose.

Between the 3 December 2011 and the 5 January 842 Team Member prepared an
analytical synopsis of identified subjdotadings in order to conduct imdepth Root Cause

Analysis process.

6 January 2012 A second meeting took place to discuss further issues raised from the

secondary literature and the interview process.

13 February 2012 On this day the Team met to work through each previously identified
subject heading wut il i gocateg bytthe éNation&l iPatiénb Safetg 6 p r
Agency (NPSA). This process was facilitated greatly by each Team Member having already
reflected upon thevidence prior to theneetingand being able to present written areinced

briefings to Investigation TeamMdémrs The OFive Whys' process w

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

final draft.

Other Meetingsand Communications
The Independent Investigation Team Chair met on a regular basis with NHS North West
throughout the process. Communications were maintaindmbtiveen meetings by emalil,

letter and telephone.

23



Mr. Y Investigation Report

Root Cause Analysis

The analysis of the eailence 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 Maal Patient Safety Agency (NPSA) when investigating critical

incidents within the National Health Service.

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

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

RCA is a fourstageprocess. 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, withess statement collection and witness
interviews. A first draft timeline is consicted.

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

3. Root Cause Identification.The NPSA advocates the use of a variety of tools in order
to understand the underlying reasons behind causal factors. This Investigation utilised
t he 6Decision Treeed,0Rihseh 6B0omnwebd Whysd and

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

prevention of any similar critical incident occurring again.

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

its limitations.
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| 8. Information and Evidence Gathered (Documents) I

During the courseof this investigation 3,00@ages of clinical recds have been read and

some 300 pages of other documentary evidence were gathered and considered. The
following documents were used by the Independent Investigation Team to collect evidence
andto formulate conclusions.

GP records for Mr. Y

Trust clinical records for MrY

Imagine records for Mr. Y

Ministry of Justice records for Mr. Y

Court related documents for Mr. Y

Trust Internal InvestigatioRepors (2004 and 2010)
Imagine Internal Inv&tigation Repor{2010)

Trust assurance and governance documentation

© © N o 0 b~ wDd R

Inquest and Pathology documentation

10. Secondary literature review of media documentation reporting thesddadttr. andM rs.
Y Senior

11.Secondary literature review of external regulatooglibs pertaining to the Trust

12.Independent Invegation Witness Transcriptions

13.Trust Clinical Risk Clinical Policies, past and present

14.Trust Care programme Approach Policies, past and present

15.Trust and Local Authority Safeguarding and Vulnerable Adultdi®dslj past and present

16. Trust and Local Authority Operational Policies, past and present

17.Trust Incident Reporting Policies

18. Trust Clinical Supervision Policy

19.Trust Being Open Policy

20. Trust Operational Policies

21.Imagine Policies and Procedures

22.Healthcare Commgon/Care Quality Commisso n R e p olrust services r €

23.Memorandum of Understandingnvestigating Patient Safety Incidents Involving

Unexpected Death or Serious Haraprotocol for liaison and effective communication
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between the National Health Servigessociation of Chief Police Officers and the Health
and Safety Executive 2006

24.Guidelines for the NHSNational Patient Safety Agency, Safer practice Notice, 10,
Being Open When Patients are Harm8dptember 2005
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| 9. Profile of the Mersey Care NHS Trust(Past, Present and Transition) I

Mersey Care NHS Trust was established on 1 April 2001 to provide specialist mental health

and learning disability services for the people of Liverpooltd®efand Kirkby.Mersey
Care's purpose is to enable people with legrdisabilities and mental health difficulties and
their carers to optimise their health, life experience and citizenship.

The Trust

1 typically provides care, treatment and support to 28,409 service users a year

9 is dispersed across more than 32 sites;

1 has 649 inpatient beds;

1 has a combined total of 388,369 outpatient attendances and contacts during the course of
ayear,

1 serves a local population of one million people from Liverpool, Sefton and Kirkby and
wider sub regional and national for specialist se@ervices;

9 the Trust also provides medium secure services for Merseyside and Cheshire and high
secure services for the North of England and Wales.

*(Statistics based on audited figures for 221011, figures correct as of 31 March 2011)

The Trust accomlishes this by:

1 leading a network of services to meet the health and social care needs of individuals and
their carers;

1 working with other agencies and the community to promote mentabeiel and social
inclusion;

1 championing the rights, needs and asfons of people with mental health difficulties

and learning disabilities, tackling discrimination and stigma.

Mersey Care is one of only threeukts of its kind in the country providing the entire range
of speialist mental health servicedlersey Cae has a wider role too, offering medium
secure services for Merseyside and Cheshire, and high secure services for England and

Wales.
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Services provided by therdist are managed and delivered through clinical services led by a
clinica director and service amager.These have been organised on the basis of service user
groups:

1 mental health servieefor adults and older peoplerimarily community and wpatient
services for people either living in Liverpool, or those in Sefton and Kjrkby

people with learnig disabilities

people with substance misuse (drugs and alcohol) problems

aforensic service with its #patient unit based at Scott Clinic, Rainhill

= =4 4 -

high secure services based at Ashworth Hospital, Maghull

Where practicableTrust services are orgaets within the boundaries of the Primary Care
Trusts for local services, but on a stdgional basis for forensic services and national basis

for high secure services.

The Scott Clinicis a medium securpsychiatricunit located on the outskirts d@ainhill,
Merseyside England. Medium secure s@es are provided by a range of NHS and
independent sector organisations, and are for people who present a significant danger. Many
patients will have a history of offending and some will have been transferred from prison or
from court to receive inpatiétreatment. Typically, patients will remain in treatment between

two and five years.
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| 10. Profile of Imagine Independence I

Imagine Independence is a mental health chatitgorporated in the 1970's Imagine has

spent the last four decades wiog to improve the opportunities available for people

suffering mental ill health. Committed to the belief that social inclusion is a necessity, as well

as a right for all, Imagine specialises in independent living, and inclusion.

In the last year the ganisation has expanded. Today more th@ people use Imagne

services, in Liverpool, Halton, Lancashire, Sefton, Wirral, London and Greater Manchester.

Imagine is fortunate to have the support of many volunteers in addition to over 200 staff

members.

The core services include:

T
T

= =4 =4 A A4 A -4 -

forensic services follow on accommodation and support;

high support therapeutic residential community services for women with complex
needs;

personalised accommodation servicesdual diagnosis; substance use; learning
difficulties;

employment services;

social inclusion mainstream;
befriending;

Chinese language service;

day services;

userled services;

pilot personal health budget service(s);

volunteering.
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| 11. Chronology of Events I

This Forms Part of the RCA First Stege

The chronology of events forms part of the Root Cause Analysis first stage. The purpose of
the chronology is to set out the key events that led up to the incident occurring. It also gives a
greater understanding of some of the external factorgrtghave impacted upon the liéé

Mr. Y and on hiare and treatmérfirom mental health services.

| 11. 1.1.Background Information for Mr. Y I

Prior to her death in March 2010 Mrs. Y Seni
the Scott Clinic.Mr. Y was born in Liverpool in 1972. His mother described him as an
anxious and sensitive child. From an early age Mr. Y disliked being picked pgged:;if

these events took place then he wouldobbee rigid and hold his breatMr. Y did not
communicatewell as a child and he did not mix well Wwibther children.

On leaving school Mr. Y took a job in a factory, but he was asked to leave for reasons which
Mr.Y never disclosed. Shortly after this Mr. Y went to live at the YM CA but returned to live

back att he f amily home at Folowisgthim®t. ¥ warkédsas ataxs i st e |
driver for a period of ten year€linical records indicate that Mr. Y may have experienced

two road traffic accidents whilst working as a taxi driver. One of these acEidest severe

enough to take his car off thead and he was subsequentlyt lehemployed.The first

accident appears to have taken place in September 2001. The second appears to have taken

place in July 2002.

| 11.1.2. Accountof EventsPrior to the Death of Mr. Y Senior (Incident One) I

N.B. The only clinical documentation still extant for this period (March 2003 to
February 2004) comprisethe GP recordsand a limited E-Pex(electronic) Trust record;

these serve as a major source of information to the Ingendent Investigation The
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Independent Investigation Team hasalso includedbelow the findings of the Trust
Internal Review Team Report (2004) which had access to thaufi patient record. Whilst
the Independent Investigation Teanmhas no reason to doubt thevalidity of the internal
investigation report it cannot verify that all the recordedevents took placeThe reader

is therefore asked to note the reference source for each entry.

7 March 2003 (a Friday). Mr. Y visited his GP. He was feeling shaky and hatlworked

since a road traffic accident that had occurred the previous July. He was described as being
tense and he describedllocinatory experiences. Mr. ¥aid he talked to himself and read
meanings into what people said to him. He reported thdidweght people knew what he was
thinking. The GP reached no diagnosis this occasion but suspected that Mrw#s
bordering @ psychosis. The GP asked Mrt¥write down some of his experiences over the
weekendand then return to the surgell%/

10 March 2003.It was recorded in the GP recaidR X = Ri s p esrlimdzonergal Ta bl e
illness referrab. Mr. Y had written that duringhe preceding weekertie hadfelt as though
he was being monitored as a taxi driver and felt that people knew him and wenecinfiue

his behawur. The GP also referred Mr.fgr abiochemical test (not specifiefﬁ

14 March 2003.Mr. Y was seen by his GRHe was asked if he had found any situations
threatening recently and Mr. Y described how being in the library had led toeli¢ge that
people were influencing him and that he was being monitored by the taxi office he used to
work for. As a consequence he had turned his television and pldgerto face the wall at

his home. Mr. Y was reported to be anxiés.

18 and 25 Mach 2003. On the 18 MarchMr. Y was seen once again by his GP. He
described himself as feelifgn ot t oMr. Ybwasd shill. not sleeping. The plan was to
continue the medication. On the 25 Mattle GP recorded that Mr. Y had an appointment

with Moss Howe (secondary care mental health servibes)n F % da y 0.

19. GP Record P. 14
20. GP Record PP. 145
21. GP Record P. 15
22. GP Record P. 16
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28 March 2003.Mr . Y was seen i n Csclns. drhetpeowvigionalP sy ¢ h

diagnosismadewasiia psychotic il |l nes Jherewas araluctaricalto s c hi

A | a bMrl Yountil he had been assseed at the Day Hospital. Mr. Y was rtaking his
Risperidone as he thought it was affecting his testicles. The plan was to admit him to the Day

Hospital;an inpatient admission was not thought to be necessary at thi§3stage.

1 and 4 Apri | 2003.0n the 1 April t was noted in the GP record that Mr. Y was awaiting
Day Hospital placement. Mr. Y reported feeling angry as pedden ehim@and were trying

to influence his behaviour. He admitted to swearing at motorists and pas%“e@;rh)yhe 4

April Consultant Psychiatrist 1 wrote to the GP to say that it would not be necessary to

prescribe antipsychotic medication at this stage until a full assessment had takén place.

11 April 2003. A referral was received by Arundel House Day Hospital fgresiod of
assessmer@ndo bser vation in order to be able to as

were genuine and indicative of a psychiatric iln®ss.

(

15 April 2003. It was noted in the GP recotdat Mr. Yihas stopped medi ca:

heardreday hos pi t all wapadlsa cemer nhatdnediion had been issued to

Mr. Y for stress and anxiety.

25 to 28 April 2003. The Trust Internal Investigation Repod t at ed t hat Mr .
record indicated that he was admittedthe Day Hopital on the 25 AprilThe plan was to
provide:

1 support;

community group participation;

problem solving;

leisure groupactivities

creative therapy;

goal setting;

= =42 4 A4 A -2

individual sessions.

23. GP Record PP. 585

24. GP Record P. 16

25. Trust Internal Investigation Report (2004) P. 6
26. Trust Internal Investigation Report (2004 F6-7
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On the 28 April Mr. Ysaw Staff Grade Doctdt when it was decided t@mmence him on
Olanzapine 10mglt was notedt h a't Mr . Y6s behaviour requir

monitoring®’

May 2003.The Trust Internal Investigation Report provides the following information. Mr.

Y commenced hisreatmentprogramme on the 2 May. Was noted that he apared to be
responding to hallucinatory experienc&dn the 9 Mayit was recorded that the initial
assessment findings were that Mr. Y was psyichand had paranoid delusions, however this

was identified as having improstesince thecommencement oDlanzapine.As the month
progressed it was noted that Mr. YOos attende
was quiet and subdued in group settings. Towards the end of the month it was recorded that
Mr. Y was noacompliant with h medication. Mr. Y was of the belief that the medication

was causing him to gain weight. As a consequence of his non compliance it was noted that he
was becoming paranoid once again. The plan was-stare the Olanzapine at 15mg and to

also consider amdepressants if Mr. Y remained unmotivaté&the diagnosis was still thought

to be unclear, however itas thought likely for Mr. Yto haveiapar anoi d psychosi

schizophrénic illnessbd

June 2003.The Trust Internal Investigation Report statkdttMr. Y did not attend the Day
Hospital for thefirst two weeks of June. Day Hospital staff made many attempts to contact

Mr. Y by telephone but with no success.

On the 16 June Mr. Y missed his i@v with Staff Grade Doctat. On this occasion it was
noted that Mr. Y had not been collecting his medication. Mr. Y did however attend the leisure

group at the Day Hospital onishdatebut he left before the eraf the session

On the 23 Juné&taff Grade Doctot communicated with the Locum Consultant Bisigtrist
(Consultant Psychiatrist 2) Il whwawasnodee t & at
attendance at the Day Hospital was sporadic and that it would be necessary to get collateral
information from his parents. It was also noted that Mre¢uired a close monitoring of his

mental state and that a hospital admisgizay have to be considered if he continued to

disengage with services.

27. Trust Internal Investigationéport (2004) P.6-7
28. Trust Internal InvestigatiorReport (2004) P. 79
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Mr. Y continued to miss his therapy groups at the Day Hosfuotahe rest of the month
However he did atted his appointmentvith Staff Grade Doctofl on the 27 Jundt was

noted that Mr. Y appeared to be very confused and withdrawn and he admitted to taking his
Olanzapineonly twice a weekMr. Y saidthat he was isolating himself in his bedroom in

order toavoid contact with his parentdir. Y agreed to comply with his medication and it

was arranged for him to received a ialgysTohe pl an was once again
parents in order to get a collateral history, however Mr. Y refused to give hisntdose
workers to talk to thenit was agreed that Day Hospital staff would:

1 provide Mr. Y with daily medication;

91 telephone Mr. Y daily to remind him of appointments;

1 discuss with him again the need to talk to his paréhts.

July 2003.The Trust InterndinvestigatiorReport statedthar . YO6s att endance
Hospital continued to be podt.was recorded on the 7 July that Mr. Y was not gaining much

berefit from the experience. It was also noted that henedsaking his medication regularly .

The gan was to discontinue the Olanzapine gradually and to start Risperidone Consta (an
antipsychotic administered by injection). The start dose was to be 12.5mg each week initially

with the plan to increase it to 25mg every two weeks.

On the 10 July it was ated that due to a misunderstanding Mr. Y had not kept his
appointment with Staffsrade Doctor 1 which had been scheduled on this day in order to

discuss the proposed medication changes with him.

On the 14 July Mr. Y failed to attend an arranged suppgmap, althought was recorded

that he had attended a coffee group. At the coffee group it was noted that Mr. Y was laughing
inappropriately to himselMr. Y also attended an appointment with Staff Grade Doctor 1. At
this appointment Mr. Y was guarded darsuspicious and was observed to smile
inappropriately most of the time. He was reported to be showing poverty of thought and
thought block.When offered a change of medication in the form of an intramuscular injection
he refused. Mr. Y did however agree take Quetiapine every week day morning by
collecting it from the Day Hospitand to gradually stop taking Olanzapifiée plan was to
reduce the Olanzapine to 10mg, then to 5mg for one week and then to commence the

29. Trust Internal Investigation Report (2004 /D-10
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Quetiapine 25mg twice daily for thadt day, 100mg on the third day, 150mg twice daily on
the fourth day and 200mg twice daily on the fifth day.

For the next couple of weeldr. Y failed to attend groups on a regular basis at the Day
Hospital but he did attend each day for his medicatitmwever on the 2duly Mr. Y told a
Doctor at the Day Hospital that he had not been taking his evening dose. Mr. Y was worried
that the medication would damage his livéit. Y also said that he thought hieighbours

were shining a spotlight intdis bedrom and that he wabeingmonitored through his

televisionHe s ai d t hat he felt better out side of

On the 28 July Mr. Y saw Consultant Psychiatrist 2 and the Staff Grade Détzor.
compl ained of being mon aldoeaide¢hdt heabelievédipsoplphad e nt
been monitang him in the past when he had workedhdsxi driverMr. Y admitted that he

had stopped taking his medication the previous week. During the meeting he became
increasinglyconfusedhe finally admittedthat his feelings were not healthy and that he had a
mental ilhess. Consultant Psychiatristadlvised Mr.Y to take his medication, but Mr. Y
expressedis concerns alut the side effect$t was agreed at this stage that Mr. Y would be
prescribed a Rispiglone injection at an initial dose of 12.5mg with the intention of
increasing it to 25mg if Mr. Y tolerated it weloweverthe pharmacy was unable to supply
Risperidone Consta @#swas not routinely supplied withithe Trust. Consultant Psychiatrist

2 was informed that he would have to clear the prescription through the Chief Pharmacist
who said that the nursing staff would need specialist training before the drug could be
supplied. In the end it was agreed that Mr. Y would continue on the Quetiainsé of

200mg a day. Mr. Y continued to refuse to allow staff to contact his family.

On the 29 July Mrs. Y Senior telephoned the Day Hospital to say that her son was not well
and wouldnot be attending that dajlowever later on that day Mr. Y did atickand said that
he was still not taking his medication. It was recorded that he had no insight into his illness

and was becoming more paranoid.

On the 30 July Mr. Y had an appointment with the Staff Grade Dddeowas reported to
have been visibly amg as he had been kept waiting for 30 minutek.. Y said he no longer
wished to attend the Day Hospital as it was not helping him. The Staff Grade Doctor offered

Mr. Y a hospital admission which he refusedr. Y was advised that a compulsory
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admission o u | d be arranged. The St aff Grade Doc

deterioration and continued paranoia a Mental Health Act (1983) assessment should be
arranged under Section 2 of the Act. In the event Consultant Psychiatrist 2 did not support
this asMr. Y had not threatened to harm either himself or othkrswever an urgent
domiciliary visit by a Community Psychiatrist Nurse was arranged. The visit took place later
on the same daypuringthis visit Mr. Y denied any problems with his thoughts. Hd s&s

a bit fed up and was only in contact with mental health services for anxiety and that he did
not need antipsychotic medicatidh.This nurse went on to assume the role of Care

Coordinator and is referred to as Care Coordinator 1 in this report fisqaimt forward.

1-14 August 2003.The Trust Internal Investigation Report statbdt on the 1 August an
Effective Care Coordination(ECC) risk assessment was completed a Day Hospital
worker. It was notd t hat duri ng t hbehavmwvegasofien imoenmgruentM rr .
with his answersMr. Y was thoughtto be experiencing auditory hallucinations and he
smirked and laughed inappropriatelyhe plan was to support Mr. Y in sorting out his
finances and to help him find employment. It was agreedhisatase would be discussed

with Consultant Psychiatristéahd the multidisciplinary teai

On the 4 August Mr. Y had a follow up appointment with the Staff Grade Doctor. Mr. Y was
observed to be calmer but he was still distressed by what he consiodregdlbts against

him. Mr. Y denied being ill and was ambivalent about contintongitend the Daydospital;
however he agreed to stay engaged with the service. Mteédago take Risperidone and

thiswas prescribed twice daily.

On the 7 August Mr. Yattended thé®ay Hospital. Hecontinued to beanxous about side
effects from higmedication.When askedMr. Y denied feelings of being monitored.

On the 11 August review meeting was held with Consultant Psychiatrist 2 and the Staff
Grade Doctor in aendance.lt was noted that Mr. Y was taking his morning dose of
Risperidone, but it was unclear whether or not he was taking the evenindvttoséwas
paranoidaboutthe Day Hospital stafind lacked insight into his conditiorkollowing the

review Mr.Y was seen by Consultant Psychiatrist 2 and the Staff Grade Doctor. Mr. Y

30. Trust Internal Investigation Report (2004) P P-120
31 Trust Internal Investigation Report (2004) B
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agreed very reluctantly to an increase to his morning Risperidone. Mr. Y was recorded as still

not believing that he needed any medication. The Consukgoested once again thatr W

allow the team to talk to his Thaappdingment Mr . Y
ended with Consultant Psychiatrist 2 encouraging Mr. Y to maintain his attendance at the

Day Hospitaf**

On the 12 August Mrs. Y Senior advised that Mr. Yuldono longer be attending the Day
Hospital as he felt pressurisky thestaff. On the 15 August Mr. Y was discharged from the

Day Hospital against medical advice. A letter was written to both Mr. Yha@P to this

effect. It wasagreed that the Communityle nt a | Health Team would

care??’

15 August 20031t was recorded in the GP record t ha
Pl an Medication Reviewbo(. It was not @ie t hat
Coordinator Iwice aweek atattendCons ul t ant Psychi atTheipent 206 s
was to clarify the diagnosis and to stabilise his mentaéstatvas also hoped that MroYs

insight would improve and that he would accept antipsychotic medication. The
Contingency/CrisisPlan was for Mr. Y or his carer to contact Care Coordinattinel Crisis

Team, his GP, or the Accident and Emergency Department if in Erisis.

18 August 2003.The GP surgery received a letter to say that Mr. Y had been discharged
from the Arundel Day Hspital. The letter statethat Risperidone Caplets 2mg should be
prescribed with immediate effect.

A risk assessment wasnducted by Care Coordinator 1. It was noted that Mr. ériapced

ideasof reference and persecution. It was also noted that thg &@noid ideas about his
neighbours and members of his family. His psychosis was described as being untreated at the
time of the assessment and the diagnosis was not clear. MasYhoted to havead some

suicidal ideas, but no plans. He also had lichitesight into his situation.

It was recorded that Mr. Y had a supportive family and that he was being monitored by Moss

House. The summary of the risk assessment was as follows:

32 Trust Internalnvestigation Report (20048 . 16
33 Trust Internal Investigation Report (2008) 16
34. GP Record P. 50
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ARi sk of aggileawssi on/violence

1

1 Risk of suicidé low/moderate

1 Risk of &lf neglecti low/moderate
1

Other risksi | o w0

Mr. Y did not think he had any risk factors and he did not want his mother involved in a care

plan It was recordedi s 0 opi ni off not soughto.

20-26 August 2003.The Trust Internal Invegiation Report statdthaton the 20 August Mr.
Y telephonedCare Coordinator 1 to cancel faip pointmentwhich was due on this dagare
Coordinator 1 had been planning to visit with an approved social wdrkerfollowing day
Care Coorghator 1 made several telephooalsto Mr. Y but was unable to make contact

with him>2®

On the 26 August Mr. Y was contacted to remind him about his Outpatient appointment due
that day His mother advised Care Coordinator 1 that Mr. Y had gone tdetftést and then

to town she also intimatd that Mr. Y sought to avoid contact with servic&sdiscussion

took place between Care Coordinator 1 and Consultant Psychiattistvas decided that

bot h Mr. Y and his mother needed to be told
mental fealth was deteriorating services would maintain contact and, if megds Mental

Health Act (1983)assessment would be conductedwhs apparently agreed that a social

worker opinion would be sought (there wae extant record to indicate that this took

place)’’

1 September 2003.Care Coordinator 1 recorded that the case was discussed at the
multidisciplinary team meeting. A referral was made to theabatiork Departmentfi f o r

another ASW [Approved 8ocial Worker] assessrt

20-25 September 2003The Trust Internal ReviewReport stated that on the 20 September
Mr. Y did not attend his Outpatient appointme@n the 25 September Care Coordinator 1
arranged a home visit to Mr. Mt was noted that Mr. Y refused to comply with his

35. GP Record P. 51

36. CMHT Notes (20032004) P. 5

37. Trust Internal Investigation Report (2004) 16
38. CMHT Notes (20032004) P. 5
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medication and did notvant to attend the Outpatient Department. He did however agree to

anothethomeap p ointment for the 2 October 2083.

29 September 2003Care Coordinator 1 visited Mr. Y at his home. It was recorded that there
was no change in his mental state. It was atsmrded that he was refusing to take his

medication. Mr. Y agreed to a visit the following wébk.

2-23 October 2003The Trust Internal Investigation Report stated that or2t@etober Care
Coordinator 1 could not gain access to the house. A homalidditowever take place on the

16 and 23 October. During thegiitsit was notedthamr . YO6s sy mpt oms wer
although he denied feeling depressed or suicidal. Mr. Y was still not being compliant with his
medication, but he did agree to attemslfext Outpatient appointment which was due on the

7 Novembefi!

30 October 20031t was recorded in the GP record that Mr. Y spent most of his time in his

room at home avoiding the television. He thought peopledoufda k e hi m t hi nk an
heareer yt hi n gMrh¥wasvasited by a Nurse andhineePsychologist on this day

but Mr. Y felt scepticahbout the support they could offer to hifHis condition was noted

to have deterioratef. Care Coordinator 1 wrote in the-Eexrecord that thereverefi n o

biological symptoms of depression reported, admits to fleeting suicidal ideas but no plans or
intent. Will ®iscuss with RMO. o

31 October 2003.It was recordée in both the Trust Internal RevieReportand the GP

record thatCare Coordinator 1 @nConsultant Psychiatrist 2 visited Mr. Yhis homeT his

visit also served as a CPA review. Mr. Y was noted as being on Standard CPA. Those present
were:

1 Consultant Psychiatrist 2;

1 Care Coordinator 1;

1 Mr.Y.

39. Trust Intenal Investigation Report (2008). 16

40. CMHT Notes (20022004) P 6

41. Trust Internal Investigation Report (2004p. 1617
42. GP Record PP. 225

43 Trust Internal Investigation Report (2008) 17

44, CMHT Notes (20032004) P 7
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Those listed as requiring notification ofetbutcome were listed as:
1 the GP;
1 the CMHT Clinical Psychologist;

1 the Trainee Clinical Psychologist.

Mr. Y complained that people wefet r yi ng t o Hewantdd stimieone ta galkto,

but did not want medication or a hospital admission. It wasitve of the clinical team that

Mr. Y needed antipsychotic medication and that his mental state had deteriorated over the
past four weeks. It was agreed that urgent talking therapy would be provided to Mr. Y to
which he agreed. | t plaadd not ®duieedevidioh.at Mr . YO s
His HONOS scores were:

Aggressive 0

Self injury O

Drinking andDrugs 0

Cognitive O

Relationships 3

Daily living (left blank)

Physical 1

Hallucinations/Delusions 3

Depressed 1

Occupation and\ctivities (left blank)

Other Menal Behaviour O

Living Conditions O

It was noted that Mr. Y was not detainable at that time under the Mental Health Act (1983).
Due to Mr. Y being highlyparanoid it was advised thhe needed to be approactieds er y

carefully and tactfully to build arappot wi t*h hi m. o

Care Coordinator 1 recorded in thd’Ex record that Mr. Y had agreed to attend Moss House

for sessions with a Clinical Psycholog?gt.

45, Trust Internal Invetigation Report (2004f.17 and GP Record PP. 423
46. CMHT Notes (20032004) P7
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6-7 November 2003.Care Coordinator 1 visited Mr. Y at his horiidere was no change to
his mental stat. He agreed to a visit from a Clinical Psychologist the following Wegke
next day it was noted that Mr. Y failed to attend his Outpatient appointment.

18 November 2003 Consultant Psychiatrist 2 wrote to the GP. Mr. Y had been avoiding
engagement wht mentl health services. He had not attended the Outpatient Gfirtice 25
September and on the 7 November. #swep ortedhat the Community M entalHealthTeam
Psychologist had tried to visitMr. Y the previous Thursday but could not get anyonetto le
him into the house. He planned to visit again the followiegk. It was thought that Mr. Y
was not detainable under thMeental Health Act (1983) at thisme. However it was proving
difficult to get him to engage with the service. The plan was to aoatio ty and build a

rapportand forCare Coordinatorio continue to work with Mr. Y®

20-28 November 2003T he Trust Internal RevieReport stated that on the 20 November the
Psychologist visited Mr. Y at his home in the company of Care Coordinakbr. X. said that

hewould consider further sessiondi¢se did not in fact take place). It was recorded that on

the 28 November Mr. Y failed to attend his Outpatient ap p ointnitewias also recorded &h

Care Coordinator 1 was finding it increasingly difiit to ganaccess t o Nhe. YO s

plan was to discuss Mr. Ybés ¢&ase at the next

2 December 2003It was recorded in the GP record that Consultant Psychiatrist 2 and Care
Coordinator 1 visited Mr. Y at his home. Mr. Y wasaranoid. The assessment was
Ai ncompl et e aslt wasoatso recordefi € & NGare .Coordinator 1]. Clin

Psychol ®visiting. o

11 December 2003Care Coordinator 1 made a howisit as previously arrangdalt could

not gain access to the houZe.

19 December 2003Care Coordinator 1 made a home visit as previously arranged but could

not gain access to the houée.

47. CMHT Notes (20032004) P8

48. GP Record PP. 445

49, Trust Internal Investigation Report (2008)17
50. GP Record P. 24

51L.CMHT Notes (20032004) P9

52.CMHT Notes (®03-2004) P .10
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2 January 2004.Care Coordinator 1 made a home visit as previously arranged. Mrs. Y
Senior opened the door and said that her son was aSlkepsaid he was f | ané aenied
that thee were any problems. It was agreed that Care Coordinator 1 wisitléigainthe

following week>

7 January 2004.Care Coordinator 1 visited Mr. Y at his home. It was recorded that Mr. Y
wasfi p e r p lag to engl people were tryingtéd wi n d  hwihen heumend out. It was
recorded that when Mr. Y listened to the radio he believed that reference was being made to
him. Mr. Y continued to refuse his medication. Mrs. Y Senior was present and she said that
her sonfiexplodes fanyone i nterfer es sheidénied thathha had teen 1 s

aggressive towards anyone. Mr. Y continued to refuse his medication.

22 January 2004.Care Coordinator 1 made a home visit as previously arranged but could

not gain accesotthe housé’

28 January 2004 An entry in the GP record stated that Consultant Psychiatrist 2 telephoned

the GP surgery to say that Mr.Yhadd | or i d psychosi s, not takin
as he uemsutant Rsycliatrist 2 thought thaetsituation could not be allowed to

continue and that an assessment under the Mental Health Act (1983) should be considered.

The plan was to seek Social Worker involvement and to discuss treatment 8f)tions.

30 January 2004.The Trust Internal RevielRRepat stated thatConsultant Psychiatrist 2
visited Mmwih aY Approvied So@al Wker the purpose being to undertake a
formal assessmentt would appear that Mr. Y had not been informed of the nature of the

visit even though the Psychiatrist hacdtheadvised to ensure that this was done.

During this visit Mr. Y was observed to mumble and not speak clearly bebauselieved

people could read his thoughtis.was noted that Mr. Y had no intention of engaging with
services.Consultant Psychiatris2 gave Mr. Y a lettewhich set out the concerns that the
treating team had regarding his condition and his refusal to engage. The letter also set out the

53.CMHT Notes (20032004) P .10
54.CMHT Notes (20022004) P .10
55.CMHT Notes (20032004) P11
56. GP Record P. 24
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duty of care of care that the team had, stating that it was the vigwe tglam that he needed

an irpatient admission. Mr. Y was asked to respond to the letter by the 2 February.

The plan was to go forward with a Mental Health At®83)assessment if Mr. Y did not
respond to the letter or engage with serviddse Trust Internal RevielReportdetails hat

when interviewed the Approved Social Worker did not have the same recollection of the
meeting as that of Consultant Psychiatrist 2. The Social Worker was of the view that this
meeting with Mr. Y was simply to encourage his engagement and was not al form

assessmer{tinder the Actpf his condition’’

2 February 2004.The Trust Internal RevielReport stated that Consultant Psychiatrist 2

wrote thatit he ment al Il lness is of a degree and
the community (his saffeglect) he is getting more withdrawn and not leaving the house as he
used to doTo rely on his mother i's not practica
symptoms and the stress he is passing through. There is a hx [history] of suicide in the

family6°®

5 February 2004.Consultant Psychiatrist 2 wrote to the GP detailing the outcdmezent

events and stating that a Mental Health Act (1983) assessment should be é?ranged.

11 February 2004.A vi si t to Mr. Yiid arderto wmdertakeadMentab r r a n g
Health Act (1983) assessmefonsultant Psychiatrist 2, the GP and the Approved Social
Worker visited the home but they could not gain acdéssould appear that neither Mr. Y

nor his parents had been informed that the visit was due to takeﬁ(bla

16-17 February 2004. Anothervisit made to Mr. Y at his homigy the Approved Social
Worker and Consultant Psychiatrist Phis visit was recorded in the GP record andthoy
Trust Internal ReviewTeam The reason for the visit wa® tdiscusswith Mr. Y the

possibility of an informal admission to hospital.

57.Trust Internal Investigation Report (2004) P. 18
58 Trust Internal Investigation Report (2004) P. 18
59.Trust Internal Invegation Report (2004) P. 19

60.Trust Internal Investigation Report (2004) P. 19
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The meetg had been arranged with Mro¥s mot her and she was pr e
entire inteview. She mentioned that Mr.Went to the Day Hospital and thatitma de hi m a
hundr ed t iSheaso feltdhatseanadication made him likefiaz o m landehai it

was not the answer to his problems. Mrdid not mind his mother being present. He said

that people were monitoring him and peoplein the library were winding him upisAdont

in the interview Mr. ¥s mot her appeared to understand

joined with the staff in explaining why a short inpegiti admission was necessary

It was made clear to Mr. ¥nd his mother that the situation could not camiast was as
his mental healthwas deteriorating.The Social Worker arranged to visit him again the
following day with a view to taking him into hospital' he need for a Mental Health Act
(1983) assessment was also discussed if Mr. Y changed his mind asedred an informal
admission.

In the event a hospital bed was not available for Mr. Y on the 17 Febfdageywas however
available on the 18 Februar®n the 17 FebruaryMrs. Y Senior was advised by the
Approved Social Worker that sheould telephone @ make the final arrangements. Mrs. Y
Senior told the Approved Social Worker that Mr. Y had beeni n e aanhd thatotiney 0
had gone out together that afterndon.

18 February 2004.In the morning the Approved Social Worker attempted to telephone Mr.

Y on two occasions. She was advised that he had left the house and had taken his clothes to
give to a charity shop. She was also advised that Mr. Y had agreed to be taken into hospital
the following day(the 19 Februaryand it was arranged that he woldd collected at 10.00

hours®?

| 11.1.3. Account of the Death of Mr. Y Senior I

In the days prior to the incident Mr. Y and his parents had been in conflict witlotsah

Mr. Y had received a sum of £2,000 following a road traffic accident and his pas&hts h

61 Trust Internal Investigation Report (20042B andGP Record PP. 387
62. Trust Internal Investigation Report (2004) P.20
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been | ooking after t hNrsYthaweyested that heMagiventhi®8 s r e
money, but it appeared that Mrs. Y Senigas reluctant to do thig€ventually she went to the
bank and withdrew some of the money and gave it to him.

Mr. Y collected up his clothes and belongings and gave them to charity shops. He took the
money he had been given by his mother and went to the hoaspeaton he described as
being anexgirifriend. Once there he tried to gierthe money and asked her t&e@areof

him because he did not want to be sectioned. He was described as being feadek His
girlfriendé would not take his money and took him back to his home whereupon his parents
tookthe money from hint®

19 February 2004 At 10.00 hours the Aproved Social Worker telephoned Mr. Y to confirm
the admission arrangements. A Police Officer answered the telephone to say thdiddr. Y

killed his father and injured his mother and that he was in the process of being &frested.

Apparently Mr. Y had anuged with his father about the return of the money. Mr. Y had
become angry and had smashed some ornaments. Mr. Y Senior told him that he would deduct
the cost of the ornaments from the mortegat was being heldMr. Y became even more
angry, but eventualiyhe broke down and asked his father for forgivendssfather tried to
comfort him and said that he would have to go into hospital and then things would improve.

Mr. Y then went and got either a hammer or a heavy spanner, it is uncleay avtdbit his

father around the head until he fell to the ground. His mother had been upstairs packing his
hospital bags and was wmare of what had happeneWhenshecame downstairs Mr. Y

tried to prevent her from seeing aloweslDf at her
enter the room in which he lailr. Y attacked her, fracturing her skull and injuring her

wrists and fingers. She was able to appeal to him to stop. He did so and went upstairs and

offered no further resistance or acts of violence. Mrs. Y Seeligp honed for the Poliéa.

The Policedecidedthat Mr. Y was mentally ill and studd go to hospital following thattack
on his parents. It was noted that he had killed his father, hurt his mankervas considered

to be at high risk of suicide if fiein a Police cellMr. Y was admitted to the Scott Clinic

63. Trust Record PP. 567
64. Clinical Records S&. P. 2
65. Trust Record P. 57
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under Section 2 of the Mental Health Act (1988p1.30 hoursHe was remanded on bail. A
nursing referral assessment form was completed and it was noted that MriYlhad mo nt h s
of untreated pgchosis® During the assessment it was also noted that Mr. Y was suspicious

and had poverty of speech.

Mr. Y was admitted onto Ward 2 under Category A on 1:1 observations and he was

commenced o#opiclone,Olanzapine and prn (as requiréayazepam.

9 August 2004 .At the Indictment at Liverpool Crown Court Mr. Y was charged as follows:

i C o u nmurdet, contrary to common law.

Particulars of the offence: Mr. Y on the 19 day of February 2004 murdered his father.

Count 2: attempted murder.

Particulars ofthe offence: Mr. Y on the 19 day of February 2004 attempted to murder his
mother.

Count 3: causing grievous bodily harm.

Particulars of the offence: Mr. Y on the 19 day of February 2004 caused grievous bodily

harm to his mother with intent todohergies s bodi® y har m. o

18 October 2004.Mr. Y was convicted of manslaughter and causing grievous bodily harm
with intent. On this day Mr. Y was formally discharged from his detentrater Section 8f

the Mental Health Act (1983). A Hospital Order was madeigerpool Crown Court. He
was to be detained at the Scott Clinic under SesB8a@m1 of the Act. Mr. Y was returned to
the Scott Clinic with immediate effect; his given diagnosis was Paranoid Schizophrenia.

| 11.1.4. Account of Events Prior to the Dedit of Mrs. Y Senior (Incident Two) I

20 February 2004.Mr. Y was described as being very quiet and timid. He became tearful at
one point. The plan wa® reduce to level three observations once reviewed by Consultant
Psychiatrist 3( Mr . Y6 Re s pldfficen). bi¢ was iy ¢placedaon level three

observations and commenced on Olanzapine Velotabs 10mg a?7night.

66. Legal Documents PP
67. Clinical Records Set 2. PP-5
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21 February 2004.Initially Mr. Y appeared to be settled. ideclined his medication and his
diet. It was explained to Mr. Yvhere he was and ah he was on a Sectiaf the Mental

Health Act (1983)however he still refused his medication.

Mr. Y became agitated later in the day rocking and hitting his head into a wall. His agitation
increased and he was restrained, Control and Restraintgeebnwere used. Lorazep &mg
wasgiven as an intramuscular injectioras he refused oral medicatigks the day progressed

Mr. Y asked how his mother was. He was reluctant to eat. He was confused and low in mood.
He stayed up late. He was reluctant toratewith staff, but eventually drank some milk and

had a banan%.

22 February 2004.Mr. Y appeared to be very anxious and disorientated. Hisedflunch.

As the day progressdae continued to be confused and camginto the day room in his
underpantswhereupon he stood on the day room table. Once back in his room he tried to
remove all of his clothing. He did accept his medication but would not eat or drink. He tried
to remove his clothes once more. He said he wéuld u t hi s Mb¥tiodksome f f 0 .

Haloperidol after a great deal of persuasﬁl%n.

23-29 February 2004.0n the 23 and 24 of February Mr. Y did not want to eat or drink. He
continuedtobdé sus pi ci ous aadfetthathe ghoukel besidprisdvir. Y was

very unhappy about having take medicatioll On the 25-ebruary Mr. Y saw his solicitor

and was noted to laugh and joke at his humorous remarks. He was also noted to be sullen and
difficult to engage with when ward staff approached him. In the early hours of the 26
February Mr. Y vas noted to have broken a toothbrush (no explanation for this is recorded in
the notesat this stage The plan was to continue level 3 observations and to increase the
Ol anzapine to 20md" with Mr. Yés consent .

1 March 2004.Mr. Y had escorted Section 1&ave for a Court appearance. It was noted that

he wasi wa r midowever it was also noted that his interactions were linfited.

68. Clinical Records Set 2. PP-97

69. Clinical Records Set 2. PP-14

70. Clinical Records Set 2. PP.-12

71. Clinical Records Set 2. PP.-15

72. Section 17 Lave PP. 289 and Clinical Records Set 2. P. 15
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15 March 2004. A clinical meeting was held on this daylr. Y was @mmenced on Section
3 of the Mental Health Act (1983). (Thwas renewed on 14 March 2005). The medication
was noted as being:

Zopiclone 7.5mgrn (maximum at night);
Haloperidol 57 10mg prn (maximum 30mg daily);
Lorazepam I 2mg prn (maximum 4 mg daily);
Procyclidine 5 mg prn (maximum 30 mg daily);

Olanzapin€0 mg at night;

= -4 4 -4 -—a -

Senna two tablstprn (maximum at night).
He continued on level three observatidhs.
16 March 2004.Mr. Y appeared at Liverpool Magistrates Court. He was remanded dfi bail.

22 March 2004.A Care Programme Approach (CPA) Review was heldlos day. The
following peoplewere recorded as haviragtended:

Consultant Psychiatrist 3 (Scott Clinic);

Consultant Psychiatrist 2 (Moss House);

Senior Psychiatric Registrg§scott Clinic)

Clinical Psychologist ZScott Clinig;

the Approved Social Wer;

Nurse Therapist (Scott Clinic);

Care Coordinator (M oss House)

Social Worker 1 (Scott Clinic);

= -4 4 4 A4 -8 -8 -5 -

aProbation Officer.

Mr. Y wason level three observations as e tried to remove his testiclesth a broken

toothbrush’

25 March 2004.A letter was sent tahe GP. The letter confirmed that Mr. Y had been

charged with the homicide of his father and the attempted homicide of his mother. A review

73. Tribunal Documentation P. 10 and Clinical Records Set 2. P-P4 23
74. Legal Documents P.7
75. Trust Record PP. 49500 and PP. 50813
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i nt o Mr . YO s care and treat ment was due t

requested®

1 April 2004.Mr . Y6s uncle telephoned the ward as
because Mr. Y had been released on bail. They were worried that he might try and return
home!’

22 April 2004. A Care Programme Approach (CPA) Review was held. The follpweople
were recorded as havirajtended:

Consultant Psychiatrist 3 (Scott Clinic);

Consultant Psychiatrist 2 (Moss House);

Senior Psychiatric Registr&cott Clinic)

the Approved Social Worker;

Care Coordinator (M oss House)

Social Worker 1 (Scott Glic);

= =4 4 -4 A - -

aProbation Officer.

Other people noted as requiring notification of outcomes were listed as:
9 Staff Nurse (Scott Clinic Ward 2);

1 Nurse Therapist (Scott Clinic);

1 Clinical Psychologist 2 (Scott Clinic);

1

Care Coordinatomt specified how this persatiffered from Care Coordinator.1)

Mr. Y was present at the review. He said that he wanted to see his mother and he complained
about being sedated by his nmeadion. It was noted that Mr.é¥ys f ami |y had
interviewed. At this time Mr. Y was detaird under Section 3 of the Mental Health Act
(1983) following the murder of his father and the attempted murder of his mother on the 19
February 2004. He had been considenedit to attend Court on 16 March 20@hd was
considered to still banfit to appearat Courton the 11 May 2004.

Mr. Y was pescribed Olanzapine Velotabs ¢ at night. He was on continuous 1:1

observatios. The ward staff were trying to build uprapport with him; they hadoted

76. GP Record P. 32
77. Clinical Records Set 2. P. 33
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sexually inappropriate behaviour. Mr. Wad recentlybroken a tooth brush which he said he
wanted to use to remove his testicles in order to cut off his testosterone supply and thereby
his aggression. Further assessments were requickdt amas decided to split Mr. &'s

medication into two doses, one in tinerning and one at nigﬁ?.

The GP surgery was sent a copy of Mr. Yo6s

being on Enhanced CPA and eligible for Section 117 afteftare.

11 May 2004.Mr. Y was remanded on bail at Liverpool Magistrates Coutive and sleep
at the Scott Clini&

9 June 2004 Mr. Y appeared at Liverpool Crown Court where he was remanded on bail to
the Scott Clinic. He applied for a bail application and bail was granted on condition that he

lived and slept each night at theo8cClinic.**

C

14 July 2004.The Social Worker made a visit to MP ¢ Seni or 6 s home. Mr s .

better able to talk on this occasion. She mentioned that Mr. Y had always had a loving
relationship with his father, that he liked history and kegffitn She also said that Mr. ivad

never been an aggressive person laad never been in fights. Mr. Yad recently written a
letter to his mother. The letter was reported to have been full of love for his mother and regre
for killing his father. Mr. Yhad equested that his mother visit him. Atig stage Mrs. Y
Seniorfelt that she could not vitshim, but would consider it fathe future. She said hsister

would probably visit Mr. ¥Yin the meantimé®

18 July 2004.Mr . YO6s wuncl e andYwas nepgorted asdeiigwar rh i imn
r e s p o hhere was no physical contact between them. Mr. Y asked if his mother was

going to visit, he was told that this would happen s8on.

23 July 2004.A Psychiatric report on Mr. Was preparetly a Locum Consultarforensic
Pgychiatrist. At this stage Mr. Was charged with the murder of his father and the attempted

78. GP Record PP.2230

79. GP Record PP. 290

80. Legal Documents P. 7

81 Legal Documents PP-3

82. Clinical Records Set 2. PP.-83
83. Clinical Records Set 2. P. 85
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murder of his mother. The redonoted that it appeared Mr.0Ys me nth @rdblenmse a |

began after his cahad been o&6rear e n d e hen wotkinglas A taxh e s a-
driver. From this timeon he was suspicious of people at work and he thought that he was
driving with an open microphone and that everyone cbhelatr what he was saying. Mr. Y

reported that he was not very sociable and preferdgdryop ursuits such as jogging.

The Locum Consultant Psychiatrist had been asked to visit Mr. Y at the PwitenS
following the offence on the 19 February 20@h this occasion Mr. Yiad appeared to be
confused and withdrawn and he had refusechswar questions. Theagdnosis was made of
Schizophrenic illness. The main concern was of his risk of suicide.

The report noted that Mr. Nad been transferred to the SdGtinic later on thel9 February

under Section 2 of the Mental Health Act (1983¢ had beeplaced on 2:1 observations due

to the concers about his suicide risk. Hbad possibly been responding to auditory
hallucinations. His mood was abnormal and he was extremely distressed. He was commenced
on Olanzapine 10mg at night. There wadegree of sexual inappropriateness and on the 26

February he attempted to remove his testicles.

This presentation remained unchangeth r oughout May a rOthnzapimen e and
was increased to 20mg at night. Following this there was eviddnce ar miwrag 6 o f h |
mood. Mr. Y told the Locum Consultant Psychiatrihat he had been feeling strange the

week before the incident and that he had given away a great of money (£7,000 in total) and

that he had not been sleeping.

At the time of the repontvaswritten Mr. Y was described as presenting with an abnormal
affect. He was markedly flattened with little facial expression. He accepted that some of his
behaviours were @ormal. It was noted that Mr. Y suffered frédharanoid Schizophrenia. It

was thoughtthat he would be likely to relapse if he wast in hospital and receiving

treatment.
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Mr.Y6s Soci al Wor ker made a vi sit hisshelongngss mot h

Mr.Y6s aunt a ryear oid granddaughesvere presentMr . Y Bes saidhtiat
she was still trying to come to teswith events>

2 August 2004.At a ward clinicalmeeting it was noted that Mr. Was still not engaging
with staff or patients. He did not appear to be distressedmniddication was Olanzapine
20mg at nght %

9 August 2004.At the Indictment at the Crown Court in Liverpool Mr. Y was charged as
follows:

Count 1: murder, contrary to common law.

Particulars of the offence: Mr. Y on the 19 day of February 2004 murdered his father.
Count 2: attempted murder.

Particulars of the offence: Mr. Y on the 19 day of February 2004 attempted to murder his
mother.

Count 3: causing grievous bodily harm.

Particulars of the offence: Mr. Y on the 19 day of February 2004 caused grievous bodily
harm to his mother with interib do her grievous bodily harfAThe preliminary hearing date
was set for the 18 August 2004.

24 August 2004 A renewal of authority for detention was made. Consultant Psychiatrist 3
stated that the patief®Mr. Y) was suffering from a mental illness attit was appropriate

for him to receive his treatment in hospital and that such treatment was likely to alleviate his
condition. It was recorded that Mr. Y remained guarded and withdrawn and that he was
charged with serious violence in the context of imental illness and that he required further

treatment and rehabilitatid¥.

31 August 2004.Mr. Y attended Liverpool Crown Court for a review of his case. He

remained calm and fully cooperative through??ut.

84. Ministry of Justice Documentation PP.-39 and Ghical Records Set 2. PP.-72
85. Clinical RecordsSet 2. P. 92

86. Legal Documents PP£

87. Legal Documents P. 12

88. Clinical Records Set 2. P. 104
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6 September 2004A Sodal Work Report for theeffective Care Coordination Review was
prepared. It was recorded that Mr. Ywas & i t t | eandwaore settled@and that he still
had a tendency to isolate himself from others.

It was noted that apart from the index offence there was no history lehegotowards
others. According to his mother Mr. Y had always avoided confrontation. Mr. Y understood
that he had a mental illness and recognised certain symptoms and behaviours that were

evident prior to admission, e.g. giving away his possessions.

The carer perspective wasecorded as being h at Mr . Y6s mot her was
husband, but at the same time felt she had lost her son for whom she could not grieve. She

felt it would have been better if her son had killed her as well. She could nsbifsefor her

son, nor sympathise, as she was still trying to come to terms with what had happened. Mrs. Y
Senior said that she had noitnesdiretkerpast andbout me d
what signs and symptom® be aware ofAny perceivechoncompliance on her part in the

pastwasidone in complete ignorance. 0

September 2004 (date uncertain)Mr. Y was referred to Clinical Psychologi&t by his
treatingteam. The Psychologist met with Mr. Yand with his motherseparatelypn two
occa®ons. She alo met with the treating team. Mr.\Was described as quietly spoken with a

flattened affect.

Mr.Y6s mot her told the Psychpelalicllyseldhislbreath as a
until he went blue in order to get his way. Upon sharschool she described him as anxious

not wanting to be separated from herseltrarvel on the school bus. Mr. ad expressed

feelings of jealousl about hisbrother.Mr. Y said that héhad a close relationship with his

mother; however he described he&s being an anxious woman who wasi nt er f er i n
contr ol | i ngHeaaddhatder intrusiveaess. had undermined his confidence. As a
consequence he withdrew and bottled up his feelings. Shortly after leaving school he had left

home, but his motlidhadii or der ed ®iim t o return

Mr. Y had become unemployed a year prior to the index offence. This had led to arguments
between him and his fatheMr. Y expressed remorder killing his father and hurting his

89. Trust Record PP. 48291
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mother althoughauthentic evidence fothis could not be discerned by the Psychslogi
during the assessment. Mr.sYiggested that eventually he would return to live at hoitie
his motherwithout realising how inappropriate this would.ldt was noted that both Mr. Y
and his mother werg p o olfrr espeor t er s o f  tTheHsychologeal opmions t or y
debated:
T wereMr.¥6s present ation and psychol ogi cal di f f
1 bhad there been any neurological damage as a result of gfromathe breath holdings
a child?

f ddhi s presentation warrant a diagnosis of A

The recommendations were:
1 to share the informian about diagnosis with Mr.;Y
T to refer him to the Aspergeroés Team,;

1 to commence neurological testiffg.

15 September 2004A Psychiatric Reportvas preparetly Consultant Psychiatrist 3. This

had been requested by theo@n ProsecutiorServiceM erseyside. The report was similar in

content to that prepared on the 23 July 2004. Théians included the fachat a the time

of the offence Mr. Ywasthought to be suffering from Paranoidh&ophrenia whiclii c o u | d

be considered to beltwasthexibwnod Consallant Psychiatfist 3mi n d o
that Mr. Y suffered from an abnormality of mind and he respectfully suggested that if
convicted ofmanslaughter then the Court should consider disposal by way of a Section 37
Hospital Order under the Mentélealth Act (1983). It was comfhed that a bed was

available at the Scott Clinic with immediate eff&ct.

20 September 2004A psychiatric eportwas witten by Consultant Psychiatrist 3. It was
recorded that Mr. Yhad beerdetained on a Sectid®of the Mental Health Act (1983nd

that he was residing ddawthorn Ward at the Scott @ic. It was notedhat Mr. Y had been
admitted to the {ihic from the Belle Vale Police Stian on the 19 February 2004 where he

had been seen by the Medical Examiner and believed to be psychotic. On examination he had

appeared to be perplexed and anxious, paranoid and guarded.

90. Trust Record PP. 581
91. Ministry of Justice Documentation
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A review of the tnical notes showed #@t Mr. YO s ment al condition h
deteriorate over the past 12 montpsor to the kiling of his father. The diagnosis of
Paranoid &hizophrenia had been made and Mrhad been commenced on antipsychotic
medication.It was noted that Mr. Yiadnot always attended appointments or been compliant

with medicationin the past when living in the community

Consultant Psychiatrist 3 concluded thlate h o mi c i d éathey had Mdsulted a¥ thes
culmination of an argument between them initiated financial disagreementavir. Y
recalled going into the garage tadi afilhammergpanneo in order to kill his fatherMr. Y

had intended to Kill his father outright so that he would not suffer and hit him a few times on
the head.

As his mother came dowtie stairs he hugged her so she would not see her husband on the

floor and then hit her over the head. He denied being angry towards his mother, although he
agreed he had meant to kill her. He had no explanation why he stopped himself from killing

her.

Mr.Y6s mot her had said that on the morning of
hospital, he had begun to gm about money. H& went mad and whicar t ed
was unlike him. His father wrote him a chequa&t Mr. Y thought it was for the vong

amount and said he wanted cash. He started to smash ornametitent@peared to calm

down. Mr. Yo s mot her h aapadybishespitaibaithenishe same downstairs

Mr. Y hugged her and asked hHergo upstairs with him, when she declirffeglstarted to hit

her over the head with the hammer. He eventually stopped the attack.

At the time the report was written Mr. Emained compliant with his oral medication and
continued tobe detained under Sectiono8the Act. It was thought that thetroduction of
antipsychotic medican had improved his conditioft. was noted that he remained isolative
and did not engage with the other patients on the \Wdrel.@inion was that MrY suffered

from Paranoid &hizophrenia.lt was also noted that MrY was due to stand trial in
November 2004 and whilst there had been some improvement his condition merited

continuingdetention in hospitaf

92. Legal Documents PP. 2%
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29 September200A nur sing report was written. 't wa
to commence on the 1dvember 2004. This was identified as increasing his potential
stressors. His behaviour was described as isolative. Mr. Y was engaging in a psychology
assessment. He displayed no particular distress or psychotic sympt@msasi on
Olanzapine Velotabs 2@y daily. It was the opinion of the nurse that Mr. Y required further
assessment.

4 October 2004.An Effective Care Coorahation (ECC) Review was held. Thoseepent
wererecorded as being

Consultant Psychiatrist 3;

theDeputy Ward Manager;

Social Worker 1

theNamed Nurse;

Clinical Psychologist 2;

Occupational Therapist 1;

Care Coordinator (M oss House)
Mr. Y.

= 4 4 -4 -4 -8 - -

It was noted:

1 Mental State:Mr. Y remainedyenerally isolative. No obvious psychotic symptonee
observed Level one observations were reqdirdir. Y was ot expressing suicidal
thoughts. He wasompliant with medication.

1 AssessmentHoNOS- 7. HONOSSecure 15. Lunsers completed.

Medication: Olanzapine 2g at night.
Outside Agenciesit wasnoted that Mr. Ywas due to attend Court on 18 Gmto 2004,
a recommendation for Section 37 andesRiction Order was considered likely.

1 Therapeutic Interventions: psychological assessmemtas ongoing; Social Workerl

continuedto liaise withM r . méthes and aut.

1 Risk Management:i Secur e e.rGvaded exposueend risk areas. Medication.
Psychol ogi cal Il nput. SPECT scan of brain n

93. Legal Documents PP. &
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i Carer Issues:the Social Worker anBsychologist had visited Mr.0Y's mot her 1 n o1
furtherhis assessment. At this stage she did not wish tbarigiontat her son

1 Current Situation: Mr. Y6 s ment al state was stable. He
isolative. He undertook a moderate engagement in activities and was compliant with
medcation and psychological input.

1 Mental State Examination: on admission Mr Y had been confused, suspicious,
paranoid, withi bi zarr e monol ogues on wars and unu:
on tabl e, on bed, h iHe was ougentty elesctibed asw avrahé r @ b r
although his engagement was limited. He repebmho anxiety, depression or delusional

beliefs.

Issues were raised regardinggoimg family dynamics and Mr.&s unpr edi ct abl e
It was also noted that Mr. Yvas due to attend Court on the 18 October 2004,

Airecommendation festseéectf om B87deri el y

5 October 2004.A Review by the Hospital Managet®ok place. The documentation
recordedthat Mr. Y was on a Section 37 and that it was due to expire on the 14 September

2004 It was noted as being an Uncontested Renewal Hquring.

18 October 2004.A Hospital Order was made at the Liverpool Crown Court. Documentation
stated that Mr. Y had been convicted of manslaughter and causing grievous bodily harm with
intent. His diagnosis was given as Paranoid Schizophrenia. He was to be it éimee8cott

Clinic under Section 41 dhe Mental Health Act (19930n this day Mr. Y was formally
discharged from his detention undggction 3and was commenced @&ectiors 37/41 of the
Mental Health Act (1983)Mr. Y was returned to the Scott Clinic

Mr. Y was anxious in Court, but flattened in affect afterwards. He said he felt like crying,

iyet he did not®appear to be tearful o.

22 October 2004 A Social Circumstancesdportwas prepared for the Hospital Managers

Review It was recorded that Socia Wor ker 1 had spoken to Mr.

94. Trust Record PP. 685 and PP.45882

95. Legal Documents PP. 43

96. Trust Record P. 105 and Legal Documents P. 11 and Tribunal Documentation P. 10 and Ministry of Justice Documentatioh P. 62
Clinical Records Set 2. PP. 1224
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on sever al occasions. Mr . YOS mo hohoatgoingd es cr i |
She was devastated by what had happened and was not yet ready to meet with her son. She
made it clear she woulibt be able to support Mr. Y at home in the future.

The conclusions and recomna&ations pointed out that Mr. ivad been in the Scott Clinic for

six months and that he had made progress. However it was felt that he required further
assessments and treatrnet was thought that he did not pose a rislotbers, but that he

might continue to be a risk to himself. @ recommendation was that Mr. réquired

continued detention under the Mental Heditt (1983)for his own health and safef’37/.

22 November 20@. Mr. Y was granted escorted Section 17 leave in theng®dor half an
hour each day. This escorted leave waially to bewith two members of staff. The plan
was to reduce this down to a single escort by December 2004. Issues regarding absconding

and harm to others were considered pertinent for highlighting as part of the risk asse8sment.

30 November 2004T he Soci al Wor ker s poomMashappyaboMithe YO s
Section17 arrangements. She planned to visit Mr. Y before Christmas widuhisas they

had bought presents for him. Mr. Y was pleased with this inform&tion.

18 December 2004Mr. Y was visited on the ward by his mother, aunt and uncle. The visit

went well. After the visit staff reported that Mr. Y became teafful.

28 December2004.Consultant Psychiatrist\Brote to the Home Office to propose that Mr.

Y could have escorted leave in the local area. The purpose was to support MY 6 s
rehabil it at i ctateapplaredtoHé ablen€he tiskslto his mother appeared to
be low as he had met with her on the ward on two occasions without incident. No concerns

were thought to be present regarding her safety at this tme.

7 March 2005. A Routine EffectiveCare Coordination Review took place. Those present
wererecorded asding

1 ConsultantPsychiatrist3;

97. Legal Documents PP. 231

98. Section 17 Leave PP. 26

99, Clinical Records Set 2. P. 155

100 Clinical Records Set 2. P. 166

101 Ministry of Justice Documentation PP.-33
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aWard Nurse;

aSpecialist Rgistrar;

Social Workerl;

Clinical Psychologis®;

Care Coordinator (Moss Clinic)

Mr.Y6 s mot her and aunt

= 4 4 A -—a -

Therapeutic interventions were noted to have beganvided through psychological
assessment witbneto-one work with both Mr. Yand his family(who were seen separately)
Neurological and theory ahind assessment followett. was concludedhatMr. Y6 s i nsi ght

was limited.

At this stageMr. Y was having escorted leave for period$veo hours three times a wegk
the hospital groundsThe plan was to increaskis to full unescortedyroundleave. Mr. Y

wanted to be able to pursue runningin the grounds as this was a major coping strategy of his.

The dischargeplanning which hadbeen commenced at this stagdentified that Mr. Y

required a small group home with staff experienced in autistic spectrum disorder.

Actions that were required included Clinidaky chologis2 meeting with Mr. Yss mother and
aunt, and for the €rupationh Therapist to provide sessions arouiidxpression and

emotio® and to reduce his isolation.

Few carer issues wergentified. Mr. Y6 s mot her and aunflheyat t end
expressed no specific concerns, but requested clarification regardingdvierogressii Hi s

mot her is clear she would not”? wish for him t

13 April 2005. The Spedllist Registrar wrote referrallettertot he Asper ger 6s Te
Y0s psychol ogi cal It was poved that whilss Mre Yonthuedtoehdve

reduced interactions with people at the Scott Clinic this had improvedaginission. Mr. Y

was wilingto be see by t he Asper dgadredpessed eancarns thatr his Y

mother would not provide objective information about his ednlidicood and suggest@she

102 Trust Record PP. 41424, 450
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of his aunts be contacted. Mr. thought that he had a normal childhood developing
friendships and playing footballlhe Asperger Team wasked to read the full psychological
report written in September 206%.

13 May 2005 Mr. Y was to have escorted leave in the local area for up to two hours three
times a week and escorted leave in the grounds at the discretion of ward staff. The conditions
of leave were identified aequiring Mr. YtoAi comp |l y wi t h Hisgiskeimadli ng st

areas were deemed to be I6W.

17 May 2005.Mr . Y was formally referred to the A
referral form that Mr. Y had developed a psychotic illness and killed his fatheeaodsly

injured his mother. It was also notdtkt o | | owi ng Mr . YOs admission
had become apparent that he had problems with social functioning and interpersonal skills.
The Psychol ogi st t hought t hat he might have
were ultimately to findMr. Y not eligible for their service although there is no record of this

communication) %

4 July 2005.Mr. Y continuedto have escorted leave in the grounds at the discretion of the
ward staff and to also have escorted leave in the local area for wo twmurs three times a

week. His risks in all areas were deemed to be'téw.

25 July 2005.Consultant Psychiatrist @rote to the Home Office to report the outcoofie
Mr. YO gscortedeavein the groundsit was noted that Mr. ¥ontinued talo well with his

leave. His mental state was described as séftied.

8 August 2005.A neuropsychologicahssessment report was written following a referral

from the treating teamThe referralhad been made because of MO Y pr esent ati o
psychological difficulties The main concern rpmpting the referral was Mr.&/s b-r eat h
holding activities as a child and the concern that this may have caused neurological damage.

It was noted that Mr. Yhad not presented with any management probsnte being in the

103 Trust Record PP. 401

104. Section 17 Leave PP. 223

105 Trust Reord PP. 3639

106. Section 17 Leave PP 11D

107. Ministry of Justice Documentation PP.-3Q
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Scott Clinic however hadid isolate himself and spent most of his unstructured time in his
bedroom.
Mr.Y6s mot her had stated he had displayed sol
did not like being held or huggeahd would sometimes hold his breath untilthemed blue
on these occasions. Previous tests administered included:
1 Rivermead Behavioural memory test, and subtests from the Weshsler Adult Intelligence
Scale (March 2005);
1 Reading the Mindin the Eyes Test, Benton Verbal Fluency Test, Hayling subdeahio
the Hayling and Brixton Task (March 2005);
Theory of Mind Assessmertthe picture sequencing task (May 2005);
1 Theory of Mird Assessmentzerbal stories (May 2005)

The neurological assessment utilised the tests set out below with the following:resul

1 Rivermead Behavioural Test (this test is difficult for subjects with acquired brain
damage) Mr. Y6 s scores which suggested he had a

91 Similarities, Picture Arrangements and Comprehension Subtests from WAIS 1l (this tool

assesses coigve functions) Mr. Y scored within the normal range.
Informal Orientation and Memory Questiomdr. Y performed well.
Test of Comprehensin and Divided Attention: Mr. Yerformed well.

Benton Verbal Fluency Testir. Y6 s resul t s wer®& within nor me

= =2 =2 =

The Hayling Brixton Test (designed to test damage to frontal lobes of the MaiWd s
results were in the Omoderate/ averaged r an
1 The Reading the Mind in the Eyes Tedtetresults suggested that Mr. Y may have
difficulties in feeling/recognisingcompassion for example.

1 The Picture Sequencing TadWr. Y performed well.

The conclusia was that it was unlikely Mr. Yiad incurred any neurologicdhmage due to
breath holding as a child. However it was noted that he had atanding deficit in thery

of mind functioning.lt was noted that Mr. Yiad difficulties with social functioning and that

this could cause difficulties in the future hie was to feel under threat as he haditkd

coping strategieslt was recorded thaMr. Y hadfi s e v e ruldes id stépping outside of

his own perspective and feelings in order to consider and understand how and why other

peoplemipt behave in social situations. o
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The recommendation was that Mr. Y leabdsic theory of mind skills in order to recognise
his own emotions in both himself and in others, and that he develop coping strdtegias
also noted that Mr.& s f ut ur e a edsovoukiobd bestimatna smadgroup

home witha structured and predictable environment.

5 September 2005A Routine Effective Care Coordination Review took place. Those present
wererecorded as being

ConsultantPsychiatrist3;

theDeputy Ward Manager;

Occupational Therapisi,

Social Workerl;

Clinical Psychologis®;

= 4 4 A4 - -

Mr.Y6 s mot her and aunt

It was noted that MrY had been mentally stable for 12 months in terms of his acute
psychosis. He was being nursed on a-@ependency ward on level one observations

utilising unescared leave in the grounds. Mr. Was also having escorted leave in the local

area for two hors three times aweek.he Mul t i di sciplinary Asses:

behaviour agi v e r y  $ledontihueddt@have minimal contact with his family members.

Discharge planning identified Mr. & need for a small group home with predictable
envronment with staff experienced autistic spectrum disorddPlanned actions were for

the teating team to meet with Mr.dYs mot her anidOcecwrmptat aomadaf oM h
sessions around expression and emotions. 0

Carer issues were identified. Mr.6¥s heromanted to understand the progress he was

making. She was clear that she did not want him to return and live with her again.

A Risk Assessment was conducted. The factors listed as contributing to the index offence

were listed as being:

1 acute psychoswwith marked persecutory delusions;

108 Tribunal Documentation PP. &5
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heightened arousal and fear;

disengagement with psychiatric services;

difficulty in complying with medication;

relationship issues with parents;

issues regarding money following unemployment;

difficulty in anticipating he emotions of others;

suppression of anger and the difficulty in recognising the emotions of others;
deterioration in social functioning;

lack of routine and increasing isolation;

personality issues/developmental disorder;

expressed needs through avoidame defiance;

= =4 4 4 4 A4 -4 -2 -2 -2 -2 -1

misreadingthe kehaviour of others whennder threat, whicttould escalatéis risk of

violence.

Longterm management problems were identified as being: family dynamics; personality
issues; psychotic illnesspsychological input and neurgjcal assessment. The summary
was:
T AConcerns re: unpredictability and of
stabilisation of mental state
1 Risk of harm to self should also be considered low
Risk of abscondinglow

1 Risk of self neglectl o w0

The man risk wasdeemed to be that to his mother. It was noted that Miid Yot want to
talk about the death of his father and disthyimited discernable remordewasalsonoted
that future offending/relapse indicators could be precipitated by-camplance with

medication, the use of alcohol or drugs, relationslifificulties and personality issues.

A Mental State Examination was recorded K&V (KavannaghGoldbergVaughan Scale)
assessmenwas completedon the 11 August 2005. Mr. Y scored O in aflas. Mr. Ydenied

any psychotic symptoms but had been heard laughing in his room. HEes@®ed as being
avarmdbon approach. No problems had been identified regarding his cognition. His behaviour
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was described a8 v e r vy  $t evasindtesl that althugh Mr. Yjoined in ward activities he

remained isolativé®

19 September 2005Consultant Psychiatrist 3 wrote to the Home Office to request escorted
Section 17eave for Mr. Y three to four times a week in the community. It was proposed that
he would beable to use the bus. It was noted that his mental state was stable and that he used
regular unescorted leave in the ground with no problems apparent. He had never tried to

abscond?®

10 October 2005Mr . Yo s wmas detluceal toiOtamzapinera@at nidpt."**

26 October 2005.The Home Office wrote to Consultant Psychiatrist 3. Mr. Y was to be
allowed escorted Section 17 leavethe communitya t t he Responsible Me
discretion. He would not be allowed to use this leave to visit hibenorto go to the place

where she lived. A report was required within three months. The leave was not to place either

Mr. Y or others at risk and if he failed to return to the hospital then both the Police and the
Home Office were to be notified?

3 January 206. Consultant Psychiatrist @rote to the Home Office to request unescorted

leave for Mr. Y.It was recordedhat the focus was to begin tonsider mowen plans for

Mr. Y. Unescorted leave was planned in order to further his rehabilitation and infpsove

physical fithessMr. Y6 s ment al state was described as «L
presented a low risk to others. He had expressed remorse for Killing his father and saw his
mother regularly. Previous escorted leave in the community had pd&ee without incident.

The request was supported by all members of the clinical Yéam.

6 February 2006.A Routine Effective Car€oordination Review took plac&hose present
were recorded as being:

1 Consultant Psychiatrist 3;

1 a Specialist Registrar:

1 the Deputy Ward Manager,

109 Trust Record PP. 37382, 388399, 400411
110 Ministry of Justice Documentation PP.-23
111 Clinical Records Set 2. P. 227

112 Section 17 Leave P. 13

113 Ministry of Justice Documentation PP.-23
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Occupational Therapist 1;

Social Worker 1;

Clinical Psychologist 2;

Care Coordinator (M oss House)

an Advocate representing Mr.(¥r. Y did not wish to attend)
Mr . s mother and aunt.

= 4 4 A -—a -

It was noted that Mr. Yvas on lgel one observations and continued taydesymptoms of
psychosis. Mr. Yutilised his leave well and used exsecas a coping mechanism. Mrwés
noted to be engaging well on the ward. His behaviour was described as being settled. His
family stated thathey were happy with his progreddr. Y had a care plan teupport the

increaseto his unescorted leave. @nrall it was thought that Mr. Y was managing well

A risk assesment was conducted. It was recordbedt prior to he homicide of his father Mr.

Y had given all of his possessions away and had marked persecutory ideas, he had also
disengaged from the service amdas not compliant with medication. Mr. Yvas notedto
suppress his emotions and to hadificulty in expressing his feelings. He also melethe
behaviour of others when he felt der threat which washought to escalathis risk of

violence.

Mr. Y was currently compliant with his medication and was on level one observations. He
had been able to build up therapeutic relationships witlf ataf was developing coping

strategies.

Longterm risk management was thought to depend upon the outcome of neurological
assessmemi. Poor t heory of wasatsdredauedsltuvassthooghtthatMn g o
Y would need nursing staffed accommodatimhich was able to provide support and
monitoring in the future.

The risk assessment summary included:

T AConcerns re: unpredictability and of Vi

stabilisation of mental state

Risk of harm to self should also be considdow

Risk of abscondinglow
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1 Risk of self neglectl o w0

Risk was thought to be confined largely to the dynarhat Mr. Y had with his parents.
Future work was tdocus on helping Mr. Yrecognise his own emotions and those of the
people around him anto develop coping strategies. Relapse indicators were identified as
being: persecutory beliefs; withdrawal, roompliance; relationship issues; physical
violence.Mr. Y wanted a copy dfis care plan. In summary keas happy with his treatment
and ultimately hoped to be discharg@é.lt would appear he did not sign the documentation
until the 6 May 2006.

27 February 2006.A request was made to the Home Office for fubscorted Section lid
the grounds and full escorteldy leaveoutside of the grounddMr. Y was to be allowed to
visit the pub and drink a maximum of one pint. He would not be allowed to vigitdtiser

or visit where she livedHis level of risk was deemed to be low in all ar&ss.

29 March 2006.Consultant Psy chiatri&wrote to the hme Office with the amual statutory
report for Mr. Y. It was noted that Mr.d¥Ys ment al state had stabi

months'*®

19 May 2006.The Home Office wrote to Consultant Psychiatrist 3 giving permission for Mr.

Y to have unescorted Sectioid [eave on the condition that he did not visit iisther or visit

were she lived. A full report was required within two months. The leave was sanctioned
provided that the paint did not present a risk tdlger himself or to others. The Home Office
requred notification if the patient failed to return to hospital from IE€2VON the 24 May

Mr. Y was granted unescorted leave in the locality for up to three hours, three times a
week*®

5 June 2006 Mr. Y was granted unescorted leave in the locality fortaialf a dayin the
Prescott and St. Helens areas on a daily basis. The condition was that he did not visit his

mother'*®

114 Trust Record PP. 32344, 346357, 60, 74
115 Section 17 Leave P. 9

116 Ministry of Justice Documentation PP.-18
117 Section 17 Leave P. 8

118 Section 17 Leave P. 6

119 Section 11.eave P.6
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24 July 2006.A Routine Effective Care Coordination Review took place. Elpresent
wererecorded as being

Consultant Psychiatrisg;

a Ward Nursg

aCommunity Practitioner;

Occupational Therapisi;

Social Workerl,;

Clinical Psychologis®,;

Mr.Y6 s mand auatMr. Y did not attend.

= 4 4 -4 A - -

Mr. Y was on level one observations dmeling nursed ol low-dependency ward. He was
increasingly able to articulate his needs/emotions and was mentally stable with no suicidal
ideation.Early warning signs work was ongoing with his Named Nucsdédvelop a relapse

plan. Mr. Y was on Olanzapine i at night. He was taking regular unescodeg leave

from the ward. Mr. s p hysi cal health was good and pl
staffed placement at Moscow Drive in the community. The date of the next review was set

for the 22 January 2007M.he care plan was for a Mental Health Reviewbiinal to be

pursued and foSocial Worker 1to arrange a visit to Moscow Drivblr. Y6 s mot her ar
aunt were recorded as being happy with the plan and the progress that he was making.

The Multidisciplinary Assessment summarised priorities as being:

1 A T ontimue with the relapse and prevention work

1 To continue emotional work with Occupational Therapy

1 To engage in selfatering and budgeting whilst on Olive Ward

1

Progress regarding future accommodationo

The Risk Assessmeiummarywasasfollows:

1 A Co n c ea mrpredictability and of violence to others although less so with

stabilisation of mental state
Risk of harm to self should also be considered low
Risk of abscondinglow

1 Risk of self neglectl o w o
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Concer ns hisegsonalty andgthedry of min d i f f wecewnotd. it vas @lso

noted that Mr. Ymay misread social situations and could react impulsively if he considered
there to be a threat against him. Previous coping strategies were to be used e.g. jogging, and
oneto-one work was to focuapon Mr. Y recognising both his emotions and those of others

and developing coping strategies.

Mr.Y06s potential for violence washehattwthlgsht t o
parents. Mr. s r el apse indicat or secutwrg ideas; withdrawal;i f i e d

noncompliance; relationship issues; and physical violence.

The risk management strategy involved:
AReview his mental state
Unescorted leave in community

Medication

Psychological assessment

Build therapeutic relationship

1
1
1
1 Engage in gym and other activities
1
1
q | 120

Occupationa Therapy inputo
24 August 2006.Mr. Y visited Moscow Drive with Social Worker Mr. Y liked the

accommodatiorand said that he would like to live there when he was disch&rged.

11 September 2006Section 17 dayeave was arranged. The condition was that he would not
visit his mother. The Consultant PsychiatBstrote to theHome Office to state that Mr. Y

was being monitored whilst on leave and that he had shown no evidence of any physical or
verbal aggressiosince very early on in his admission to paal. It was stated that Mr. Y

was 1o longer considered to lzerisk to others, either people in geneoalto his mothem
particular It was noted that Mr. Yhad taken unescorted leave for some time without

incident 1?2

120 Trust Record PP. 27311
121 Clinical Records Set 2. P. 311
122 Section 17 Leave P. 4 and Ministry of Justice Documentation RPL 10
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28 September 2006Social Workerl visited Mr. Y0s mot her . She was <con
forthcoming Tribunal and what it would mean. Moscow Drive was not far away from her

home andshedid not feel she could bear Mr. dming back into théwouse;her feelings

were describeds still beingfi r a.wtowas clear that members of the extended family had

very strom, negative feelings about Mr..YThey were angry with Mrs. Y Senior for

accepting her son and felt that she should fialteo c k ed hrfr omwnopawa ¢1z3 the ke

30 September 2006Social Worker dwrote a Social Circumstances Report. It was noted that

the City of Liverpool would be responsible for the Section 117 arrangeniemntas noted

that Mr. Y had improvedi o n ma n yandltleatvhéhddsbéen on the pidischarge ward

for 16 months and had continued to progress towards discharge.sltresarded that

following Mr. Y6 s di schar ge he onomudity PsycleatridNurdefCareat ed a
Coordinatorfrom the Moss House @nmunity M ental Hedth Teamand that he would

continue to receive support from theo8 Clinic Outpatient &vice. Social Worker tvas to

continue as his Social Supervisor and she notatlghe was confident that Mr.should be
recommended for dischartfé.

11 October 2006 Consultant Psychiatrist\8rote a report for the Mental Health Tribunial.

was recorded that Mr. Yiad been detained in the interests of the safety of both himself and
of others. However his insight and condition haolw improved with Olanzapine 10mg
madication andhad no psychotic symptom#. was noted that there was an ongoing risk of
violence to othey given his theory of mind issues, although some improvement had been
noted. Theproposed ongoinghanagement was to ensure a regular review of his heata,

to ensure compliance withis medication, to ensure Mr.éhgaged in activities and to ensure
he lived in a supervised environment. It wasommended that Mr. ¥eceived a conditional

discharge to live in the community.

Concerns remained abouhe unpredictable nature of Mr.8Ys ri sk of har m
especially if his mental state began to deteriorate. All other risks were considered to be low,
espedlly in his current environment®

123 Clinical Records Set 2. P. 330
124 Tribunal Documentén P. 38
125 Tribunal Documentation PP .-87
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23-24 October 2006.Section 17 day leave was arranged. Tomedition was that he would

not visit his mothet?® The statement frorthe Home Secretary for the caoheration of the

Tribunal saidthat whikt he was pleased tonote M6 pr ogress he would n
support his discharge at this time and thatneeded to stay in hospital in order to receive
treatment for both his own health and safety and for the protection of offierddome
Secretary made it clear that whil st he was

it es tvasmeguired befe conditional discharge wasnsidered?’

7 November 2006T he Soci al Wor ker visited Mr. YOS m
discharge. His mother was happy for him and said she would visit him at Moscow Drive. She

needed to understand the conditiofishe Section 41

9 November 2006.The Home Office M ental Healtlinit wrote to Consultant Psychiatrist 3
to say that under Section 41 of tMental Health Act (1983) Mr. Ywvas to be granted
overright leave to 123 Moscow Road the condition that he dlinot visit hismother or go to
where she lived®

27 November 2006An Effective Care Coordination Pre Discharge Review was held. Those
present were:

1 Consultant Psychiatrist 3

1 the Ward Manager

1 aStaff Nurse;

1 Social Workerl,

1 Mr.Y6s mot he Mr. dalsd attanded.t

A gradual transition to community accommodation was plafinedn t er ms of The o
di f f i diaidon with shéfamily was also required. Mr. Was due to move to Moscow

Drive supported living accommodation. He was due tormente overnight leave in advance

of i MH R THarly warning signs of relapse were identified as thinking feeasere talking

about him coupled witla lack of energy and feelingtirddr. Y6 s ment al st ate wi

126. Secion 17 Leave P. 4

127. Tribunal Documentation PP. 59

128 Clinical Records Set 2. P. 351

129 Ministry of Justice Documentation P. 4
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as being stable. The new Key Warkeas to be liaised with. Mr. s medi cat i on
Olanzapine 1fg at night. The HONOS summary wa2. The HONOS Secure2.

A Post Discharge fiective Care Coordination Reviewwas to be held if Mr. Yachieved

Conditional Discharg The Care Plan stated tlaternight leave was to be pmwed. Liaison

was to take place betweéine new Key Workefunspecified)and a Social Supervis@ivho

was to be allocatgdMr. Yo6s family were recorded as bein.
Conditional Discharge. There was a pkan a Mental Health Review Tribunal on the 15
December 2006.

A Risk assessment was conductedhe summary was as follows:
T ARi sk of -lbp@arm to self

1 Risk of abscondinglow

1 Risk of self neglectlow
1

Risk of suicide| o w0

Concerns remained regardidgr. Y6 s per sonality and t heory of
misinterpreted situations and could act impulsively when he perceived a threat against him.

He needed to be able to recognise both his emotions and those of others and to develop
coping skills.It was recorded that Mr.&s p ot ent i ali arpipselkar ®fd ioo Ibee
specific to the interaction and t Wwuredisknami cs

factors were identified as being:

1T AMedication non compliance

1 Acute illness

91 Alcoholdrugs

1 Relationship issues

T Misinterpretation of soci al situations and
AObservabl e i ndi c avére recorded Bis being: p petsaecutaryo befefs;

withdrawal, non compliance; relationship issues; and physical viol@roe pla was to

monitor Mr. Y and to provide support and restrict his visiting and access to his maher
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address. Longerm risk as recorded as requirimgirsingstafied accommodation which

would beable to support and monitr. N

28-29 November 2006Mr. Y went on day leave to Moscow Drivehé@re were no problems

and Mr. Yenjoyed himselfBecause Mr. Yvas not yet signed up as a tenant he could not
stay for the night™*

2 December 20061t was agreed that Mr. Would have Section 17 leave frd®00 hours

until 18.00 hourson the 3 December 2006. The condigoof the leave were that Mr. Y
would not visit his mother or attend the close in which she lived. The relapse indicators were
noted as being a lack of energy and having feelings that he is talked lHimutks in all

categories were noted to be 16%.

15 December 2006Mr. Y was to be dischargexlibject to the conditions below.

1. toreside at 123, Moscow Drive Liverpool (Bdur supported accommodation);

2. to provide access to any members of staff cdangim and to have faem-face contact
with staff on a daily basis;

3. to comply precisely with all aspects of treatment as directed by the clinical team whether
in the form of medication or other therapeutic interventions;

4. toattend appointments with hie&oonsible Medical Officer (Consultant psychiatrist 3) ,
his successor or nominated deputy as required;

5. to attend appointments with his Social Supervisor, her successor or nominated deputy as
required;

6. to attend appointments with his Community Psychiddticse (Care Coordinator 2), her
successor or nominated deputy as required;

7. to notify a member of staff (Imagine) at Moscow Drive of any -taetace meeting with
his mother;

8 not to go within 200 metres of his mot hero

9. to be aware that powers of rdda} the Ministry of Justice could be triggered at any time
if the conditions were not fulfilled.

130 Trust Record PP. 22229, 232250
131 Clinical Records Set 2. P. 366
132 Section 17 Leave PP-2
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The Tibunal did not reclassify Mr. YThe reasons the Tribunal gaw the discharge was
that Mr. Y had responded to medication since being at the ScaticChie had enjoyed
extensive unescorted leave and hadexpteriencegbsychotic symptomdt was thought that

Mr. Y was compliant with his medication and had a genuine insight into his condition. It was
noted that he still hadi per s onal i tbyt thdtitfeseipedatédtandeneré quite
distinct from his mental illness.

An identified area of risk was thairesented to his mother. Mr. Wad been seeing her
regularly; however she expressed concerns about his visiting her at home. It was to be a
cordition of his discharge that he did not go within 200 metreseofhlouse The Tibunal

was confident that Mr. Yvould comply with the conditions of his dischargewas noted

that Consultant Psychiatristéd the treating team were umaous in the desion that Mr.

Y no longer required detentioninc ondi t i o n s@nd that hexauld bersafdly ytréated

in the community subject to the conditions impo&&d.

18 December 2006 Consultant Psychiatrist Srote to Imagingthe supported housing
providerfor 123 Moscow Drive)lt was noted that Mr. Yvas on Section 37/41 and had been
conditionally discheged at a Mental Health Tribunal.He was to be followedup by
Consultant Psychiatrist, $ocial Supervisor 1 and Care Coordinatdin2addition Mr. Ywas

to have access to the Crisis Intervention Teahe letter set out some of the conditions of
dischargeMr. Y wasto reside atl23M oscow Drive It was stipulated that he was not to go
withi n 200 met r es o,fandhthatsanymedtiry evithchisomidr wam ¢o be
notified to thelmaginecare staffA brief history of Mr. Ywas given. The plan was to review
him at Outmtients on the 11 January 200/t. Y waseffectively discharged from the Scott
Clinic on this day">*

19 December 2006Care Coordinair 2 visited Mr. Y at Moscow Drive. She noted that Mr.
Ywasfiunder st anda bl ynotgeani peevioudysntrodusedWra¥had been

di scharged with only one dayo6s medicati on
noted that the staff ainagine would help Mr. Y open a bank accotitit.

133 Tribunal Documentatio PP.17
134 Imagine Note®P. 7273 and Cliical Records Set 2. PP. 3861
135 CMHT Notes Post Discharge P.1

73



Mr. Y Investigation Report

20 December 2006Mr. Y was formally discharged from the Scott Clinic to 123 Moscow

136

Drive.” Care Coordinator 2 took two weeks of medication for Mr. Y to the staff at M oscow

Drive X’

N.B. the reader is asled to note that from this stage there are regular visits from both

Care Coordinators and Social Supenvisors, only visits of significance are cited in full.

22 December 2006Care Coordinator 2 went to visit Mr. Y at Moscow Drive and he
remained settledil wa's noted t hat he had been able tc
ScottClinict o 6tide him overd until his fffnancial

28 December 2006Care Coordinator 2 visited Mr. Y at Moscow Drive accompanied by the

Senor Occupational Therapist from the Scott Clinzuring this visit time was spent with the

Imagine staff to provide a transfaf information that included the work Mr. Y had
undertaken in relation to his €bry of Mind difficulties. Workersvere encourageto look at

Mr. Yoés work book and to spend time®with hir

4 January 2007.Care Coordinator Zisited Mr. Y at Moscow Drive. He appeared to be
settled but it was noted that he was spending a great deal of tlmermom. She provided
staffwith another two weeks ahediation for Mr. Y:*

10 January 2007.1t was recorded that Mr. Y had been registered with a GP and that from
this time on his prescription would be provided from the surgery. It was noted thatwéas Y
not going tobe able to get a sick note patdtedto his discharge date as he had only
registered with te GP that morning. It was recordétht Mr. Y was spending most of his

time in his roomt*

11 January 2007.The Home Office Mental Health Unit wte to Consultant Psychiatrist8
say that tlky had used their powers undeecBon 73(2)/74(2) of the Mental Health Act
(1983). The conditions were those set out above uhaet5 December 20Ghtry. Powers

136 Demography Records P. 1

137. CMHT Notes Post Discharge P. 1
138CMHT Notes Post Discharge P. 1
139 CMHT Notes Post DischargePP1-2
140. CMHT Notes Post Discharge P. 2
141 CMHT Notes Post Discharge PR32

74



Mr. Y Investigation Report

of reall were set if required. Mr. Was witten to in order to inform him of hisonditions of
discharge. It was confirmed that the power to recall the patient rested with the Home
Secretary"*?

A Post Dischargéffective Care Coordination Revieand Risk Assessmenwas held and
signed off by Consudtant Psychiatrist ®n the 21 Februar@007. Those present were:

1 Consultant Psychiatrist; 3

1 Care Coordinatog;

1 Social Supervisot;

1 aWorker from Imagine;

T Mr.Y.

It was noted that Mr. Yvas living in supported accommodation in the community 28

M oscow Drive. Signof relapse were noted &seling as though he was being talked about
and feeling tired with a lack of energy. The crisis plan coedisif an early review by the
Care Coordinatoand Responsible Medical Offica increase supporteview medication
andprovideacces to crisis interventioservices The ontingency plan was to admit to the
Scott Clinic. Aentaltsthte Basossidesedg & bébstable. Mriavas to see
his Care Coordinator weekly and his Social Sup entisorthree weekly. ks medication was

Olanzapine 1&g at night.

The risk assessmenbted that por to the index offence Mr. ¥iad an acute psychosis with
marked persecutory delusions. He had given away all of his personal belongings and had
heightened ausal and was fearful. There had been issues with disengagement from services,

compliance with medication, and relationship issues with his parents.

Mr. Y was recorded as havimifficulty in anticipating and recognising emotions in others,
and that hesuppressed his anger and could not express his fe@iaggriorationin his social
functioning had been aslerved. It was recorded that Mr.céuld be at risk obeing violent
when he felt under threat because he was prone to misread the behaviourafTdibe

escalated his riskt was also noted that Mr. Wad previously been a heavy drinker and had

142 Ministry of Justice Documentation PR31
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admitted to using cocaine in the past. He was currently compliant with his medication, had a

stable mental state and therapeutic relationships with staff.

Longterm management options were identified as:

T APoor theory of mind issues ongoing. St af i
support and monitoring. Monitoring and sup

Summary of risk assessment:

1 A Co n c ea mrpredictability and of violence to others although less so with
stabilisation of mental state
Risk of harm to self should also be considered to be low
Risk of self neglectlow

 Risk of suicide!l o wo

The plan was to help Mr. Yecognise his emotionshe emotions of others, and develop
coping strategies. In summary the risk of his behaviour reoccurring (in the context of the

current risk management strategy) was deemed to be low.

The Plan was for Mr. Yo be monitored especially when major changehis environment
were made. It was noted thatstable and supportive placement would éguired in the
communityin the long termHis mother was to be liaised with to ensure her continued safety.
The likelihood of violence was considered to be low,ibutould depend upon his continuing

mental stability"*®

It was recorded in thed@nmunity M etalHealthTeam (CMHT)record that Mr. Y visited the

drop in centré

20 February 2007.Care Coordinator 2 visited Mr. Y at Moscow Drive. It was noted that he

appeged to be settled but had no motivation for any kind of actiity.

143Trust Record PP. 17800
144 CMHT Notes Post Discharge P. 3
145 CMHT Notes Post Discharge P. 4
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22 February 2007.The Scott Clinic CMHT Manager wrote tthe Park Lodge CMHT
Manager,with a formal request for Mr. Yo be accepted onto the caseldadvas noted that
Mr. Y had been refrred to the Scott Clinic three years previously following the homicide of
his father and the attemgk@omicide of his mother. Mr. iad been stabilised on medication

and had made good progress at the Scott Clinic under the daomsdiltant Psychiatris.

The plan was for the Scott Clinic to work jointly with a community team with a view to
handing over the case at a later dgthilst Mr. Y was at the Scott Clinic he had been visited
by a Care Coordinator from Moss House until shietleé servicelt was thought that Mr. Y

would eventuallyneedcontinuing support from the local CM HT®

8 March 2007.Mr. Y was reviewed at the Outpatient Clinic by Consultant Psychiatrist 3

who noted that he appeared to have settled'Well.

13 March 2007.ThePark Lodg CMHT Managemwrote tothe Scott Clinic CMHT Manager.
It had been decided that Mr. Y would be transferred to the Park Lodge CMHT once the Scott
Clinic was ready to discharge hifff.

Also on this day Social Supervisor 1 visited Mr. Y at 10.20 hours tafiatihe was still in

bed. Mr. Y had not been going out or socialising, preferring to stay in his fdomyY

explained that he was not motivated to do anything. This had been a consistent feature since
the time of his discharge. Social Supervisor 1 wrbid she felt uneasy about his isolation

and thatf | feel he still presents a risk i n keeg

upuntili ttéoso [*ate. o

3 April 2007. Care Coordinator 2 wrote that Mr. Y continued to remain isolated in his room
andthat hendoes tal k a | itt]l &eavenindgutncentinoes tmbpend o f S

most of his ttfNme in his room. o

10 April 2007. Care Coordinator 2 visited Mr. Y and was told thatas currentlyisiting

town, but thahe had only been out onoeer the weekentf*

146 Trust Record PP. 101

147.CMHT Notes Post Disharge PP %
148Trust Record P. 9

149CMHT Notes Post Discharge P. 5
150CMHT Notes Post Discharge P. 6
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19 April 2007. An Effective Care Coordination review took place. Mr. Y attended the
review, no family members were present. Mr. Y did not express any concerns and was happy
with his current placement at Moscow Drive supported by Imagie mental state was

noted to have remained stable, however he hadapese a routine which wasolative and

he was spending lot of time on his own. The decisionwas fo Mr . YO0 s withan t o

no changes madeé?

3 May 2007.Care Coordinator 2 sited Mr. Y who told her that he was going out three times

a week™>

15 May 2007.Care Coordinator 2 visited Mr. ¥Ymagine staff were not expressing any

concerns and stated that Mr. Y was always pleasant on approach.

30 May 2007.Care Coordinator 2 vigd Mr. Y who unusually initiated the conversation by
teling her that he had started jogging adain.

7 June 2007.Mr. Y appeared to be doing well and was continuing to go jogging. Imagine

staff expressed no concerns about Hifn.

5 July 2007.Care ordnator 2 took Mr. Y to the Old Swan area of Liverpaold had a

coffee. Mr. Y was still jogging and was considering joining a running alb.

12 July 2007.1t was recorded that Mr. Y atteedthe drop in centr&®Mr. Y was reviewed

at the Outpatient Cliniby Consultant Psychiatrist 3; Care Coordinator 2 was also present. It
was noted that Mr. Y appeared to be more relaxed and tHaddaeveloped some kind of
routine and renewed interest in runnibdr. Y denied having any ongoing symptoms of
mental illress. It was noted that he continued to have contact with his mother, aunt and uncle
who visited him at his flat and that he spoke to his mother fairly frequently on the

telephonée?>®

151.CMHT Notes Post Discharge.6
152Trust Record PP. 20212 and 219
153CMHT Notes Post Discharge P. 7
154CMHT Notes Post Discharge P. 7
155CMHT Notes Posbischarge P. 8
156CMHT Notes Post Discharge P. 8
157. CMHT Notes Post Discharge P. 8
158CMHT Notes Post Discharge P. 9
159CMHT Notes Post Discharge P. 9
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17 July 2007.Social Supervisor 1 met with Mr. Y. She had not been vgsfon a while due
to a combination okickness and annual leave. Mr. Y asked if could move to an independent
flat, he was told that this would be too saamd that such a decisiamould have to made

collaboratively with Care Coordinator 2 and Consultantdhstrist 3100

August - October 2007.Care Coordinator 2 visited Mr. Y on several occasions and it was
noted that he was running regularly and was now cooking for himself. He still tended to
isolate himself but said that he liked living at Moscow Driveg®were no issues recorded
about his medication regimen. Imagine staff expressed no coﬁ&%mﬂring this period
most d the visits took place @ld Swan(an area in Liverpoal)

1 November 2007Mr. Y attended for his routine Effective Care Coordioatieview with
Consultant Psychtrist 3. A worker from Imaginand Care Coordinator 2 were present. It
was recorded that Care Coordinator 2 had been visiting Mr. Y on a viteakiyweekly basis
and that s mother(accompanied by his aunt and unol&®ited him every six weekst
Moscow Drive. Mr. Y was also being seen by his Social Supervigmr arranged

appointments

At this meeting Mr. Y said he did not wish for a more independent kind of living
arrangement. He was noted as being currently stable ioathmunity. Mr. Y was compliant
with his medication and was to continue with his supported living and Care Coordinator
support. If required he was to accesshddir crisis interventionThe main points of the
review were listed as being:

f A To c o ningiatMoseowIDrive 24hr supported housing.

1 To see CPN for arranged appointments.

1 To see Social Supervisor for arranged appointments.

1

Access to 24hr crisis intervention. o

No changes were required to the care plan and the GP was informed of the outtbisie of

meeting in Writind%62 The date of the next CPA review was set for the 3 April 2008.

160CMHT Notes Post Discharge P. 9
161 CMHT Notes Post Discharge P. 61
162 GP Record P. 101 an@irust Record®P. 206207
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21 November 2007 Social Supervisor 1 visited Mr. Y at Moscow Drive he appeared to be
progressing as usual. She however recordeditHat st i | | wor r wrietcihgat i f
any symptoms he would not discuss them with anyone. This to me is part of the ongoing

ri sk with'@e [Mr. Y].o

21 Novemberi 5 February 2008.Vi sits continued bet ween t he

presentation remained the sarlbkany d the visits bok place aDIld Swan

6 February 2008. Social Supervisor 2 took over the case and met with Mr. Y for the first

time 164

7 February 2008.Consultant Psychiatrist 3 reviewed Mr. Y at an Outpatient appointment.

Mr. Y was still living at Moscow Drive and waseeing his Care Coordinator on a weekly

basis. His Social Supervisor was due to leave her employment with the Trust and a
replacement was being sought. It was recorded that Mr. Y was compliant with his medication

and no concerns were identified. TheGPwasi t t en t o and upd®ted of

11 February 2008.Care Coordinator 2 visited Mr. Y at Moscow Drive. Imagine staff said
that Mr. Y was becoming more isolative and they would attempt to address this with Mr. Y
and try to negotiate specifiedntes when he would spend time with staff and other

residents®

3 April 2008. Mr. Y attended for his routine Effective Care Coordination review with
Consultant Psychiatrist 3. It was recorded that Mr. Y was visiting his mother every six weeks
and was commamg self medication. The new Social Supervisor (Social Supervisor 2) met
with him every fortnight. A Health of the Nation Outcome Scores (HONOS) assessment was
completed during the meeting. No concerns had been expressed by the staff at Moscow
Drive. It was recorded that Care Coordinator 2 was now visiting Mr. Y on alternate weeks to

those of Social Supervisor 2.

The Care Plan was reviewed. The care plan noted the following:

163 CMHT Notes Post Discharge P. 59
164. CMHT Notes Post Discharge P. 57
165 GP Record P. 98

166. CMHT Notes Post Discharge PP .-58

80



Mr. Y Investigation Report

1. Signs of relapse: feeling that he is being talked allmihgirritated by thos around him,
andfeeling tired.

2. Crisis Plan: this would comprise arearly review bythe Care Coordinatf8ocial
Supevisor and Consultant Psychiatrist 3. A crisis situation would also reiqoimeased
support and aeview of medication.

3. Contingency Planthis wasto admit to the Scott Clinic.

4. Summary of Risk Interventiom r . méidta state wasecorded as being stablewas
also recorded that Mr. Y wdising in 24-hour supported accommodation and that he was
receivingweekly support @ad monitoringof his mental state from the Scott Clinic

5. Medication:Mr. Y was taking Olanzapine ifly at nightwhich was beingrescribed by
his GP.

6. Plan:Mr. Y was to see Care Coordinator 2 fortnightly Sutial Superviso2 fortnightly
on alternate weeks. Mr. Y wase tontinue toseeConsultantPsychiatrist 3 every three

monthsandfor his casé¢o be reviewemn asix-monthly basis
The GP was writtentadvi si ng him o Mr. Yés progress.

15 July 2008.Consultant Psy chiatristv@rote tothe GPfollowing a review ofMr. Y. Prior to
the meeting the Consultaiad discussed the case with Social Supervisor 2. They were in
agreement that Mr. Y was engaging well, continued to have contact with his mother and was

compliant with his medicatiotf®

26 August 2008.An Imagne Support Plan was developed. It was noted that Mr. Y was a
very private person and that he needed support to interact with people. Mr. Y wanted to
engagewith his Keyworker to develop his fithess. He was to be encouraged to implement his
Occupational Theapy plan and to engage with others. Mr. Y was working positively to gain

more independence. He liked to visit the library and cook his own ffals.

1 September 2008An Essential Lifestyle Plan assessment was condumtetthe Imagine
service It was recaded thaMr. Y must have privacy and that people must knock on his door
prior to gaining accest his room Mr. Y was also described as needing to run at around

7.30 in the morning and that he liked to have 1:1 time with his Keywditkeras recorded

167. GP Record PP. 9387
168 GP Record P. 92
169 Imagine Notes. PP. 986
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tha Mr. Y must have contact with his uncle, aunt and mothiaat once a fortnight. Mr. Y
was recordedas being self medicating and that he had beempliant with this for six
months. He was described as liking to keep hiimdean and presentable. MY still
preferred to keep to himself, was pleasant @olite andfelt that he was ready to move into a

flat on his owr"°

12 September 2008Care Coordinator 2 recorded that Mr. Y was taking part in cooking and
shopping activities for the house and that dppeared to be well. He remained reticent in

initiating conversation but he ditl v unteer some of the conversatiod*

18 September 2008 Consultant Forensic Psychiatrist 3 reviewed Mr. Y at an Effective Care
Coordination meeting. This meeting was atted by Care Coordinator 2 and Social
Supervisor 2. It was noted that Mr. Y appeared to be well. The plan was that he be followed
up in Qutpatientson the 12 March 2009.

The Effective Care Coordination review paperwork was mebed. It was noted that MY.

was not on a supervision register, that it had been considered, but not thought necessary. It
was noted that he was on a Section Wir. Y continued to be monitored for paranoid
thoughts.Both the Care Coordinatand the Social Supervisor weecontnue to work with

Mr. Y and liaise with Imagine staff. Early signs relapse were identified as Mr. féeling

tired and thinking people were watching him and talking about him. More serious indicators
included Mr. Y being irritable, preoccupied, withdranand giving his belongings away. It

was noted that his mental state was stable and his risk was low.

The risk statement for this period notdte condition placed on Mr. Yot to go to his

mot her 6s addr ess.

An Effective CPA Care Plan was developed. Itsnracorded thavir. Y remained eligible for
Section 117 aftercare arrangements. The focus of the plan was to monitor Mr. Y for paranoid
thoughts and to support him. Mr. Y was to remain irhadr supported accommodation and

to remain on his Olanzapine 10mignight. Care Coordinator 2 was to continue to make two

weekly visits and to liaise with Imagind he Imagine workersvere to contact the Forensic

170 Imagine Notes. PP. 900
171 CMHT NotesPost Discharge P. 50
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Team at the Scott Clinic if they had any concerns. Mr. Y was to access-tte2Lrisis

Service if the ned arose.

Itwas notedthatMr.§ s current mental state was stable
be low. There were some concerns regarding his lack of predictability. It was noted that the
risk of violencewasi s peci fi ¢ t o tehdgnaniias in @iremtonshipwithhsnd t h
parent®. There was an ongoing risk of violence towards others. It was noted however that he

had been able to utilise coping strategies since his discHarge.

14 October 2008.Social Supervisor 2 visited MrY Senor at her home. The visit was
described in the clinical record &sl e n gandhfocused upon the issues leading up to Mr.

Y 6 &dmission to the Scott Clinic. Mrs. Y Senior was advised that she should contact Social
Supervisor 2 if she needed any input timaty help het”®

1 November 2008An Imagine risk assessment was conducted. It was noted that Mr. Y was
at risk of isolation. The only person thought to be at fiskn Mr. Y was himself (it was
unspecified exactly what this risk was deemed to H& geneal overall risk statugell into

thei me d i category Workerswere to make aatact with him twice each day and tvas

to be encouraged to join in home activitiés.
3 November 2008Mr. Y enrolled at the local gy’

30 November 2008An Imagine SupporPlan was developed. It was noted that Mr. Y was a
very private person who need a structured programme to broaden his social skills. It was also
noted that Mr. Y had spent the past three months increasing his fitness, that he went on runs
with his SupportWorker and hagoined the Leisure Centre. Workengere to carry through

the Occupational Therapy Support Plan. Mr. Y had identified the goahta marathon and

Imagine workersvere supporting him to do this.

Mr. Y had mentioned during the assessmeat th the long term he would like to return to

his previous occupation as a taxi driver. Mr. Y also said that he would like to work towards

172 GP Record PP. 8480 and Imagine Notes. PP.-18 and 68
173 CMHT Notes Post Discharge P. 48

174 Imagine Notes. PP. 47

175 CMHT Notes Post Discharge P. 47
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having his own flat. Mr. Y had been at Moscow Drive for 18 months at this stage and he had
been working towards himdependence, he was positive and assessed to be working in the
right direction:"®

18 December 2008Consultant Psychiatrist 3 reviewed Mr. Y at an Outpatient appointment.

It was noted that Mr. Y continued to do well. He was in regular contact with ®tbane
Coordinator and his Social Supervisor. Mr. Y had met up with his mother since the last
Outpatient meeting and was compliant with his Olanzapine 10mg at night. There were no

specific concerns identified and the plan was to review Mr. Y again in-thoeéhs time.’’
18 December 2008 11 February 2009.Regular visits continued to take place.

11 February 2009.A worker from Imagine emailed the Scott Clinic to say that Imagine had
been r eques t-to-aage Trivst risk assessmentp and Effechaee Coordination
documentatiorfor a period of some months. It was noted that some of the paperwork was
seriously overdue, soneeing at least six months in arrearée response was that CPA and

risk reviews were not always conducted six monthly andttiege were sometimes done on

an annual basiand t heref ore Mr. Y6s information was
notified thatthey should have copies of reviews, especially if they attemnldedneetingaind

that the Scott Clinigvouldi s or t i 1@ méuh o .

2 April 2009. Mr. Y attended for a routine Care Programme Approach (CPA) review with:

1 Consultant Psychiatrist 3;

1 aworker from Imagine;

1 Care Coordinator 2;

1 aCommunity Psychiatric Nurse who was due to take over the role of Care Coordinator in

a couple ofv e e kindes

The Social Supervisor sent her apologies. Mr. Y was assessed as being well and compliant
with his Olanzapine, which he setfedicated. At this stage Mr. Y was considering pursuing
his GCSEs. His next CPA review was set forrabnths time and he was scheduled to be

176. Imagine Notes. PP. &85l
177. GP Record P. 83
178 Imagine Notes.
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followed up by Consultant Psychiatrist 3 in thmeenths time. The GP was written to
notifying him odPMrMr .YodYd sCaprreo gdoeosrsd.i nat i on
Coordinator 3 at this stagé,

22 April 2009. Social Supervisor 2 visited Mr. i¥ was recorded that he was looking forward

to his move to a flat on Moscow Drive

29 May 2009.Social Supervisor 2 visited Mrs. Y Senior at her home and it was recorded that

she was pl eased Wfth her sonods progress.

1 June 2009.A Support Costings Summary was completed. It was noted that Mr. Y was
receiving funding from Supporting People Housing Benefit and from the Primary Care

Trust8®

2 July 2009. Mr. Y attended for his routin®©utpatient appointment with Consuita
Psychiatrist 3. Mr. was observed to be well kempt amelaxed Mr. Y had been talking to
his solicitor about @ Absolute Discharge. The Consultesdid it may be a lite early to
discuss this. Mr. ¥seemedi ¢ o n twimthedliscussion. The plan wasreview him again

in sixmonths time®*

July i September 2009Mr. Y was visited on a regular basis during this period and reported
to be progressing well. Support was being given to him in preparation for his move to new

accommodation.

24 September 209. Mr. Y was seen for a routine Effective Care Coordinati@view.
Consultant Psychiatrist 3, adfker from Imagine, Social Supervisor 2 and the new Care
Coordinator (Care Coordinator 3) were presémt. Y was due to move into #at (at 133
Moscow Driw) that wasmanaged by Imagine. He was assessed as contiouoggwell. The

Consultant planned to see him again on the 10 December*¥009.

179 GPRecord PP. &

180. CMHT Notes Post Discharge P. 43
181 CMHT Notes Post Discharge P. 42
182 CMHT Notes Post Discharge P. 41
183 Imagine Notes. P. 4

184. GP Record P. 102

185 GP Record PP. 666
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28-29 September200Mr. Y moved into his new flat. He appeared to settle in well and was
reported to be relaxetHe was reminded that he was expected to spend at least an hour a day
with the staff-*® Mr. Y initially received a minimum 1:1 intervention of one hour each ttay .

was noted that Mr. Y continued to be stafle.

1-7 October 2009.The Imagine records notelatMr. Y appeared to have settled in well to

his new home and was socialising with one of the other resident&well.

8-9 October 2009.The Imagine records stated that Mr. Y was reported to be in his flat with
his mother. His uncle was observed to beckimg in on them. Everything was assessed as

beingih OK@Opr esumably this referr®d to the risk

1 November 2009A risk assessment was prepate¢y | magi ne f ol |l owing M
his new flat. The required activities/tasldentifiedas part of the risk management plaere
listed as being:
i staff must ensure daily contact;
staff mustensuregenant was safe to use all equipment;

1

1 staff mustensurgenant was storing medication correctly;

1 staff mustensure tenant understotite importancef turning everything off at night;
1

staff mustensure tenant checked foodstuffs wiegpt in date.

Thekey potential hazards were noted asigdihe accidental setting of a fire and self neglect.

Mr.Yo s r i s k classifiedi agirgediung. 3 he risk asessment gave meview date"™

During the rest of November 2009 it was recorded that Mr. Y enjoyed buying things for his

flat and was settling in welf*

10 December 2009Consultant Psychiatrist Beviewed Mr. Y at his usual threeonthly
Outpatient ap piatment. Mr. Yappeared to be physically and nadlyt well. It was noted that
Mr. Y had recently moved into a sebntained flat with staff quport throughout the day.

Mr. Y was apparently compliant with his Olanzapine medicatioHe was being seen

186 Imagine Notes. PP. 31312

187. CMHT Notes Post Discharge P73
188 Imagine Notes. PP. 31316

189 Imagine Notes. P. 316

190 Imagine Notes. PF-12

191 CMHT Notes Post Discharge P. 35
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regulaly by both Care Coordinator 3 and Social Supervismogh the Forensic Integrated
Resource €am.No concerns had been raised. The Consulpdarined to continue to follow

Mr. Y up on a threenonthly basis?™?

It was recorded that Mr. Y enjoyed the restDEcember and celebrated Christmas with the

other residents.

12 January 2010.Care Coordinator 3 visited Mr. Y at his home and it was reported that he
continued to be well. He appeared tofbe h a &antd naproblems were reported by the

Imagine staff>®
27 January 2010.Social Supervisor 2 met with Mr. Y and took him shopping to 1kéa.

7 February 2010.1t was recorded in the Imagine notes that Mr. YWas o mi ng tar oun d ¢
the idea of moving out of Moscow Drive. An Outreach Worker was due to come and talk

him about a longerm tenancy elsewhere within the Imagine schiabes on in the afternoon

but the meeting did not take place as Mr. Y went die Outreach Workee-scheduled to

visit Mr. Y the following day"*°

11 February 2010. Social Supervisor dnet with Mr. Y in Liverpool for lunch. It was
recorded thafié Mr. Y] unsure about the potential move especially since he has bought

furniture. I wi | | discuss this furfher wi t h

15 February 2010.Care Coordintor 3 visited Mr. Y, it was noted that he remained mentally
well. A discussion took place about the move from his flat. Mr. Y stated that he did not want
to move at the present time. Care Coordinator 3 discussed this with the Imagine staff who
said that MrY had told them he was fine with the pgh.

192 GP Record P. 64

193 CMHT Notes Post Discharge P. 33
194 CMHT Notes Post Discharge P. 33
195 Imagine Notes P. 36867

196. CMHT Notes PosDischarge P. 33
197. CMHT Notes Post Discharge P.P.-33
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23 February 2010.Mr. Y expressed his concerns to his Imagdfreyworker about a potential
move to a new flathe was particularly worried about having asicial neighbours when he
moved. He was reassured thiais would not happef?

24 February 2010.Mr. Y told his Keyworker that his Care Coordinator had not called in to
see him as expectédy

25 February 2010.Mr. Y was reminded that a@utreach Worker was due to call in the

following day to arrange his mag on?®

26 February 2010.The Outreach Worker met with Mr. Y. He explained about the flats he

could move to, the removal process, rent and the neighBBurs.

4 March 2010.1t was recorded in the Imagine records that Mr. Y was getting used to the idea
of a move. The plan was to take him for a walk to assess the area that the new flat was
located within.He appeared well in himself and there were no observable changes to his

mental staté®

5 March 2010.Care Coordinator 3 visited Mr. Y at his flat and hesweported to be welf>
It was alsorecorded in the Imagine notes thdr. Y appeared to be well. He told his Care

Coordinator that he as looking forward to viewinthe new flat™™*

6 March 2010.1t was recorded in the Imagine notes that Mr. Y had beesnttd view the
new flat. It was also recordefithat seeing the house will give him a clearer idea about

accommodatoi what he thinks about movindg®in time

7 March 2010.1t was recorded in the Imagine notdgat Mr. Y had bea to vVew a flat the
previous day and that lseemed to be pleased with the location of the progétty.

198 Imagine Notes. P. 369

199 Imagine NotesP. 369

200 Imagine Notes. P. 370

201 Imagine Notes. P. 370

202 Imagine Notes. P. 372

203 CMHT Notes Post Discharge P. 32
204 Imagine Notes. P. 373
205Imagne Notes. P. 373374

206. Imagine Notes. P. 374
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11 March 2010. Consultant Psychtrist 3 wrote to inform the Géhat Mr. Yhad attended

for his routine Effective Care Coordinatiéteview. The meetingad also been attended by

Care Coordinator 3, Social Supervisora&2, wor ker from | magine and
from Imagine. The Social Supervisor was also present. The focus of the meeting was to try
and move Mr. Y into a more independent mode ohtlviHe was maintaining his flat and

was reported to have good daily living skills. Mr. Y was continuing to receive support from

his Care Coordinator. The plan was to review Mr. Yhreemonthstime on the 24 June and

the next CPA review was scheduled fioe 23 Septembé?’

Social Supervisor 2 wrote that the move was to ensure Mr. Y hadla tt |l e mor

independencé208

Consultant Psychiatrist 3 wrote that Mr. Y had been able to maintain his flat and had
developed good cooking and budget skills. It wa® alsted that Mr. Yi has al s o n
reqguired access to the 24rbuttha heawbuldirecelve omer er t |
to-one daily support in the new accommodafioh.

Sometime in March 2010 (date not given ifrust forensic records but probably around

the 12 March). Mr. Y visited the home of a previous female acquaintance. Grotitasion

he was we a rtigmsgovewa paie of &irglerpants with no trousers. He gave her a
cheque for A7,800 which was debi201¢'dNetherom Mr .
the Police nor Mr. Yébs treating team were a
Mrs. Y Senior later on in the month.

12-22 March 2010.It was recorded in the Imagine records that Mr. Y continued much the
same. His mental ate appeared to be normal and he seemed to be relaxed and happy with the

idea of a mové!!

19 March 2010.A Social Worker from the Forensic Integrated Resource Team tried to visit
Mr. Y but he was not at home. She was told by Imagine staff that theraemu;anre:blemf.12

207. GP Record PP. 661

208 CMHT Notes Post Discharge P. 32

209 CMHT Notes Post Discharge P. 31

210 Psychiatric Report for the Defence (date not gived) P
211 Imagine Notes. PP. 37382

212 CMHT Notes Post Didtarge P. 31
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23 March 2010.Mr. Y was told that there was a possibility of a flat coming up soon in the

local area at Derwent and that he could view it if he wished the foIIowinﬁlaay.

Later on this same day MY visited the house of the father of theepgon that he had
previously describedprior to the killing of Mr. Y Senior)as hisfi exi r | f Thise n d o .
Agir | fwasitleersame person to whom he had tried to give money and possessions prior
to the killing of his father in 2004. Mr. Y attempted teegher father a cheque for ,800.

The Police were subsequeniiyformed. Howevemneither the treating team nor Imagine staff

were aware of this incideAt?

24 March 2010.Mr. Y went to visit the flaproposed for his next movele appeared to be
pleased wh the location and how quiet it was. He was told that he could have the tenancy on

a longterm lease if he wished?

25 March 2010.Mr. Y told Imagine stafthat he did not want to move intbe flatas it was

too far away. He said that he would prefemtait for a flat closer to Moscow Drivé® Later

Mr. Y met with Social Supervisor 2 for lunch in Liverpool city centre. On this occasion he

told her that he was uncertain about the move. He was advised to write dilistefa s ons t o

stay and reasont® god. %’

| 11.1. 5. Account of the Death of Mrs. Y Senior I

30 March 2010.A Worker from Imagine contacted the Forensic Team as Mr. Y had given
away his television to another service udénis kind of behaviour had been identified to be
one of his relaps@dicators. The Imagine notes record that staff had a discussion with him
aboutthis. Mr. Y said he had only loandts television to another service user. Mr. Y asked
the staff if they thought he was becoming unwell, and he said that he felt fine. He was asked
by staff if he had anything on his mind, especially about the move. He said that he would
rather stay at Moscow Drive as he had only recently moved to his current flat. The Team

213 Imagine Notes. P. 382

214. Psy chiatric Report for the Defence (date not given) P.3.
215 Imagine Notes. P. 383

216 Imagine Notes. P. 384

217. CMHT Notes Post Discharge P. 31
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Leader was i nformed about Mr . Y6 s Obse hnaevni toaulr

health team who said that they would send someone out later that day to speak to him.

Social Supervisor 2 went to visit Mr. Y at Moscow Drive, but he was not there. It was
reported by Imagine staff that Mr. Y did not appear to be unwell andhéhlahd loaned the
television to another service user. As Care Coordinator 3 was on holiday the Social
Supervisor contacted another member of the Community Mental Health iheaitlerto
provide an updatat 11.00 hoursSocial Supervisor 2 told Imagine tontact her if they had

any further concernsotherwise she wouldvisit the following Thursdayas planned

previously **®

Meanwhile Mr. Y was having lunch with his moth&t approximately 11.25 hours Mrs. Y

Senior was seen on closed circuit televisionkmgl towards Moscow DriveAccording to

Mr . Y6s own acc o uinhta pdhit bi® moehertwas cdmang tevwasi him.
Apparently Mr. Y and his mother spent about thaurs in his flat talking about a range of
matters.He gave his mother a smalltgita radio, because he had not brought her anything for

Mot her 6Mr. YBadythat his motherwaspr oper | y maAshortummile wi t h |
afterwards his mother went to the bathroom and when she came out he stabtued her

death®*® Following this event M. Y left his flat.

At 19.45 hours Mr. Y returned to Moscow Drive. He spent some time with the staff talking

about Scrabble and then went to his flat stating he was going to listen to’fhusic.

Mrs. Y Senior was reported to the Polaemissing at 20.0(lrs. At 2200 hours a number

of witnesses sawir. Y attend the residence of his mother and enter the premises. He was
seen to leave the building at the same time that ithetsd to beon fire?** At 22.30 hours a
neighbour of Mr . Y 6 Drivenstdting éhat Mesa V¥ Senidr had acs ¢ o w

returned home, he subsequently called back t

At 10.40 houraMr. Y was arrested at a bus stop closéht®scen®n the suspicion of arson

A sear ch o fat Mbxow DMWéwsas alithoaisedVirs. Y Senior was found dead in

218 Trust Record PP. 9924 and 387

219 Psychiatric Court Report (Noverab2010) P.2122
220. Psy chiatric Court Report (November 2010) P.5
221 Psychiatric Court Report (November 2010) P. 6
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the kitchen. She had been stabbee times in the neckMr. Y was subsequently arrested on

suspicion of murdef®?

31 March 2010.At 13.00 hours Mr. Y was examined by Consultant Psychiatrist 3.YMr.
admitted killing his mother when asketlhe Consultant Psychiatrist could find no evidence

of any acute pgchotic symptoms in the form of delusionshailucinations’?®

1 April 2010. Mr. Y refused to move from his cell and had to be carried to Couriv&se
distracted and preccupied and incongruous in that he exposed his genitals. Consultant
Psychiatrist 3 assessed Mr. Y. On this occasion he did not appear tstriaetdd but was
guarded. It was recorded that Mr. Yappear ed gui te bim hig t | e
p r es e n CensultamtrP8ychiatrist flt that he was not fit for interview and the decision
was made to detain him under Section 3 of the Mental Health Act (2007) at the Scott

Clinic.?**

7 June 2010Due to a decline in his mental stdil. Y was discharged from his Section 3
and recalled under Section 37/41 to Ashworth Hospital.

28 March 2011.Mr. Y was found guilty of manslaughter and attempted arson. He was
sentenced to life imprisonment with a-28ar determination. He was detained at Astw
HospitalunderSection 45 of the Mental Health Act (1983/2067)

On the 19 April 2011, foll owing an appeal

reduced to a minimum of a 4&ear determinatiof?’

222 Psychiatric Court Report (November 2010§ P
223 Trust Record PP. 75 and 85 and P. 156
224.Trust Record P. 75

225 Trust Record P. 113

226 Trust Record PP. 17273

227. Liverpool Echo .co.uk19 April 2011
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| 12. Identification of the Thematic Issues I

12.1. Thematic Issues

The Independent Invagation Team identifiedl3 thematic issues that arose directly from
analysing he are and treatment that Y received from the Mersey Care NHS Trust and

Imagine These thematic issues are set out below.

. Diagnosis.Mr. Y had Paranoid Schizophrenia. This was identified at an early stage following
his first contact with secondary care mental health services in March 2003. Following his
admission to the Scott ClinidT heory of Minddeficit was introducedintoM¥ 6 s di agnost
formulation. Theory of Mind deficits have been observed in people with autistic spectrum
disorders, with Schizophrenia, and some other conditions. There are cleamlihks
academic literature betweddl heory of Mind and Schizophreniaput these are far from

being straight forward.

In the case of Mr. Y thélrheory of Mind deficits identified weredescriptive only. They

were not used to provide an explanation for his condition and presentation. The emphasis
placed on Theory Mind by thacott Clinic Treating Team displaced the thinking around Mr.

Y6s Schizophrenia and this amounted to a seE&e
the concept ol heory of Mindbseems to have distorted the perception that clinicians had of

Mr. Y, espedlly in relation to risk. A rather simplistic view was taken that focused upon a
behavioural approach with Mr. Y, one which was at odds with the research literature on this

subject available at the time.

There was no acknowledgement of the implicationhaf diagnosis of Schizophrenia for Mr.

YO s ment al funct i oni regults employed norengoc the demeli c a | 1
population with no reference as to whether results might be different in persons with a
diagnosis of Schizophreniar any other sgus mental illnessAlthough a clear diagnosis

had been made, and the condition stabilised in the inpatient setlisgme antipsychotic
medication, the subsequent approach to the patient by the whole clinical team seems to have
been unduly influencetdy the apparent blind spot in regard to the possibility of ongoing
influence of the current mental illness, even if he appeared superficially to be asymptomatic.
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In short there was a failure to understand Mr. Y in his fullrbagic context. This in turn
contributedto a failure to understand his risk and the future requirements of any care,

treatment and management plan.

. Medication and Treatment. Medication.Prior to the death of Mr. Y Senior, Mr. Y was not
taking his antipsychotic medication on a regulmsis. This served to ensure that his
psychosis was, at best, only being partially treated. Following the death of Mr. Y Senior and
Mr . Y6s admission to the Scott Clinic 1in
conducted prior to the introductiasf his new medication regimen. It was concluded by the
Independent Investigation Team that Mr. Y was in denial about the death of his father, had a
flattened affect and masked his sympt oms.

poorly and to his bag under medicatedhilst in the Scott Clinic

Mr. Y was reported to have had consistent concerns about the side effects telating
medication, prior to the death of his father, whilst he was still livirt¢pe communityT his

meant that he took himedication in a sporadic manner. Following his discharge from the
Scott Clinic in 2006 Mr. Y selfnedicated from an early s&aglhere was never any overt
evidence that he failed to comply with his medication, however he remained demonstrably
ambivalent bout it. In such circumstances it could reasonably be predicted that Mr. Y may
not have been compliant with his medication. Whether he was, or whether he was not, it
would have been good practice to have had a medication management plan in place. This was

absent.

Treatment. The | ack of a <clear formul ati on of
development of a clear treatment plan throughout his time with mental health services. From
early in his contact with mental health services issues around familymiymavere
identified but:

0 this was never clearly formulated to inform an intervention;

A

oterms such as OHigh Expressed Emotiond

with witnesses her e appeared to be confusion

M

b ¢

and oowvedl vement 6 (OI ). Though both ter:i

the research of Wing, Leff, Beddintogt al this research does not make them
interchangeable. Depending on which, EE or Ol, characterised the family different

approaches would have begmpropriate;
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0 even at an early stage, prior to the first homicide, one would have expected some
structured input to address the perceived family difficulties which did not happen;

o when Mr. Y was being prepared for discharge from the Scott Clinic some form o
family intervention should have been put in place. In the absence of this how was

his mother supposed to understand Mr.

When examining the care and treatment Mr. Y received a theme was detected of identifying
problems btinot identifying the interventions to address them. Mr. Y clearly displayed the
symptoms of a psychotic illness. The National Institute for Health and Clinical Excellence
guidelines state that Cognitive Behaviour Therapy (CBT) should be available to such
individuals. There is a substantial literature on CBT approaches to auditory hallucinations,
delusions etc. Mr. Y was not offered this kind of therapy and neither was he supported in

being able to develop coping strategies to manage his condition.

At the point of his discharge from the Scott Clinic there was talk of employing the recovery
model but neither the structured steps to independence nor a Wellness Recovery Action Plan
(WRAP) were evident.

In short: if the treating team believed the things tiey did about Mr. Y then they should
have proceeded within a bestidencetreatmentframework The prevailing belief was that
Mr. Y had somehowb een &écur ed6 wh e rhe wasprobaldysnasking lgish | y
symptoms andhis mental health and cognigé problems wereinderstood in a rudimentary

manneronly.

. Use of the Mental Health Act (1983 and 2007Ministry of Justice and Criminal Justice
Systems.There are three main issues in relation to the use of the Mental Health Act (1983)
before the firshomicide:

1. the awareness of the Community Mental Health Team of the appropriate use of

the Act;

2. active use of the provisions of the Act; and

3. timeliness of intervention.
The Independent Investigation Team concluded that Mr. Y could have been considered to
have met the criteria for assessment under the Act at any time following his first presentation

to his GP inMarch 2003. Howevebecause Mr. Yhad notmanifested ahreatof violenceto
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either himself or to othershe cegree of urgency to intervemeas perceived to béow. This
caused a delay in getting Mr. Y the treatment that he needed andjwentyg his mental
healthcontinuel to deteriorate.

Following the death of Mr. Y Senior Mr. Y was detained at the Scott Clinic subject to a Court
Order under &ction 37/41. On the 15 December 20@Bwvas conditionally discharged from
this Order by a Mental Health Review Tribunal (the issues relating to thihatge are
detailed in bullet Gelow). At the point of his discharge Section 117 arrangements were not
made explicit and this was to cause significant disruptions to his supported living housing

arrangements in the years that followed.

After discharge from the Scott Clinic Mr. Y had nominated Social Supervisors and Care
Coordinators allocated to him. Thmattern of contact with the Social Supervisor, Care
Coordinator and Responsible Clinician was maintained through a series of formal reviews in
the outpatient clinic at Rodney Street, Liverpool and contacts with staff at a number of
venues in the LiverpddCity centre. Day to day contact and support was in the hands of the

staff at Imagine who also took part in reviews.

From the evidence it appears there were several critical issues in relation to the use of the
Mental Health Act post discharge from th@8 Clinic and the practical interpretation of the
condtions. These are set out beldplease note the conditions of discharge are set out in full
in Section 13 below)

1 Handoves between members of the treating team were p ocfadaes occurred
whentransferringcritical information e.g. te Theory of Mind construct.

There was a lack of knowledge aboue tble of the Social Supervisor.
The conditons ofdischarge were not protective in that they relied on Mr. Y to
notify staff of contact with hisnother (condition 7)

1 Condition 8 did not take account tife potentiafisk in meetings between Mr. Y
and his mother at other venues;assumed that requiring Mr. Y to keep away
from thefamily home would be effective.

1 The discussion about maoygy Mr. Y to another residencefrom 123 Moscow
Drive to 133 Moscow Drive and then on to an independflat) was not

discussed with the Ministry of Justice and thiereo record of their approval.
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1 The review by Supporting People staff of the financial support prdvide
enable Mr. Y to remain successfully in tbemmunity didnot acknowledge that
Mr. Y was subject to Sectm 117 aftercare, and thakhis funding was assured.
There appeared tde pressurdo move him on to less supported and less
supervised accommodaii. This should not have applied to Mr. Y. There were
clinical reasons to be cautious when introducing changes to his living
arrangements which were disregarded.

1 Saff at Imagine were not aware of the fulhnge of conditional discharge
arrangement&nd pocedural requirements for changes in circumstances. They
saw this as the role of the Social Supervisor and regarded the staff fr@othe
Cl i ni crackatsardvaho Wwould advise them appropriately.

1 It is not clear whether, or how, the family of MY. were involved in the

construction of the conditional term$ discharge

4. Care Programme Approach (CPA). Mersey Care NHS Trust had a Care Programme
Approach policy in place and operational during 2003 and 2004. Given that the
documentation completed aanp of the CPA process refers to Effective Care Coordination, it
appears reasonable to conclude that this had taken into consideration the national guidance on

effective care coordination issued in 1999.

It is not clear whether the Care Programme Apphoaas used at the point Mr. Y was first

treated by the day hospital. There is no recorded Care Coordinator or evidence of hand over
from the day hospital Keyworker to the community team Care Coordinator or of a Care
Coordinator initiatinga CPA reviewntee ng t o i dentify Mr. YOS ne

be best/most effectively met.

Once Mr. Y had been transferred to the Community Mental Health Team he was designated
as requiring Standard CPA. The Investigation Team concluded that on balance givelh $r. Y
presentation of serious mental iliness, with accompanying positive risk factors such as non
compliance with treatment, there was sufficient evidence to suggesotle $fave been on
Enhanced CPAThis may have led to an increased sense of concerrtfreneam when the

Care Coordinator raised issues regarding risk with them. These identified risk issues appear

to have been minimised by the team.
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Foll owing Mr. YOos adnves Bffeabive CarecCoordimation eviens t C|
were recorded beteen the 23 March 2003 and the 27 November 2006. During this period the
Care Coordinator role appeared to be nominal as the Responsible Medical Officer took on
this role. It was evident that this role was understood poorly. Mr. Y did not engage with the
CPA process and often refused to take part in any of the review and planning processes. The
content of CPA documentation did not vary from one review meeting to the next and the
information recorded was often incorrect (for example: it often recorded thengeesf

individuals that had left the employ of the Trust several years previously).

The clinical document ati on t hat records CP
discharge into th community is sparse.n& documentation that is extant provides awige

for risk assessment and care planning having been consiteitethere is little evidence to
demonstrate that care planning was developed or implemented in a systematic meraser. |

evident to the Independent Investigation Team that Care Coordingdidonot work to an

optimal level and that disparate agencies and individuals inputting into the care and treatment

of Mr. Y worked in silos to the detriment of

. Risk AssessmentMr. Y was not understooid the context bhis full risk profile. The issues
around the management of risk are many fold.
Risk assessments were not consistently undertaken at critical times/junctures.

1 The conclusions of risk assessments were not always consistent with the evidence
cited.

1 Therewas a failure to involve Mr. Y6s fam
assessment processes and management plans. This meant that ultimately there was
no risk management around the mot her 6s
from the Scott Clirg.

1 There was a lack of formulation around risk. For example the treating team did
not explore why Mr. Y killed his father.

1 Risk assessment was not dynamic and did not lead to risk management plans. Risk
plans were little more than a list of actions whattl not of themselves address
the risks identified.
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1 Multi-Agency Public Protection Arrangements (MAPPA) and Police National
Computer (PNC) processes were neither considered nor put into place

appropriately.

The identified problems as set out above conbid t oget her t o ensure t
not formulated, assessed in a dynamic manner, communicated appropriately with either his

family or all relevant agencies, or mitigated against.

. Referral, Admission and Discharge PlanningPrior to the death d¥ir. Y Senior there were
delays in admitting Mr. Y to an inpatient setting. It was evident that Mr. Y needed a bed
urgently in February 2004. There were delays to his admission due to the fact that no bed was
available. Once a bed was available there wasdy response to ensuring the admission took
place in a timely manner. This delay was significant as it was during this period Mr. Y killed
his fatherand it had been identified that Mr. Y would need to be admitted under the Act if he

refused an informahdmission.

On the 30 September and 11 October 2006 Special Circumstances Reports were written for
the Home Office in support of Mr. Yoés fort hi
Responsible Medical Officer. Onthe 24 October the statemetitddHome Secretary for the
consideration of the Tribunal stated that w
would not be prepared to support his discharge at this time and that he needed to stay in
hospitalin order to receive treatment fotlobis own health and safety and for the protection

of ot hers. Despite this communication pl ans
good practice to arrange overnight leave (with the permission of the Ministry of Justice) to
prepare Mr. Y for a eventual discharge, it is not clear how veelhsidered the move to
supported accommodation in Moscow Drive was.

Mr . Y6s discharge in December 2006 appeared
unclear why this should have been the case. ¥Wiwas dischargedle factoon the 18
December and officiallyon the 20 December 2006 without his medication and without a
discharge CPA and plan. Also, whilst it was recorded that some kind of Section 117 meeting
had been arranged there was no documentatioduced that details what occurred in this

meeting.
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. Sernvice User Involvement in Care Planning and TreatmentBetween March 2003 and
March 2010 it was evident that Mr. Yo6s treat
acceptable to him. Howevéhis meant that, at times, there was no assertive management of
his medication regimen or l i ai son with his

account, these were not always in the best interests of either himself or those around him.

tisaf act t hat health and soci al care staff f
This meant that he was understood poorly and that engagement was maintained at a fairly
superficial level. It is recorded in the clinical record that Mr. Y rarelerated his CPA
meetingswhilst at the Scott Cliniend at times would refuse to sign off his care plans. Mr. Y

was generally perceived as being a quiet and private person by members of his treating team
and this appears to have become a barrier to a geigirag eutic relationship being built up

with him over time. His lack of involvement in higre planning and treatment, whialas

ostensibly regarded ag r . Y O6being the way he wiathe 8 s ho
building and maintenance of a theeagpic relationship sahat he could genuinely engage

more fully in his own recovery.

. Carer Assessment and InvolvementBetween March 2003 and March 2010 there was no

active or documented plan in place tcae ensur
and treatment.

Prior to the death of Mr. Y Senianembers of the treating team mistakenly thought that they
could not gain collateral information from the family because Mr. Y refused to give his
consent. Once it was evident that Mr. Y was suftefimm a severe and enduring mental
illness no effort was made to either educate his family or to support them. At no time was a
carer assessment considered.

During the period that Mr. Y was an inpatient at the Scott Clinic no family focused
interventionstook place and it is unclear froeither readirg the clinical documentation or
from talking to members of the treating team what exact involvement the family had with Mr.

Y6s care and treat ment programme and dischar

Following Mr. Y6s di schar ge inR006tmould fippearIhatate famiCodfi ni c

Mr. Y made its own arrangements to protect Mrs. Y Senior in the absence of any
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management plan developed by the treating 1
appeared to te@ place in an unstructured manner and in isolation from any CPA processes. It
is the conclusion of the Independent Invesitgation Team that this placed Mrs. Y iBenior

position ofunmitigated risk.

. Housing. Whilst at the Scott Clinidir. Y was identiied as needing a small group nursing

h ome. This was based on the belief that he
observationgnadeaboutér heory of Mindd There Iis no evidence t he
into consideration as part of his dischagjanning. There is no record as to an evaluation
regarding the appropriateness of fit bet wee
offered by Moscow Drive and Imagine. Mf.appears to have been placedaiscow Drive

because that was the place thats available. This is common practice for services, but still

poor practice. This lack of assesent for appropriate placemdedl to the care team taking a

purely pragmatic approach to disposal after Mr Y left the Scott Clinic. A wider implication

was tlat it obscured the need for the Local Authority and the Primary Care Trust to offer
appropriate aftecare under the terms of Section 117 of the Mental Health(X9&3) A

further implication was that the type of supported accommodation offered to Nrriédc

with it an expectation that people would 0 mc
might be a reasonable aim for many people with mental health problems, it put pressure on

Mr Y to move throughlte system at an inap propriatage

Mr. Y was moved from one property toscow Drive to another because the first property

was considered no longer suitable. In a material sense the nigiviehaive been a beneficial

one however given Mr . YOs Known av e&rwas poh nedessarilyc hang
psychdogically so beneficial. There is no evidence of appropriate psychological preparation

for this move. It appears, however, that the move went well and Mr. Y reported that he
enjoyed his new accommodation and made (possibly for the first time in his fifeha

The cost of increased independence was decreased supervision. This does not appear to have
been reflectedipon or included in a risk assessment. Most importantly of all the Ministry of

Justice was not consulted prior to this decision being mdds.\las a serious omission.

In the January of 2@ithe Local AuthoritySupporting Peopl€eamconducted armssessment
of Mr. Y without the input of either the Imagine staff or mental health services. This was also

conducted without understanding the stamr vy basi s of Mr . YO6s st a
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(Section 117 aftercare and his Conditional Discharge) and of the impact that this assessment

coul d have ma dta starenThiMaction was isap prop mate

10.Documentation and Professional Communicatin. Three main issues were identified by
the I ndependent I nvestigation Team. First
records appropriately and a significant proportion of his clinical record appears to be lost and
could not be made available this Investigation. This is a serious omission, especially in
Il i ght of the fact t hat Mr . YOs case is sti

should be available to his current treating team.

Second: the practice of clinical record keepwngs poor. Significant CPA and Ministry of
Justice documentation has not been held within the main body of the clinical record. It was
evident to this Investigation that the general maintenance of the clinical record took the form
ofacont nuous @ct te 6a hstesgnensand care planning was not dynamic and
did not change oveime and incorrect information was carried forward from one assessment
to the next.

Third: levels of professional communication fell below the level to be expected from a
tertiary service team. Communication between Care Coordinators and Social Supervisors was
poor in relation to Mr. Y6s mot her . Communii
agencies, such as the Local Authority and Supporting People, was non exisseexpected

that a tertiary forensic service would communicate with the Ministry of Justice in a
systematic and professional manner. This miid take place in accordance wihatutory

requiranents and consequenttyh e condi t i ons werébreskched YO&6s di sch

11.Adherence to Local and National Policy and Procedure, Clinical Guidelines.
1 CPA: While the Trust had in place a CPA Policy that reflected national guidelines this
did not appear to have been adhered to in

o there was a lack of aity and of appropriate training regarding théerand
responsibilities of the Cared@rdinator;

o comprehensive needs assessta and plans were not drawp and reviewed
in a timely manner;

o Mr. Y and his mother were noinvolved when identifyinghis needsand

developing his care plans. This involvement shdwddeinvolved more than

102



Mr. Y Investigation Report

inviting people to CPA review meetings. There shdwdebesn an ongoing
andproactive effort at engagement.
1 Risk assessment and management planning
o the Trust had an appropte policy in place and at least while Mr. Y was in
the Scott Clinic some appropriate standardised devices were employed.
However the Best Practice guidance goes beyond the collection of data and
requires an understanding of the risk that an individuaép.oShis was not
evident i n Mr . Y6s case. The ghis dance
family should be involved whendentifying and understanding risk and in
developing the management plan. This d
1 There are guidelineavailablefor the treatment of, anthtervention for individuals
suffering with $hizophrenia/psychosis and for personality disorders, these do not
appear to have considered when planning N
1 The Independent Investigation Team wafrmed that the practice of the Scott
Clinic in referring people to MAPPA was at odds with that of the rest of the Trust.
The primary aim of MAPPA is to share information relating to the risk an individual
poses and to put in place arrangements for gragand, where possible, reducing
that risk. This function of MAPPA does not seem to have been refleptaarather
the emphasis was on whether Mr. Y met the criteria for referral.
1 Mental Health Act: Some clinical witness appeared to be unclear as pydtisions
of the Mental Health Act and its accompanyingd€mf Practice. Neither thErust
nor the Local Authority ad those representing dppeaed to be familiar with
responsibilities under Seon 117 of the Act and the requirement tomtor and
adhere to the terms of the Conditional Discharge
1 Social Supervisors were unclear as to their role and did not appear to have received

appropriate training or supervision.

12.0Overall Management of the Care and Treatment of Mr. Y.
1 Therewas aconsistentlackfo cl| ari ty i n understandi ng a
problems and needs
o There is no <clear evidence in Mr . Y G
assessment, formulation, identification of needs, interdisciplinary/agency

planning, intervention anelvaluationof the intervention.
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o Prior to Mr. Y killing his father he was displaying the symptoms of agsri
mental illness. |l was norcompliant wih the interventions identified
(medication andattendance at the day hospital) drelwas deeed to need
admission asan inpatient. Mr. Y had beedentified as needing a Mental
Health Act assessment but hsguation was allowed to driffor several
months. This resulted inrmumber of missed opportunities and consequently
his acute psychosis went untreated and condlinoeleteriorate.

0 Whilst in the Scott Clinic there was no evident sustd planning for his
dischargeother than that provided by thecupationall herapist There was
no evident effort, recorded in Mr. Y €

father, to consider the relationship(s) of hi&heory of Mind (ToM)

difficulties to his other symptomatology, to consider the implication of his

ToM difficulties on his ability to function successfully outside the highly

structured environment of the Scott Cligiod on the risks he might pose to

ot her s. There was no meaningf ul I nvol:
for Mr. Y6s discharge, i dentifying t he
her needs e. g. for un d e ogsitiveaBeldgiourg her

Therapy and other strategies for coping with psychological
distress/difficulties recommended by Best Practice guidance were not made
available to Mr. Y

o Foll owing Mr. YOs di scharge from t he
formulation of his problemsther than that his ToM difficulties might present
difficulties in social situations. The result of this was that there were no
focused interventions put in place, monitoring lacked focus and there was a
|l ack of clarity as t o ndgriskwrofidmight 66 s pr
monitored ancevaluated.

1 Mr. Y was known to be reluctantto comply with interventions andwas describg
onanumber of occasi on bowaverthédreaweranwnaerad per s
levers that could have been used more effectively o promot e Mr .
engagement and involvement.

o Prior to Mr. Y Kkiling his father the provisions of the Mental Health Act
(1983)could have been used in ara timely and assertive manner.

o Thetermso f Mr . Y6s condi t iedonredthedsisfocd ar ge
clearand more constructive risk management pthis did not happen.
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0 Section117 of the Mental Health Ac{1983) slould have been used more
forcefully and creatigly to ensure that Mr. Y had fully funded gming
support. This should have beeaformed by a robust and comprehensiaee
planwhich Mr. Y and his mother should have been involved in drawing up.

1 Interagency collaboration and communication

o Given Mr. YOs history it was of cons
regarding the riskkie posed, or changes in his risk profile, should have been
shared between relevant agencies. MAPPA was the obvious forum for this
sharing of information and for establishing protocols for information sharing
between agencies. Mr. Y was not referred to MARRIis was a significant
omissim in the management of his care.

o Imagine staff provided a significant amount of support and supervision for Mr.
Y following his discharge from the Scott Clinic. They were invitedht®
CPA revi ews and Mr ors and SocialC SupesvisolSo o r d i
communicatd with the Imagine staff on a regular basis. However, on at least
one occasion Imagine had to ask for the minutes of the CPA review and the
related care and risk managemeidn It was noted by this Investigation that
CPA document ation was f ar -heidoesordcompl|l e
The meetings with the Care Coordinatarere unstructured and not focused
upon the responsibilities of the two agencies for delivering an agreed care
plan. There appeared to be a latklarity as to the roles and responsibilities
of the two organisations. A robust management plan with a clear review
structure would have addressed this and increased the efficacy of both
organisations.

1 Clarity of roles and responsibilities

o Following Mr. YO s dronstlelSeott Glanic his two CareoBrdinators
were mmunity PsychiatricNurses (CPNs) They appear to have fulfilled
therole of theCPN rathethan assuming the role tife Care Gordinator and
ensuring that Mr . dytha here everepdanswne@lacetoi d e nt
meet these needthatthese plans were reviewed in a timely mannertaatl
these plans were delivered.

o0 One of Mr . Y 6 ss in®omed tad Indépenalentr Iwessgation

Team that she had no training as a Sofapervisor and received very
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limited supervision. Both Social Supervisors appeaado focusupontheir
primary role of monitoring MrY 6 s  tofeConatisonal Discharge

o Whil st in the Scott Clinic Mr. Y6s Re
also his nominal Care @rdinator. There appears to have been some
confugon about the roles of the Responsible Medical Officer/Clinician and
Care @ordinator once Mr. Y had been discharged from the Scott Clinic.

0 The Local Authority, as represented by SugporPeople, does not appear to
have understoods responsibilities under Sectidrl7 of the Mental Health
Act (1983). The Local Authority does not have to make funding available to
support an individual in the communityia the Supporting People funding
streamon an ongoing basis if it is no longer deemed to be appropriate.
However if funding is removed from this streamand the individual
concerned is eligible for Section 117 aftercatiee Local Authority and
Primary Care Trustnust make it availableia an alternative rout& he Local
Authority has a duty to ensure that such changes are not detrimental to the
well-being of the individual. In the case of Mr. Y the change in funding had
two immediate and probably detrimental consequetwéss accommodain
arrangements (i ) uncertainty was introduce:t
necessary time being available to prepare him for the proposed change; (ii) he
would have been moved to a living situation which entailed less supervision

and possibly less suppt.

13.Clinical Governance and Performance The quality and effectiveness of Trust governance
systems cannot be assessed when viewed through the single lens of this particular case.
would appear that the Trust has robust policies and procedures waitotarevidence
based and robust. It is also evident that the Trust has in place a comprehensive governance

system which is compatible with national best practice expectations.

Whilst the Trust had in place a number of appropriate sliand procedurasformed by

national best practice policy guidanidere were sommstances in the care received by Mr.

Y where these policies were not adhered to. This lack of adherence was not identified in a
timely manner by the Trust governance proceduwed protools and as a result weak
(remedial) action was put into platceo ul t i mat e detri ment of Mr

ongoing case management.
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| 13. Further Exploration and Identification of Contributory Factors and Service Issues I

In thesimplest of terms rdccause analysis seeks to understand why an incident occurred. An

example from acute care utilising the O0Five
1 serious incident reported = serious injury to limb

immediate cause = wrong limb operated upon (ask why?)

wrong limb maked (ask why?)

notes had an error in them (ask why?)

clinical notes were temporary and incomplete (ask why?)

original notes had been mislaid (ask why?)

= 4 4 -4 -—a -

(Because/possible reasons) insufficient resources to track records, no protocols or clear

responsibilites for clinical records management = root cause.

Root cause analysis does not always lend itself so well to serious untoward incidents in
mental health coeixts. If it was applied tér. Y it would look like this:

1 Mr. Y killed his father(ask why?)

1 Becassehe had an abnormalityf mind which causedim to kill his father.

and

1 Mr. Y Kkilled his mother (ask why?)

1 Becauseéhe had an abnormalitgf mind which causettim to kill his mother

Ultimately, when sentencing Mr. Y for the deaths of both his fathdrmaatherthe Cours

found him guilty of manslaughter due to diminished resp dlitsilcaused by an abnormality

of mind. The forensic psychiatry reports presented to the Gollowing the killing of his

mother both for the prosecution and defence, idehti ed t hat Mr . Yébs p
difficult to read and that it may not have been appatentither his treating team or to

Imagine stafthat he was suffering from a relapse of R@anoid &hizophrenia.

It was not the purpose of the Court to assess det ai | the effectiven:t
treatment between 2003 and March 2010. This task is the subject of this Inisstifats
Investigation washarged with assessing whether or not any acts or omissions in the care and
treatment provided thr. Y could have made either a significant contribution to the deaths of

his parents, or could be seen to have a direct causal relatiofigfig Investigation has
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primarily focused upon the lessons to be learned from the death of Mrs. Y Sdngrs
becausdhe death of Mr. Y Senior has already been subject to both Internal and Independent
Review. However this Independent Investigati@as been charged with assessugther or

not any of the circumstances relating to the care and treatment of Mtw¥dreM arch 2003

and February 2004 continued to impact upon the care and treatment he received after the
death of his father, thus contributing to the death of his matl261Q

RCA Third Stage
This section of the report will examine all of the evidemollected by the Independent

Investigation Team. This process will identify the following:

1. areas of practice that fell short of both national and local policy expectation;
2. causalcontributay and service issue factors.

In the interests of clarity eadhematic issue is set out with all the factual evidence relevant

to it contained within each subsection. This will necessitate some repetition but will ensure
that each issue is examined critically in context. This method will also avoid the need for the
reader to be constantly redirected to reference material elsewhere in the report. The terms
6contributory factordé and Oservice issuebd

explained below.

Causal Factor In the realm of mental health service&opision it is never a simple or
straightforward task to categorically identify a direct causal relationship between the quality

of the care and treatment that a service user received and any subsequent homicide
independently perpetrated by them. Thetérmaus al factord i s used i
an act or omission that the Independent Investigation Team have concluded had a direct
causal bearing upon the failure teamageMr. Y effectively and that this as a consequence

impacted directly upotheevents leaithg to the death of his mother

Contributory Factor. The term is used in this report to denote a process or a system that
failed to operate successfully thereby leading the Independent Investigation Team to
conclude that it made a cordution to the breakdown d¥ir. Y6 s ment al heal t h
failure to manage it effectively. These contributory factors are judged to be acts or omissions

that created the circumstances in which a serious untoward incident was made more likely to
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occur. It shald be noted that no matter how many contributory factors are identified it may
still not be possible to make an assured link between the acts or omissions of a Mental Health
Care Service and the act of homicide independently perpetrated by a third party.

Service Issue.The term is used in this report to identify an area of practice within either the
provider or commissioner organisations that was not working in accordance with either local
or national policy expectation. Identified service issues inmprt whilst having no direct
bearing upon the dealof Mr. andMrs. Yneed to be drawn to the attention of the provider
and commissioner organisations involved in order for lessons to be identified and the
subsequentmprovements to services made.

| 13.1.Findings Relating to the Care and Treatment of Mr.Y I

The findings in his chapter analysthe care ath treatment given tdir. Y by theMersey
Care NHS Trustetween April2003 andthe 30 March 2010and Imagine Independence
between December 2006 aB@ March 2010

13.1.1 Diagnosis

The Independent Investigation Team would like to note that the diagnoses that are considered
below are based on what the tregtafinical team knew abolr. Y between April 2003 and
30 March 2010.

13.1.11. Context

Diagnosis is thedentification of the nature of anything, either pyocess of eliminatior
other analytical methods. In medicine, diagnosis is the process of identifying a medical
condition or disease by its signs asgmptoms, and from the results of various diagnostic
procedures. Within psychiatry diagnosis is usually reached afteideoing information

from a number of sources: a thorough history from the service user, collateral information
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from carers, family, GP, interested or involved others, Mental State Examination and

observation.

The process of reaching a diagnosis can bestassby a manual known as ICD 1Dhe
International Statistical Classification of Diseases and Related Health Problems (most
commonly known by the abbreviation ICD) provides codes to classify diseases and a wide
variety of signs, symptoms, abnormal fingsn complaints, social circumstances and external
causes of injury or disease as determined by the World Health Organisation. In the United
Kingdom psychiatry uses the ICD 10 Eit)evision- published in 1992) Classification of
Mental and Behavioural Disders which outlines clinical descriptions and diagnostic
guidelines to enable consistency across services and countries in the diagnosis of mental
health conditions, ensuring that a commonly understood language exists amongst mental

health professionals.

Diagnosis is important for a number of reasons; it gives clinicians, service users and their
carers a framework to conceptualise and understand their experiences and difficulties as well
as information and guidance on issues relating to treatment andogimgHaving a defined
diagnosis is only part of the process of understanding and determining the treatment and
management of a service user. It is critical to see the individual in their own context, and not
only understand what they want from treatmamd recovery but also support them in being

central in decisions made about their care including risk management issues.

Background Information

Paranoid Schizophrenia

Mr. Y was given a diagnosis of Paranoid Schizophrenia from an early stage. This idiagnos
has never been called into question by any

any capacityThe ICD 10 classification for Paranoidclsizophrenia is set ouerbatimbelow.

AThis is the commonest type odd Thedinicalpgicuehr eni
is dominated by relatively stable, often paranoid, delusions, usually accompanied by
hallucinations, particularly of the auditory variety, and perceptual disturbances.

Disturbances of affect, volition, and speech, and catatoniq&syns, are not prominent.

Examples of the most common paranoid symptoms are:
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i delusions of persecution, reference, exalted birth, special mission, bodily change, or
jealousy;

1 hallucinatory voices that threaten the patient or give commands, or auditory
hallucinations without verbal form, such as whistling, humming, or laughing;

1 hallucinations of smell or taste, or of sexual or other bodily sensations; visual
hallucinations may occur but are rarely predominant.

Thought disorder may be obvious in acute stakeg if so it does not prevent the typical
delusions or hallucinations from being described clearly. Affect is usually less blunted than in
other varieties of schizophrenia, but a minor degree of incongruity is common, as are mood
disturbances such as itability, sudden anger, fearfulness, and suspicion. "Negative"
symptoms such as blunting of affect and impaired volition are often present but do not

dominate the clinical picture. o

The National Institute for Health and Clinical Excellence (NICE) stahes following:
ASchizophrenia is a major psychiatric disorder, or cluster of disorders, characterised by
psychotic symptoms that alter a personds pe
person with the disorder will have a uniqgue combination ywhgoms and experiences.

Typically there is a prodromal period often characterised by some deterioration in personal
functioning. This includes memory and concentration problems, unusual behaviour and
ideas, disturbed communication and affect, and soci#thdnawal, apathy and reduced
interest in daily activities. These are som
period is usually followed by an acute episode marked by hallucinations, delusions, and
behavioural disturbances. These are sometimesl | ed Opositive sympton
accompanied by agitation and distress. Following resolution of the acute episode, usually

after pharmacological, psychological and other NICE clinical guideling &2hizophrenia 5
interventions, symptoms dinsh and often disappear for many people, although sometimes a
number of negative symptoms may remain. This phase, which can last for many years, may be

interrupted by recurrent acute epifodes, whi

228 Schizophreniaoreinterventions in the treatment and management of schizophrenia in adults in primary and secondary care Issue 82.
(2009) P. 1
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Theory of Mind

Mr. Y was thought to have beefieated by Theory of Mind problem&Theory of mind is a
theory insofar as the mind is not directly observabierhe presumption that others have a
mind is termed a theory of mind because each human can only intuit thecexisitdns or

her own mind through introspection, and no one has direct access to the mind of another. It
is typically assumed that othetseav e mi nds by saowm and baged anitteh 0 n ¢
reciprocal nature of social interaction, as observed in joitheraion,z3° the functional use of
language™! and understanding of others' emotions and actfShslaving a theory of mind
allows one to attribute thoughts, desires, and intentions to others, to predict or explain their
actions, and to posit their intention8s originally defined, it enables one to understand that
mentd states can be the cause -ofand thusbe used to explain and predictot her s 6
behaviour® Being able to attribute mental states to others and understanding them as
causes ofbehaviourimplies, in part, that one must be able to conceive of the mind as a
"gerer at or of r.22' a pessenddes rof have a anmplete theory of mind it may

be a sign of cognitive2350r devel opment al I mp a

As p er §yndroine

When Mr. Y was first admied to the Scott @lic following the killing of his father
Asperger o0s Syndrome was I ni tialliyAsgoemnrsgied € rse
Syndrome is a Pervasive Developmental Disorder that falls within the autistic spectrum. It is
a life-long cordition, which affects about 1 in 200 people, more commonly in men than
women. Those with Asperger's Syndrome are usually of average or above average
intelligence. The condition is characterised by difficulties with Social Interaction, Social
Communicationand Flexibility of Thinking or Imagination. In addition, there may be
sensory, motor and organisational difficulties. This condition was first identified over 50
years ago by Hans Asperger, a Viennese paediatrician. A pattern of behaviours and abilities
was identified, predominantly amongst boys, including a lack of empathy, impaired

imagination, difficulty in making friends, intense absorption in a special interest and often

229 Premack, D. G.; Woodruff, G. (1978Does the chimpanzee have a theory of minB&havioral and Brain Sciencég4): 515 526.
230. BaronCohen, S. (1991). Precursors to a theory of mind: Understanding attention in others. In A. Whiten (Ed.), Natural theories of
mind: Evolution, developmerind simulation of everyday mindreading (pp32%1). Oxford: Basil Blackwell

231 Bruner, J. S. (1981).Intention in the structure of action and interaction. In L. P. Lipsitt & C. K.-Rolliee (Eds.), Advances in
infancy research. Vol. 1 (pp. 486). Norwood, NJ: Ablex Publishing Corporation

232 Gordon, R. M. (1996).'Radical' simulationism. In P. Carruthers & P. K. Smith, Eds. Theories of theories of mind. Cambridge:
Cambridge University Press

233 Courtin, C. (2000). "The impact of sign language on thgnétive development of deaf children: The case of theories of mind".
Cognition 77: 25/ 31

234 Courtin, C.; Melot, A-M. (2005). "Metacognitive development of deaf children: Lessons from the appe&eatiigeand false belief
tasks".Journal of Deaf Studieand Deaf Educatiob (3): 266 276

235 http:/len.wikipedia.org/wiki/Theory _of_mind#Defining_theory_of_mind
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problems with motor cordination. Whilst people with Asperger's Syndrome willieh
some or all of these characteristics to a greater or lesser degree, many tend to experience
isolation and a lack of understanding in their everyday lives, which often results in

frustration, anger, depression and a lack of -gel t e®m. o

13.1.12. Findings

13.1.1.2.1Prior to the death of Mr. Y Senior

The irony in this case is that the ostensible diagnosis has never been in doubt. Mr
presented to his GP on the 7 July02Qvith a history dating back to early 2001 of feeling that
there was a devida his taxicab that allowed him to be monitored by the office. Since he had
been off work from the end of 2001 these feelings had escalated and he had felt that people
were influencing him and knew what he was thinking. He now found this distressingPThe G
thought hat he could be suffering froncldzagohreniaand referred him to thed@munity

M entalHealthTeam®’

Mr. Y was seerby a Locum Consultant on 28 March@®who diagnosefipsychotic illness

with paramm i d s chi z op hr and hieavas(refesd topthe Day $10spitaf® On the

2 May 2003 an assessment was completed at the Day Hospital and a diagnosis of
Schizophrenia was mad&. This diagnosis remained consistel.g. Hfective Care
Coordination meeting 11 January @0following conditional disclrge to the Imagine hostel,
fimajor psychiatric dignosisi par anoi d s &% and dhe lsame rdiagadsis is
identified in the @re ProgrammeApproachrecord fran Ashworth Hospital dated 13
September 210 after the commission of the second major offéfice

The Independent Investigation Team concur with the findings of the Trust Internal Review

into the care and treatment of Mr. (that took place following the Kkilling of his fathar
2004)inthatMr . Y&6s mot her was not | mftlospreerteddnd o ut
family from understandingthe s ev er i ty B*Wheh ivithesses dave eexadenge. to

the I ndependent l nvestigation Team t hey gav
discussed with family members. First: Mr. Y refusedcalow his family to be contacted by

236. http:/iwww.aspergerfoundation.org.ukiwhat_as.htm
237.Internal Investigation (2004) P.5

238Internal Investigation (2004) .

239Internal Investigdon (2004) P. 4

240Clinical Records Set2 P. 179

241Clinical Records Set 2 P24

242 Internal Investigation (2004) PP.-29
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members of the treating team. Second: members of the treating team thought that Mrs. Y
Seniorwould not be able to cope with the knowledge that her son had Schizophrenia and
therefore decided not to tell hefhis apprach ensur ed t hsahad nMr . YO
knowledge or understanding of his possible disease progression and the consd@aénce

this could have upon both Mr. Y and his familyhis is discussed in more depth in
Subsection 13.1.9. below.

The Independent nvestigation Team was not able to a
this period. However it would appear that the treating team did not discuss the diagnosis of
Schizophrenia with Mr. Y together with its full implications. Whilst this can be acdiffi

thing to do it is an essential stage when involving a service user in thelomgnanagement

of the condition.

13.1.1.2.2Prior to the Death of Mrs. Y Senior
Following the killing of Mr. Y Senior Mr. Y wa admitted to the Scott Clinic where the
diagnosis of Schizophrenia was not contested.

One of the unusual features in the case, which very probably did contribute to errors of
judgement, both in the assessment of asll the medical management\df. YO0 s condi t i o
arises from theitroduction®d t he ¢ onc e p indéo f( Tahith)seemedito kmfe M
distorted the perception of a number of the clinicians involvethencaseparticularly the

Responsible Clinician, Consultant Psychiatrist 3

Everyone who had dealings with M, and those wi were interviewed by this
Investigation,agreed that he was dfaiult person to relate to. Adcum Cmsultant spoke of

hisi mumb |l $tngfof and ot hers repeatedly referred
acute psychotic state had subsided, folimyiintroduction of regular antipsychotic
medication, he appeared amenable and compliant to treatment. A rather revealing description

of him nearly a yeaafter admission comes from the TrainegyEhologists report243 He

fihad not posed any siditant manag me n t p r o begudarlydsplétad hiself from

many of the spontaneous, general social interactions on the ward. He atterstshpdeiled,

staffsupported groups including a woodwork class and a sport group within the clinic, but

243 Clinical Records Set 2.2
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spends the majorityfchis unstructured time alone in hisedroom. Staff commented tlat

[Mr. Y] was observed to be lying stiffly on his bedtridg these periods, and [oftenjot

engaging in activities such as listeningt musi ¢ or wa tHoweven, gvheh el e v i
intervievedby t his I nvestigati on a nimheramlk @ senioa b o ut
me mb er of the clinical t e ammpressediregardinghaecess tbo h i s
Mr.Y6s feelings towards his p asameercingan sadiht er t
effect, il felt that | had understood what might make his illness relapse and the symptoms
when he was unwell. Perhaps what was less possible to explore were his actual feelings
towards people such as his parents... ... the clinical psychtdodid that verk, probably

more effectively. o

What the Senior &/ chologist did in fact do was to introduce the idea@ldfeory of Mind

(and as will be made evident, below, thiswork did not in any sense probe his feelings
towards his parents, particularin regard to the first index offence (killing of father))o

guote one academic sourc¢d heory of Mind impairment describes a difficulty someone
would havewi t h per s p eThis imeaes thatikdividuglse with such impairment
would have a hard timseeing things from any other perspective than their own. Individuals
who experience a theory of mind deficit have difficulty determining the intentions of others,
lack understanding of how their behaviour affects others, and have a tifficaiiwith soa@l
reciprocity. Theory of Mind deficits have been observed in people with autistic spectrum
disorders, with schizophrei a , and s ome Astfares clinicab prattice is ons . 0
concerned, the use of the concept has been current in research indiméaatistic spectrum

field for 25 years and has led to wetdllidated proposals for improving recognition of
emotional states imthersusing cognitive behavioural techniques in children, iddeethe

kind proposedinMr.§s case, t o reeéartruladyiemotidna states in otigersi s
(this issue will be retuned to, below in Subsection 132). However, understanding of
theory of nind deficits and their role incBizophrenia and their implicatieris far from

straightforward’**

To quote a reew of the subjegpublished around the time Mr.Was being treatedThere is
good empirical evidence thath@ory of Mind is specifically impaired in schizophrenia@

that many psychotic symptom$or instance, delusions of alien control and persecutiba,

244, TagerFlusberg. H (2007) Current Directions in Psychological Science 1633451
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presence of thought and language disorganizateomy other behavioural symptomsnay

best be understood in light of a disturbed capacity in patients to relate their own intentions to
executing behaviour, and t o tisllnunderalebatechovh er s 6
an impaired heory of Mind in schizophrenia is associated with other aspects of cognition,

how the impairment fluctuates with acuity or chronicity of the schizophrenic disorder, and
how this aff ectlanguageand spcialtbehaviat &% What shis resedrch

article review suggests is that a simplistic behavioural approach to educatiny lvout
recognising emotions in himself and in others is not consistent with the acknowledged view

of researchers in the field he deficit when present has global effects, and therefore in this
mental condition the deficit is notkély to be amenable to simple educational approaches

alone.

Thethree reports prepared by the Senisy&hologist and her colleaguestlyeen April ad
September 200%ecognise that there is no certainty of benefit from the treatment that they
propose, nor do they make clear in what way such intervention would reduce risk, although
this is referred to in passiﬁ@f. What is more telling is that in moreah 45 pages of reports,
apart from one reference in the ialtpsychological assessmentfia provisional diagnosis

of par anoi d s cgrior Zoogurigsien) there is no relevansalission or even
ment i on onfentaMitness'\This is importah because if an intervention is to be
effective there has to be some understanding of the interaction between a ToM type deficit

and the distorted/abnormal cognitive process which characterise psychosis

In other words, there was no acknowledgement of itilg@lication of the dhgnosis of
Schizophrenia for Mr. s ment al functioning. Al l psycho
against norms for the general population with no reference whatsoever as to whether results
might be differentn persons with a dgnosis of &hizophenia. Reference was made to Mr.

Ybei ngwihbatobmeoncr et elt wanrechried in théhpisyctology gedords that

fit seemedthatMriYo s answer s to the psychometric dat ¢
him and therafre hal no clinical validity... [he]appeared to have little concept of self from

which to reflect upon and to provide answers consistent with clinical impression. As a

consequence, it was felt that the psychometrics would provide an inaccurate picture and are

245Brune. M Q005) Schizophrenia Bulletin 31:212
246.Psychology Notes PP.2X6
247. Psychology NoteP.14
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therefore not detailed hered® These features are of course quite consistent with the
existenceof a Shizophrenic illness. The Independent Investigation Teamsluded that this
particular Clinical Bychologi$ may not have understood the implicationsa@hiagnosis of
SchizophreniaHowever, the Independent Investigation Team would have expected other
senior clinicians within the treating teamhave recognisethat this is not how most forensic

clinical psychologists might report on a patient with ttatablished diagnosis.

In other words, although a clear diagnosis had been,raadethe condition stabilised in the

inpatient settingia some antipsychotic medication, the subsequent approach to the patient by

the whole clinical team seems to have beeduly influenced by the apparent blind spot

shown in the psychology reports in regard to the possibility of ongoing influence of the
current mental illness, even if Mr. appeared superficiallgt this stagéo be asymptomatic.

Put more succinctly, thereas an absence of a clear formulation which attempted to explain

al | Mr. YO0s symptomat ol ogy and wHhhisadilectead t
itself not only in the lack of utilisation of psyclealucation (a behavioural approach to help

the patient recognise symptoms were they to recur in the future and to understand the
treatment plan and likely prognosis), which it was acknowledged subseqgerttig treating

team as not having been provideadespite the Mtional Institute of Health andClinical
Excellenceguidelines in respect todgnitive BehaviourT herapyfor psychosis, but is also

reflected in the continuing lack of clarity e gar di ng t he rionl tedt wad 60The

applied to Mr. Y at the Scott Clinic

The questions raised by th&linical Psychologist in thenitial assessment in regard to
aetiology (and presumably therefore, diagnosis) were
1. ilsé Mr. Yo]s presentation and psychological difficulties resgtfrom his
temperament, developing personality, relationships, life evantd the employment of
psychological defences in order to cope?
2. Has there been any neuropsychological damagguired as a result ainoxig
interrupted oxygen flow to the brainfhistary of breathholding as childp
3. Does his presenting difficulties waant consideration of a diagnosis of
As p er disorddr gsic] due to issues surrounding important of routine and

resistance to change, queried na?ofow inte

248 PsychologyNotes P. 17
249 Psychology NoteP. 19
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Thelndependent Investigation Team considered thafitseof these gestiongefers to the
stressvulnerability model of relative préspbosition to psychotic illness. Howevehe
subsequent neurggchological assessment by the StudesydRologist that followed chose

t o i nterpret t he Glnigmi ¢ tdatreegpieerstboi ase ®Vi dee

difficulties with Theory of Mind function, with no reference tca predisposition to
psychosi§.50 The neuropsychological tests confirmed no evidence of anoxic damage but
specific tests were carried out which ledttee conclusion that there wasa longstanding
neurological deficit in thery of mind functioning B The Independent Investigation Team
makes the observation thahet tests used were tests of cognitive functioning. The
neurobiological basis fodl heory of M indéproblems in thisor any other patientre still the
subject of current research mgineuroimaging techniques efithe third question raised by

the Clinical Bychologist is not addressed because it was acknowledged that they had already
had discusens with theAsperger eam (discreetly decliningn the reporto mention that the

latter had discounted the condition in this patient). The conclusion therefore was that a
clinical intervention be offered to Mr. ¥With a focus on learning basic theorymind skKills.
Unfortunately no reference is made as to whether there is an evidence base for offering such
treatment for the first time to a man of $@arsor reference to what relatiad heory of

M indéproblems might have to hiclzophrenic illness.

It seems thereforebd t(hHhiedi)teTamsebstitute diagriosisNhi thisd
particular case, which while omé one hand was experiencediiamajor breakthrough in

terms of howwe f el t we coul d withorthk clinkal tedm, Bdocausee [ Y]
answered a lot of questions at the time about the difficulty hé had e x pr es €f ng h i

on the otherhandkas one which managed to divert att e

function which could be better understood in terois the presence o&n ongoing

Schizophrenic process.

This is illustrated by the differing interpretations @teory of M indégiven by members of
the clinical team at different times, subsequent to the departure @fliiel Psychologist
from the tean(and the lack of @eplacement due to &artfall of resources™ At the post

incident review immediatg following the death of Ms. Y Seniorin March 2010 Consultant

250. Psychology NoteP. 29

251 Psychology NoteP. 28

252 Witness Interview Transcription
253 Witness Interviewl ranscription
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Psychiatrist 3 is quoted as reporting@ Mr. Y is] a thirty-eight yar old man with a
diagnosis of Parand Schizophrenia, with an unusual personality style, he has theory of
mind problems and finds it difficult to interpret emotions of others l@whuse of this ay
respond in violence to peoplé’?4 In other words Consultant Psy chiatrisis3uggesting that
the source of risk is not the mental illness, butdteoryof M indéproblem. This echoes the
psychology reponritten in August 2005 which stat@in terms of risk of further violence or
aggression, it is likely that MrYmay resort to this if he peetves he has no other options for

coping with extremely confusing and distressing sitnaio when under *percei v

On the other hand, another Senior Cliniciawhen interviewed by the Independent
Investigation Team and askatboutdl heoryof M ind§ (which this person and other members

of the teamtook over when there was redugesychology input to the Scottlific) said:

AMy view was that for the work | was doing, it was based upon work that | had done
previously with peple who had similar prdbms.

(Questionfrom the Investigation Team®eople with Schizophrenia®. A n s w &eople 6
with Shizophrenia, but not necessarily in terms of my understanding of what | would have
labelled Theoryof Mind difficultyd .

(Question from the Independent éng t i g at i \WWonld ybe leave :called itanething
else®d . A n ¥esy ledid recognisé ias a functional difficultgy

(Questonf r om t he | ndependeWasitdriskvaetsrd i. g AinMsre r Te am
he started to explain some of the thinige found difficult, it was clear that he would make
assumptions about people and their understanding of him and what he was going through,
and that <could often | ead to anger éhedwould

For me then there was tipotential for anger developing, frustration developing

(Question from the Independent Investigation Teani# he did not ever show anger by

doing anything?d Ans wbloéf bom a very early point he ap
gentle. He was verylgasant to be round, not necessarily a warm person but did not
challenge in that sameayd. **°

254Imagine Records P.481
255 Psychology NoteP.29
256. Witness Interview Transcription
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Whenasked similaquestions, th@rofessionals who were seeing Mrirvthe community in

the weeks before the second index offenad saresponse to the quést fiwhat did you
understand about thehEoryof Mind conceptad how it r el,thatéhdy hddo hi s
read about ieoryof Mind but notworked with it previously A witnessto this Investigation

saidfil would make sure that he knew what | was regybecause the risk would have been
that he would not understand what people were saying to him. He did not show outwardly
what he was feeling internadyfQuestionfrom the Independent Investigation Tealsnd why

would that be a danger to anybody? wAarndthink it would be a danger t6 Mr. Y]
especially, because if he is not feeling, it might stress him, and the stress vulnerability model
would bring on other things, hisilnes and t hi .ﬁ57gThis ahswér suggestisahatcthis
witness who @me late to the s&, and was not involved when Mrwas an inpatient, had a

much more measured and realistic view of this aspect of the case (i.e. diagnosis).

It is a generally accepted precept that diagnosis in psychiatry is never a fixed entity.
Following initial evaluation, a list of potential diagnoses is created (differential diagnoses)
and the most likely identified. This provisional diagnosis is, by definition, open to
modification by subsequent information. Even when a definitive diagnosis asdagnew
evidence may result in alteration, even years later. This is in the nature of our understanding
of conplex psychiatric illnesses andcl8zophrenia, which represents a spectrum of

overlapping conditions, is very much a case in point.

However, it § also a relatively common phenomenon, something that clinical teams that have
longstanding relationships with individual patients need to constantly guard against, namely

that ideas about the patient become institutionalised, the thinking becomes linflERibse

are what we might <call 6fact oi dso: i mpressi
come to be treated as facts and therefore not amenable to change when new information

arises.

A relevant example here comdrom the interview with aemior clinical wtnessto this
Investigation When aked about the referral by the Clinicayhologist for an opion by
the Asperger Team the response waalfil know is that hgMr. Y] was considered not to

have Asperger 0s bec atoswas sork assistamce in wamagemert..o o kK i n

257.Witness Interview Transcription
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(Questionfrom the Independent Investigation Teaindollowing that answer from them that

the Asperger story was out the window?)...Yes... (Your understanding of him, in the longer
term, was whatever peculiar behanrs thee were, it was related to hiscl&izophrenia and
presumably the prodrome or the personality elements which contrilduted? believe h&

was somewhere on the Aspergeut i sm s pect r uniBecause.of hisYo u d
characteristics. | believehat is part of him because of his interpersonal style and his, at

times, withdrawal and lack of ability to speak directly to people. The other aspect that was
explored much more through thesyRhologist was this theory of mind issue around his

ability tot hi nk about his emotions and Questom:nter pil
have you come across that, in relation to patsewith a diagnosis ofcBizophrenia, as being

afcus of wor k i Yes, butth alesserceatentehar?in trase .Yes,hrly, in

my view, people withcBizophrenia often become very blunted emotionally....but there was
something different about him, | believe, in his ability tp exe s s  hi s e motions.

This inability on the part of a senior clinician to rgose that they were continuing to hold

to a belief, even when the expelfsom the Asperger Teanthey had consulted had told
them it was not correct, illustrates the problem of factoids. It is not a reflection on one
individual, but a warning that, esgally in forensic services, it pays to haveeap praisal
review, in depth (ideally with external input), once in a while, of a high profile or unusual
case, especially when the patient Halled in circumstances that are not immediately
understandableThis is do a matter of risk management, which is discussed balow
Subsection 13.1.5

131.1.3. Conclusions

The tragic death of Mrs. Y Senior has allowed just such a reappraisal of the diagnosis based
upon an examination othe information both alr@ady known about Mr. Y, and brought

forward following the killing of his mother in March 201This reexaminationis described

in the psychiatric reports prepared at As h
during 2010 and 2011What the Ashworth Dctors @reed (supported by Forensic
Psychiatrist from Manchéer assigned by the Coyrivas that the diagnosis of Paranoid
Schizophrenia was confirmed atithtt h e 6 T h endbdifficultiesfneetied to be put into

t he cont extunderlying bhroic mentalsillness. Tki in other words, is an

258 Witness Interview Transcription
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enforcemenf the principle described in the paragraph directly aboveathedppraisatan
help clarify an initial diagnosisit is mostunfortunate that in this case a second homicide was

the instigatingactor.

In the case of Mr. Y thélheory of Mind deficits identified were descriptive only. They

were not used to provide an explanation for his condition and presentation. The emphasis
placed ondl heory Mind by the Scott Clinic Treating Team displdcghe thinking around

Mr . Y6s Schizophrenia and this amounted to
on the concept afl heory of Mindseems to have distorted the perception that clinicians had

of Mr.Y, especially in relation to risk. A ratheimplistic view was taken that focused upon a
behavioural approach with Mr. Y, one which was at odds with the research literature on this

subject available at the time.

There was no acknowledgement of the implication of the diagnosis of Schizop hrévia for

Y6s ment al f unct i onsemgloyedAdrms fop theygenbra popation a | t
with no reference as to whether results might be different in persons with a diagnosis of
Schizophrenia. Although a clear diagnosis had been made, and thecrosthtbilised in the

inpatient settingyia antipsychotic medication, the subsequent approach to the patient by the
whole clinical team seems to have been unduly influenced by the apparent blind spot shown

in the psychology reports in regard to the possjbibf ongoing influence of the current

mental iliness, eveif he appearetb be asymptomatic.

1 Contributory Factor One.There was a failure to understand Mr. Y in his full
diagnostic context. This in turn contributed to a failure to understand his riskda

the future requirements of any care, treatment and management plan.

| 13.1.2 Medication and Treatment I

131.21. Context

The treatment of any mental disorder must have a 4puitmged approach which may
include psychological treatments (e.g. cognitdehaviour therapy, supportive counselling),
psychosocial treatments (problem solving, mental health awareness, compliance, psycho
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education, social skills training, family interventions), inpatient care, community support,

vocational rehabilitation and phmacological interventions (medication).

Psychotropic medication (medication capable of affecting the mind, emotions and behaviour)
within the context of psychiatric treatments falls into a number of broad groups:

antidepressants, antipsychotics, amplims (antianxiety medication) and mood stabilisers.

Psychiatrists in the United Kingdom tend to use the MkaydPrescribing Guidelines and/
guidance from The National Institute for Health and Clinical Excellence, as well as their own

experience imetermining appropriate pharmacological treatment for mental disorders.

In prescribing medication there are anmber of factors that the clinicianust bear in mind.

They include consent to treatment, compliance and monitoring, and side effects.

Congnt is defined asithe voluntary and continuing permission of a patient to be given a
particular treatment, based on a sufficient knowledge of the purpose, nature, likely effects
and risks of that treatment, including the likelihood of its success andl@ngatives to it.
Permission given under any unfair or undue pressure is not cang€oide of Practice,
Mental Health Act 183, Department of Health 2008)\herever practical it is good practice

to seek the patient 6s cobawaysid avatlaole either bexdusae n t

a patient refuses or is incapable by virtue of their disorder of giving informed consent.

When a patient is detained under the Mental Health Act under a Treatment Order (Section 3

or 37), medication may be administed wi t hout t he patientds con
three months. Thereafter the patient must either give valid consent to treatment or must be
reviewed by a Second Opinion Appointed Doctor (SOAD). The SOAD Service safeguards

the rights of patients deteed under the Mental Health Act who either refuse the treatment
prescribed to them or are deemed incapable of consenting. The role of the SOAD is to decide
whether the treatment recommended is clinically defensible and whether due consideration

has beemjiven to the views and rights of the patient. The SOAD is an independent consultant

psychiatrist appointed by the Care Quality Commission.

The patientodés ability to comply with recomi
level of insight, their comrtiment to treatment and level of personal organisation i.e. do they

remember to take their tablets at the prescribed time. Antipsychotic medication can be given
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orally (in tablet or liquid form) or by depot (intramuscular injection) e¢sgribed intervals
e.g. weeklyrhonthly. Depot medication can be particularly useful for those patients who
refuse to take the medication that is necessary for the treaoheheir mental disorder,
andbr who may be non compliant for whatever reason. It can be a way oingihat the

patient has received medication and a protection from relapse.

All medication prescribed and administered should be monitored for effectiveness and also
side effets. The most common side effects described for antipsychotic medicationdlete ca
Oextra pyramidal 6 s i dpeeche dkathes@atarsl dyistor@ther dide e mo r
effects include weight gain anBlectrocardiographidECG) changes. Side effects can be
managed by either reducing the dose of medication, changing tofesemlf type of

antipsychotic medication or by prescribing specific medication to treat the side effects.

Olanzapine

Olanzapi®m i s an Oat ypi c arhis kind of idrpgsisytlrohgbt tta be dettet r u g .
tolerated thn other kinds of antipsychoticeand etrapyramidal symptomgextreme
restlessness, involuntary movements, and uncontrollable speagh)e seen less frequently

that wth older kinds of antipsychotic medicatiddlanzapine has been recommended by the
National Institute for Health and Clinicdtxcellence (NICElwhen choosing oOf i
medication in newly diagnosed Schizophrerfihis medication is administered orally (by

mouth) when used as a regulaaintenanc@rescriptionand thedose 6r anadult falls within

a usual range of 20mg ddiy.*®

Standardised Symptom Assessment Scale

Resolution of symptoms in response to medic
clinical impression, which risks subjective distortions, but the reliability of clinical
impression can be croshedked by use of a standardised symptom assessment scale, the best
known and widest used scales being the BPRS, PANSS or the KGV (also known as the
Manchester scale), the last mentioned being the one in general use at the Scott Clinic during
the period in gustion. The KGV Scaldalso called the Krawiecka, Goldberg and Vaughn
Scale)is aclinical tool which measures how severe gyamptomsare of someone suffering

from a psychiatric illnes or disordersuch as Schizophrenia Bipolar Disorder It is used to

evaluate the severity of symptoms in order to incorporate the ctreatten. When using

259 British National FormularyPP. 191192
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this tool, it is very important that the user is fully trained to a high standard so that an

accurate evaluation can be made.

National Institute for Health and Clinical Excellence (NICE) Guidelines for the
Treatment of Schizophrenia

NICE first published Schizophrenia treatment guidelines in 2002. These guidelines were
published in full in 2003, and updated in 2009. NICE guidance statesiHedlthcare
professionals are expected to take it fully into account when exercising their climigahpent.
However, the guidance does not override the individual responsibility of healthcare professionals
to make decisions appropriate to the circumstances of the individual patient, in consultation with
the patient and/or guardian or carer, and infordigy the summary of product characteristics of

any drugs they®are considering. o
The 2002/3Guidelinesincluded the following:

1. fln primary care, all people with suspected or nediagnosed schizophrenshould be
referred urgently tassecondary mental lakh services for assessment atelelopment of
a care plan. 1 there is a presumed diagnosi$ schizophrenia then padf the urgent
assessment should include an early assessment by a consultant psyciiaerst.there
are acute symptoms of schizopheenthe GP should consider starting atypical
antipsychotic drugs at the earliest opportunity before the individual is seen by a
psychiatrist, if necessary. Wherever possible, this should be following discussion with a
psychiatrist and referral should lematter of urgencg?®*

2. flt is recommended that the oral atypical antipsychotic drugs amisulpride, olanzapine,
quetiapine, risperidone and zotepine are considered in the choice dini@gteatments
for individuals with néwl y diagnosed schi z

3. AThe services most likely to help people who are acutely ill include crisis resolution and
home treatment teams, early intervention teams, community mental health teams and
acute day hospitals. If these services are unable to meet the needs of a seryaeifuse

the Mental Health Act is used, inpatient treatment may prove necessary for a period of

260. NICE SchizophreniaCoreinterventiors in the treatment and management of schizophrenia in adults in primary and secondary care
Issue 82. (2009) P. 1

261 NICE SchizophreniaCore inerventions in the treatment am@nagenent of schizophrenia in primagnd secondary caf@002/3) P. 8

262 NICE SchizophreniaCore inerventions in the treatment antinagenent of schizophrenia in primagnd secondary caf2002/3) P. 8
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time. Whatever services are available, a broad range of social, group and physical

al® el ements of the s

activities are essenti

4. AThe assessmerdf needs for health and social care for people with schizophrenia
should, therefore, be comprehensive and address medical, social, psychological,
occupational, economi c, physical and cult
include]

1 Cognitive behaviowal therapy (CBT) should be available as a treatment option for
people with schizophrenia.

1 Family interventions should be available to the families of people with schizophrenia
who are living with or who are in close contact with the service user.

1 Counselhg and supportive psychotherapy are not recommended as discrete
interventions in the routine care of people with schizophrenia where other
psychological interventions of proven efficacy are indicated and available. However,
service user preferences shouie taken into account, especially if other more
efficacious psychological treaents are not locally availatie®

13.1.22. Findings

13.1.2.2.1Medication

Prior to the Death of Mr. Y Senior

Mr. Y had probably been acutely psychot&ince sometime in 2. According to his own
account to the GiBn the 7 March 2003. Mr. Y reported feeling shaky and that he had not
worked since a road traffic accident the previous July. He was described in the GP record as
tense and describing hallucinatory experiences. ¥isaid that he talked to himself and read
meanings into what people said to him. He reported that he thought people knew what he was
thinking. The GP reached no diagnosis buspscted that Mr. Ywas bordering on
psychosi<?®

On the 10 March when Mr. Yetuned to his General Practice the GP wt®& X =
Ri speridone Tabl ets 1 Tha@P acracimlitaacbrdancé withhes s r e f
(then) new NICE guidelines.

263 NICE Schizophrenia Core interventions in the treatment and management of schizophreniain primary and secondary careX2002/3) P
264.NICE Schizophrenia Core interventions in the treatment and management of schizophrenia in primary and secondary care (2002/3) P

12-13
265 GP Record P. 14
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On the 28 March 2003 Mr. Y was seen.Tha Cons:
provisional diagnosis wasia psychoti c i 1l ness Therpwasanoi d
reluctance tai | a bhemnl uatil he had been assessed at the Day Hospital. Mr. Y was not
currently taking his Risperidone as he thought it was affecting his tesfitieplan was to

admit him to the Daydospital;an inpatient admission was not thought to be necessary at this
stage’®

On the 15 April the GP recordéihas st opped medicati on, not
pl ac e ntevad also recorded that medicatibad been issued to Mr. Y for stress and

anxiety >’

On this samelay it was recordethatad St a€daed Pl an Medi cat i
hadt aken place. The plan was to clarify the d
was also hoped that his iget would improve and that he would accept antipsychotic
medicatior’® On the 28 April Olanzapine 10mg was commerfédd KGV was completed

but not rated, however the initial findings suggested that Mr. Y was responding to his
medicationeven though he renmd guardedand was observed to laugh inappropriately at

times?’°

Mr. Y attended the Day Hospital between the 4 April and the 14 August 2003 in a sporadic
manner. The diagnosis of Schizophrenia was made on the 2 May and antipsychotic
medication continuedot be prescribedMr. Y however did not adhere to his medication
regimen.On the 14 July it was decided that the Olanzapine would be reduced and then
stopped and that Quetiapine would be commenced aatktito 200mg over a period of five

days®™

Betweenthe 14 and 28 July 2003 there wéreg r o wi n gso with &b. IY dailing to

comply with his medication. By the 30 JuB0OO3consideration wabeing given regarding

the assessment dflr. Y under the Mental Health Act (1983) due to his continned

compliarce with medication and the continued deterioration of his mental stbteiever

agreement within the treating team was not reached and no assessment tozdﬁfpﬂahis

stage it was planned for Mr. Y6s medotcat i on

266. GP Record PP. 585

267. GP Record P. 17

268 GP Record P. 50

269 Internal Investigation (2004). 8
270 Internal Investigation (2004).RB
271Internal Investigation (2004).A1
272Internal Investigation (2004).R
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injection) but it was not available and Mr. Y continued with the Quetiapine. It must be noted

here that Mr. Y did not want his medication to be administered by injection.

Mr. Y continuedto be non compliab with medication and by Februar004 his metal
health had deteriorated to the point where an inpatient admission had to be considered. This
was arranged for the 17 February 2004.

Bet ween the time of Mr. Yéos referral to sec
and the death of his fath in February 2004 it is probable that Mr. Y failedttke a
consistent therapeutic dogé medication In short Mr. Y did not receive a medication

regimen that could have been expected to hadea positiveffect uponhis mental illiness.

Prior to the Death of Mrs. Y Senior

Scott Clinic

When Mr. Y was admitted to the Scott Clinan the 19 February 20Gdllowing the killing

of his father he was prescribed Olanzapine Velotabs 10mg at night together with prn
Lorazepanf73 He had been admitted under $mat2 of the Mental Health Act (1983) under
which a patient can be detainfat a period of 28 days for assessment. This is not a treatment

order and consequentMr. Y refused to take his medicati6fi.

Between the 25 and 29 February 2004 it was decmledit n c r e & ®lanzapime to 20hdy
with his consent’®> On the 15 March 2003 Mr. Y was commenced on a Section 3 of the
Mental Health Act. This Section being a treatment order ensured that Mr. Y wowlde
required tocomply with his medication regimeMr. Y continued from this poinbn with
Olanzapir 20mg until the 14 December 20@4en it was reduced down to m§ The
clinical record indicates that this reduction was prompted by postural hypotelbkion Y 6 s
antipsychotic prescription of Olanzapine wagher reduced from 15mg to 10mg on 8 March
2005. The records do not give a clear indication as to why the riedicgas reduced.
However, it washoted thatii h e a p p e a ted. At finees helconverses well with staff,

and he utilises escorted eae at st a¥’ discretiono.

273 Clinical Records Set 2. PP-

274. Clinical Records Set 2. PP-97

275 Clinical Records Set 2. PP.-15

276. Addendum Court Repb25 March 2011. P. 12
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In such circumstances where a person has been psychotic for a long period of time prior to
assessment, diagnosend treatment it is widely accepted that symptoms will talsehm
longer to resolvel n  Mr . YO0s c aceeat least 18 mahthseok arger psyehotic
symptoms prior to the kiling of his fatherhich had only ever been patrtially treated at best
YetinMr. YO0s case, i f  oaseerecwds,rom the sorface dwusionah iéeas

that he had been preogiad with for more than a year had seemingly disappeared within
four to six weeksof admission to the Scott Clinid his apparent fact ought to have raised
antennaelt is quite probable that he was masking his symptoms to some extent and that his
sustaind social withdrawal on the ward ensured that they remainedWuole the
observations made so far in this repoubsection could reasonably be seen as part of the
review of case management, they are offered also as providing a basis for conchtdimg th

of the risk factorswhich was not appreciated, because of a combination of circumstances,
was that the patient waswdermedicated.

The Independent Investigation Team identified two other issues which may have contributed

to the approach the treatingam t ook in the long term reg
managementFirst: when Mr. Y first arrived at the Scott Clinic following the killing of his

father a baseline assessment prior to introduction of medication was not carried out. Use of
the KGV require some level of rapport between the patient and the staff member
administrating it (in the case of Mr. Y, always a nurse) and the records indicate that Mr. Y

was too ill to take in what was said to him at the time (20 February 2004) that antipsychotic
treament was started. As will be discussed in a moment, the initial symptoms appeared to
disappear very rapidly, such that from May 2004 until his conditional discharge in December
2006, KGV scores weraways rated asero (in terms of symptoms that Mr. Y wvld admit

to) although some blunting of affect was notédThe Independent Investigation Team
considered that Mr. YO0s symptoms may not ha\

accuracy.

Second: as is not uncommon in Schizophrewiaere denial my feature prominently as a
defence mechanism for the patient, whether as to the existence of their illness, the effects of
medication or even in relatiom their past actionsstaff may findmonitoringfluctuations in

mental statdlifficult if direct questions are nearly alwa responded to in the negatiidne

prime task is for the team as a whole to recognise that the apparent lack of is actually a cause

277. CMHT Records P. 134
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for concern and requires further exploration with the pafiérthere is an example in the

clinical record from the 6 May 2006 St af f conducting KGV [felt]
any symptoms, he was masking symptoms and answering questions how he thought staff
wanted him to. Informed Mr. Y that the assessment will be discussed at CTM |[clinical team
meeting]; throughout assessment Mr. Y presented as settled and calm, however eye contact
was | i The tindgb@ndent Investigation Team found that there was no evidence to
suggest thathe concerns recorded by staff at this stageediscussed at theli@ical Team

M eeting (CTM)which occurred two days lateFhis ensured that the outcomes of clinical

assessment wemneither developed furtheor used to inform the care and treatment ﬁ?ﬂn.

The very last mentioned point identifies one means wherebgieatteam can be lulled into

a false sense of security as to the mental condition of such a patient, a position bordering on
complacency, through familiarity. The next day a medical notefiegde ner al IAy s et t |
the CTM the day after, the medical poteadii pr ogr es s r emaliwosld uncha
appear that neither of the Doctors making these entries had reflected upon preceding case
note entries that stated Mr. Y may be masking his symptoms. The Independent Investigation
Team speculated that the phem@enon here i1 s t hat of 60t he <ca
situation exemplified by a patient who for
case of Mr. Y, staff repeatedly stated in the nursingnotér . Y | ow profil e
remaningme t l y in tzﬁoérhbedra(gam(‘). is a kind of o0f a
O0stabled (in this case inaccessible without
the extent that when observations that point to things being otherwise thawagbelieved
occasionally crop up, such as the nursesodo o
paragraph, they pass-moticed. Going through the inpatient records between February 2004

and December 2006, there are a number of entries whictl andl should have given pause

to senior clinical staff. None of them provided absolute proof of the existence of ongoing

psychotic symptoms, but all of them imply that the mental state needed further clarification.

Supported Living in the Community
The final observation pertinent to this sectiom medications in regard ® bothcompliance
and concordanceith medication. Mr. Ywas treated more or less throughbist stay in the

Scott Clinicwith an oral antipsychotic, Olanzapine. There was never any ewvidience that

278Clinical Records Set 2 P.240
279Clinical Records Set 2 P. 265
280Clinical Records Set2 PP. 91,191, & se are three specific examples, there are many more contained within the records)
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he failed to comply e.g. that he might have been hoarding tablets or taking them and then
spitting them out. On the ot her hand he was
medicaion helped him and thate would prefer if the mechtion was not increased his
ambivalence regarding medication is not uncommon in individuals expegettoair first

major episode of Giizophrenia but it raises questions about risk management in the event of
relapse of illness. In such circumstanoeg could reasonablpredict, in this case, that Mr. Y
would be less willing to accept medication or to comply with his prescribed dose, because of
his known longerm preoccupations with his health and his anxiety about the harm that
medicines might do m, which when he was relapsing would be likely to be exacerbated.
Prior to his conditional discharge from the Scott Clinic Mr. Y was described as being
compliant with his medication and that work had been undertaken to ensure that he
understood the reasorfsr its continued use. Medication was recorded as being a key
protective factor in ensuring Mr. Y remained w&li. However medication compliance is
distinct from medication concordand@ompliance is where a serviosertakes medication

as prescribed. Ihhe case of Mr. Y whilst an inpatient at the Scott Clinic this matter was
outside of his control. Concordance implies a voluntary agreement between service user and
clinician in regard to a medication regiméhwould appear that compliance and concordanc

may have been viewed as beingthesamethimg Mr . Yo6s. treating team

Mr. Y was conditionally discharged from th8cott Clinic to 123 Moscow Driven 20
December 20060ne of the conditions issued by the Mental Health Revigiaunal forMr.
Y6s dgestatddA To comply precisely with all aspe

clinical team, whether in the form of medicationotiner therapeutic interventian 2%

Mr. Y was dischargedn Oanzapine 10mgAt the Effective Care CoordinatidReview hetl
on the 11 Januarg007 the risk assessmestknowledged that Mr. Y hadreviously been
non compliant with his medication regimen prior to the killing of his fadiner this could, if

it occurred again in the future, contribute to further offending behaf/®

Between the date of his discharge from the Scott Clinictaed3 April 2008 Mr. Y was
purported to have beesupervised when taking his medication and it was netigain the

clinical recordthat he was complaint with it. On the 3 Afd08there was an Effective Care

281 CPA RecordPP. 183 194 (24 July 2006 provides a good example of this)
282 Tribunal Records P. 3
283Trust Record PP. 17300
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Coordination Reviewvhenit was noted Mr. Y was due to commence-setfdicatior’>* It is

unclear what the plan was to ensuMr . s codtinued compliancel he Independent
Investigation Team could not find any care plan relating fogsh as p ect of Mr .
management.Consi deri ng Mr . YO s Knowhn ri sk- facta
compliance it was remiss not to have developed a plan that would have been able to monitor

his continuedcompliance and associatpdogress.Throudiout the rest of 2008 it was noted

in the clinical record that Mr. Y was compliant with his medication and that he continued to

do well. It is unclear how his compliance was actually being monitored throughout this
period.Trust records note thaylSepterber 2008 he was receiving his metica by weekly

supply from the Rarmacist>°

There is a distinct paucity in the extant clinical redoettl by the Trust detailindpe outcome

of Effective Care Coordination for the period between 2009 and early RG4®ot possible

to discern how Mr .wasYrasagetieyondea superfetial evel.eHawewee n t

the GP record does contain correspondence sent on betiadf toéating teanit is therefore

possible todetermine that the treating team thoudt. Y to be compliant with his
Olanzapinethroughout this period and that Mr. Y continued to be responsible for self
medi cating. There is no extant record that ¢
assessed or how his medication regimen veasgbmonitored. Witnesses to this Investigation

could not cast any further light on what the clinical practice was regarding this but reflected

t hat Mr . Y6s ment al state was being assesse

was seen at his accorodation by either his Care Coordinator or Social Supervisor

A Court Report prepared by a Forensic Psychiatrist who had assessedidawing the
kiling of his motherstated thati | t appears that Mr . Y did co
medication agrescribed. Checks were made and he cotieatehis weekly prescriptiong\

check of his dosette box notes he seemed to have taken all doses otliee thenof the

alleged offences®

It must be noted however that no one actually withessed Makivig

his medication for at least wo y ear s prior to the death of
continued ambivalence towards taking his medication and his previous history -of non
compliance it cannot be known with any degree of certainty whether he adtudlyt or

not.

284. GP Record PP. 937
285 Addendum Court Report 25 March 2011.12
286. Addendum Court Report 25 March 2011.15
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13.1.2.2.2Treatment

Prior to the Death of Mr. Y Senior

Between the 4 April 2003 and the kiling of Mr. Y Senior in February 2004 Mr. Y received
care and treatmeritom a secondary cammmunitymental health team. However due to the
paucity of the extant clinical record for this period it is not possible to really understand what

treatment approaches were deployed.

Mr.Y was admitted to Day Hospital care early in April 2003 and by May 2003 a diagnosis of
Schizophrenia was mad#. is difficult to understand exactly what care and treatment plan
was developed for him. The Trust Internal Review (2004) clearly had access to a complete
clinical record and the revieweport stated that the Day Hospital plan was to provide:

1 support;

communitygroup participation;

problem solving;

leisure group activities;

creative therapy;

goal setting;

= =2 4 A4 A -

individual sessions.

On the 28 April Mr. Y saw Staff Grade Doctor 1 when it was decided to commence him on
Ol anzapine 10mg. It w a sur réqeired @hgothg asseésantent and . Y ¢
monitoring.287 The initial actions instigated by secondary care services were in accordance

with extant NICE guidelines.

However, @ can be seen from the Chronology in Section 11 of this report Mr. Y did not
attend the Dy Hospital regularly and neither did he comply with his medication regimen. At
regul ar stages during this pedeiermatinganemat er n s
health. NICE guidelines for this period stated that individuals who were newly diagnose
with Schizophrenia required an approach that ensured comprehensive assessment and a rapid
access to effective treatmeit. the case of Mr. Y this did not occur. His refusal to engage

with senices beyond the most basm@annerensured his mental illnesgas only ever partially

287. Trust Internal Inveggiation Report (2004) P.6-7
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treated. His mental health continued to decline and services did not intervene in a manner

best suited to treat a person who had been newly diagnosed with Paranoid Schizophrenia.

Prior to the Death of Mrs. Y Senior

The Clinical Winesses who gave evidence to this Investigation explained that Mr. Y was a
difficult person to build a rapport with and to get to know beyond a superficiallvel. Y 6 s
inner world remained inaccessible to theéfimwever there were several interactionsorded

within the clinical record which could have beexplored within a wider care and treatment
programme.Three examples are givéselow, none of which apparently led to any further
response from theeniorprofessional staff:

a) (Early on in the admson) 17 March 2006 ( nur s e) I of@a gituaticcthe@ d Mr .
week or so ago when he was found with a broken toothbrush in his bed. He then stated that
he had intended to remove his testicles... (nurse: why chose thabfpgotir body to self

harm?) ..d think it will make me a better man... it was tdsficthat made men do bad

t hi nHesdéscribed an argumen t hat became ¢ seenedtobavevtiadb and
recall of the events and the subsequent death of his father. He further stated tatifteh
thought of k.f*®Thi$ is gnpoitantsinfofmattom as reldewhere in the clinical

record it was recorded that Mr. Y claimed the killing of his father to be as a result of an
argument, not having been premeditated.

b) (Prior to his mothed s f itrtcssee Mr.iYsihospital)on the1l3 Decembe2004
ConsultantPsychiatrist 3recordedfiSome insight into how he may be feeling, although still
limited. Regrets what he did to hietess so about his father. Does gonsider himself a risk

toh e /%

c). (Duringadiscussion of elry war ni ng s i gn s ilness)it was eetoedpds e o f
on t he 21Mn\they (wek)abkéd arseries of questions regarding his [ESYI$

warning signs](nurse: what help auld you like to be offece? ) [M€é Y] says he would

request to see a doctor, he would like to talk to his brother and he would like to use his

coping strategyd going swi mmi©hg more often... .0

Above are three examples of gimpses of what miplaive been explored furtheit is
important to notdor instance that Mr. Y had not spoken to his elder brother for many years

and had naurrentcontact with him whatsoever, therefore his suggestion of incorporating his

288 Clinical Records Set 2 P25and CPA Records P. 225
289, Clinical Records Set2 P. 162
290 Clinical records Set2 P. 289
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brother into a relapsplan should have been explar®dhy were thespointers not picked up

and actedupon? One could make an argument about communication, but in fact the purpose
of case notes is so that there is awmn record and senior staff, whictevitably spend less

time on the ward, can have access to obsenatimade by others who are able to spend more
time with the patient. It is the responsibility of the former to pick up information which,

through their greater experience, they will recogrtise value or significance of.

The Independent Investigation Teagainedthe impression that the treating team may not
have known the patient very wedkspite prolonged contact with hith seems never to have

been suggested for example that perhaps the patient might not be giving a completely honest
account of himselfincluding the persistence of abnormal ideas). There seems no evidence in
hundreds of pagewithin the clinical recordvritten about interactions with him, of anyone
actually challenging him over a statement he had made. A small example of thigttvas
Consultant Psychiatrist &t interview regarding his psychosexual history. The account given

by M r . mot¥es, sby his aunt and the evidence from the newspapers about a fantasy
relationship he developed with a young woman who had been a passenger in &lis taxi
suggested that what had been originally recorded about this aspect of his life based on his
initial account, was unlikely to be accurate. Examination of the decehows that the
account psichadexual hidt@rysin the psychiatric (medicghars to Court and the

M ental Health Review Tribunal differs from that of the &cial Worker (Managers Hearing

201

Report September @)~ and from that provided by thglinical Psychologist (early 215

[date not supplied in record] Psychologp orf).?%2

Attention to detail is a key aspect of clinical skills, particularly in cases that are not
straightforward. There may have been a compliance with requisite form filing by
professionals or regular structured reviews by the nursekp fecorded in the notes
religiously), but there is little to demonstrate evidence that cliniccatsdown and thought

about thepotentialproblens posed byan inaccesslb Schizophrenic who had killed.

Perhas the only exception to this weltee reprts emanating from the ClinicBsy chologist,
who certainly speculated agrigth about the patient in tiatial psychologyreports, and
instituted a work programme with Mr. Which could have provided useful information had it

been completed and reviewed by the cliniciamoeoned (hhough the Independent

291Legal Documents P.29
292Psychology Records P. 23
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Investigation Team observed thdtetpace of this was not timelr. Y was admitted in
February 204 and the work did not really get going unthe summer of 2005
Unfortunately from September @0 to Deember 206 there was no eaningful input from
psychologyservices throughan identifiedlack of resources. A seniorc@upationall herapist
stepped into the breach as far as she abke, but this coulshot replace the input that a

specialised service fropsychology woud have mde

There are two kinds of institutional lack of curiosity that have so far been described, that
which foll ows a |l engthy period of apparent
probl emd) so that unknowns gr ad bahbskogiated | i p f
with a lack of vigilance for small details that can point to matters just below the surface, that

need attention. There is a third factor operating here, one might argue, which is of
considerable significance in helping to understand howgshiwent badly wrong in the
management of this case. This can best be described as group collusion with a person whose

stance is 6l am not a person who made a caln

This is a major issue here. There wasduction in vigilance regarding the second victim of

the attack in 2004, that is)r . mother, so that by the time she was about to be fatally
attacked one could reasonably argue that the awareness that she was a potentiathiotim w
the team hadeagd to exist What one sees here is hovparson withSchizophreniacan
powerfdly influence a clinical team witbheir internal, psychotic beliefs (I decided to kill my
father, but I am not a killer. This case does not represent a unique circumstance. The
unconscious, primitive defensive posture of the patient is easy to comprehend. They have
limited psychic capability for coping with the emotions associated with awareness that they
have broken a gjor taboonot only have they killed another person bugytihave killed their

parent.

Forensic professionals know how traumatic it is for most people serving sentences for
homicide to come to terms with what they have done, despite pop ueange of this. It is a

fact, and one that needs to be explored wlid individual as a humane part of their offence
related work and risk management processes. When the situation is complicated by mental
iliness, significant sensitivity is required, because the individual may have limited capacity to
deal with psychic pia. This is after all the basis of the individbad at t empt to

themselfby denying the reality of what théyave done. The real dangas, here, is if staff do
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not recognise the pressure they come under from the patient to collude with that, desénce

in terms of finding their ow (in this case plainly faulte.g. the proposition that the killing of

father was an impulsive act) rationale for what happened but also in playing into the denial by

not challenging itat all. Not only is this poor préce (in that it contribute to a lack of

recognition of the ongoing risk the patient manifests) but it is also unwittingly unkind,
because it gives the patient no sense of ot |

consequence of their offenbehaviour.

The above discussion leads us to consider the treatment options that were recommended by
NICE, but not utilised by the treating team at the Scott Clinic. During this period the NICE
guidelines for the treatment of Schizophrenia would havenmmewnded that Cognitive
Behaviour Therapy was utilised together wattamily-based therapgpproachNeither was

offered to Mr. Y during the thregear period he spent at the Scott Clinic, or during the three

years he spent living in the community followihis discharge.

Cognitive Behavioural ferapy (CBT) is a psychotherapeuti@pproach that addresses
dysfunctional emotions, behaviours, and cognitions through aogeaked, systematic
process. Had Mr. Y been offered this kind of therapy it is probable that the therapist would
have been able to undemad Mr. Y better and access more of tieer world that he kept
hidden. Had Mr. Y been offered this kind of therapy he mase lheen able texplore reality
testing, challenge delusions and hallucinations, examine factors which may precipitate
relapse, and develop practical coping strategies. CBT has been a key treatment for
Schizophrenia in most secondary care mental care taarmoss the country for many years.

The NICE guidelines for Schizophrenia have recommended this approach since 2002. The
Independent Investigation Team therefore found it to be an omission of significance that this

kind of therapy was not made availableMo. Y.

Another omission of significance was that of a family therlyaged approach. The NICE
guidance states thét~amily interventions should be available to the families of people with
schizophrenia who are living with or who are in close comactt h t he slteig vi ce
possiblethat thetreating team considered this recommendation in a very literal sense and
therefore decided to disregard it. It is a fact that following the killing of his father Mr. Y did

not live with his family, and neitliecould he be described as being in close contact with

them. However his mother was visiting him on a regular basis and a relationship was being
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fostered between them. It was essential that the family dynamic was explored, both to assess
and to understanil r . Y6s ment al stat e, and to also ul
the longterm safety and wellbeing of his moth&tembers of the treating team used terms

such as O6High Expressed Emotiond when descr.i
were not clarified and thpotentialconsequences siich a dynamiwere not explored in the

context of the newly developing relationship between Mr. Y and his mother. (This will be

explored in more depth in Subsection 13.1.9 below).

At t he p oi disthargefromNhe ScottYQdinsc there was some talk of employing the
Recovery Model but neither the structured steps to independence nor a Wellness Recovery
Action Plan (WRAP) were evidentThe Independent Investigation Team heard from
witnesses thaheither the communitybased health argbcial care professionat®r members

of the Imagne staff received any training @heory of Mind interventions.In short,
following his discharge from the Sco@linic Mr. Y received aegree of monitoring of his
mentl state (from the Scott Clinic) and a continued level of input regarding his activities of
daily living (from his supported living accommodation provided by Imagine). However this

meant that in practical terms the only treatment that Mr. Y was receiasgnedication.

13.1.23. Conclusion

Medication

Prior to the Death d Mr. Y Senior

The I ndependent l nvestigation Team would cc
Internal Review into the care and treatment of Mr. Y following the death of his {20@4)

i n t hat a more proactive approach shoul d he
medication and the compliance issuwhich were apparenbetween March 2003 and

February 2004

By the time Mr. Y killed his father he had been experiencing gesyehotic symptoms for a
period of at least 18 month&ntipsychotic medication is an essential component of any care
and treatment package offered to a person with Schizophrenia, especially when they are
presenting with acute symptoms. The failurettp to ensure that Mr. Y received the
medication that his condition required ensured that his psychosis was allowed to deteriorate.
Mr. Y should have been in receipt of a robust care plan to manage his compliance issues. His
mental state should have been miveguently assessed using such tools as the KGV scale,
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and ultimately, the Mental Health Act (1983) should have been considered as a means to

provide him with the care and treatment that he clearly requiretinmeier manner.

Prior to the Death of Mrs. Y Senior

The Trust Internal Review into the care and treatment of Mr. Y following the death of his
father (2010)records a different version of events to those offered to the Independent
Investigation Teamwia the clinical records and witness statemehtamely that Mr. Y was in

fact probably selfadministeringhis medication unwittnessedfrom as early as February

2007. This difference in account serves to demonstrate a poor communication link between

the Scott Clinic and Imagine. It would appear ttie¢ Scott Clinic staff had no true idea of

what was actually occurring and that the Imagine staff had received no clear medication
monitoring plan from the Scott Clinic. The result was that Mr.ré¢eived minimal
supervisionat a critical point in his carpathway The Trust Internal Review statésat

fiduring the first two weeks following his discharge from the Scott Clinic, Imagine staff
monitoredé Mr . cé@pdiaghce with medication witnessing him taking his tablets. From

then on, he collected his pgption from his General Practitioner, which was filled at a

| ocal phar macy as a mat t edministéred. rHs Care heam and
monitored that he adhered to this arrangement throughout his discharge period.
Additionally, they took stabilt y of his behaviour as fUrther
The Report went on to identify the following findiiga k ey r i sk managemen
Mr. Y was continued compliance with prescribed psychotropic medicalibere is no

evidence of actualhecks on this other than the firstawveeks following his dischar@lé94

The Independent Investigation Team concurs with @hevefinding of the Trust Internal

Review.

Mr. Y was known to be ambivalent about taking medication. He had a long history -of non
compliance prior to the killing of his father in February 2004. Whilst witnesses may have
become confused as to the difference Dbet wee]
witnessedbd or ounsupervisedo6 it waeatioh h s eem
private, and that his dosette box only was checked. The treating team (Scott Clinic) and the
care team (Imagine staff) placed a great deal of importance on how Mr. Y was presenting

when assessing whether he was being compliant with his medicatimot. Knowing that

293 Trust Internal Review Report (2010) P. 25
294 Trust Internal Review Report (2010) P. 25
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Mr. Y masked his symptoms and was not known for verbalising his feelings or reflections
upon his mental statehis could not be seen as constituting an appropriate medicines
management approach.

At the point o fom ¥he ScottXConi in Decesnbeh 2006 ghe following was

known.

1. Mr . YO6s risk asses s nrem the Soott Clmic hadleatified hiss di s c
mental state was at risk of relapse if he did not take his medication and that this could
lead to a repeatf his offending behaviour; namely that he could kill again if he did not
take his medicatioiithis was written in his Scott Clinicace plan)

2. Mr. Y had a history of nomompliance with his medication and thait the point of
discharge from th&cott Cinic, he remained ambivalent about taking it.

3. The Mental Health Review Tribunal had stipulatedt thla. Y had to remain compliant
with all aspects of his medication and treatment regimen following his discharge from the
Scott Clinic.

Whilst it camot now be known whetheMr. Y adhered to his medication regimen or not,
what is known is that he suffered a relapse of histahéiiness and that this lddm to kill

his mother. The fact that no of®m either the treating team or care teeen state with
assirance that Mr. Y had in fact been taking his medication leaves a very important issue
open to debate, namely was Mr. Y under medicaiedn-medicated at the time of his

mo t h e r Gasd did thia tohtribute to the relapse of his mental health and beecuent
death of his mothér

This cannot be proved either way; therefore it cannot be cited as either a contributory or
causal factor in this Investigation. However the Independent Investigation Team concludes
that whilst there was never any overt ewice that Mr. Y failed to comply with his
medication, he remained demonstrably ambivalent about it. In such circumstances it could
reasonably be predicted that Mr. Y may not have been compliant with his medication.
Whether he was, or whether he was notwduld have been good practice to have had a
medication management plan in place. This was absent and has been identified by
Investigation as an example of unacceptable clinical practice. This is of particular concern
when assessing the quality of tbare and treatment an individual such as Mr. Y received

from a specialist tertiary forensic service.
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Treatment

Prior to the Death d Mr. Y Senior

Despitethe sure footed ansensible approach of the G#hen referring Mr. Y to secondary

care services in Mah 2003, and the admission of Mr. Y to Day Hospital care in April 2003,
the approactiaken to providinga comprehensive care and treatment plan to Mva¥ not
effective. Clinicians observed the continued and steady decline in his mental state for a
periad of twelve months. During this time Mr. Y was not compliant with his medication
regimen and neither was he receiving any other consistent kind of treatment in accordance

with NICE guidelines. This was to the ultimate detriment of his mental health.

Prior to the Death of Mrs. Y Senior
The Independent Investigation Team concluded bleaause there was no clear formulation
of Mr . Y6s probl ems t her elanvitaaighoat his simekwitho f a

Mental Health services.

There was a corstient theme of identifying problems but not identifying interventions to
address themA month after Mr. Y had been admitted tthe Scott Clinic the only
intervention that had been initiated was medicatiprdepth assessment was ultimately
deferred until2005 and could not be said to be timélyhr oughout Mr . YOs t
Scott Clinic Serviceessessmenfrequently appearetb be identified as aand in itself and

recorded as an interventiowhilei f ur t h er t @& fexuestly nrecerded as a pieed
futureactivity there is no

1 plan for the assessment;

1 treatment gategy;
1 focus;
1

identified relationship betwen assessment and intervention.

As has been di s cus Jheay af MindgTobl sfaetors wecendentifigd. 1 . 1 .
Somepotentialissuesas o how t his might affect Mr . YOs
and some (basic) guidance relating to the environment that might bestnswitehe offered
but there was natructured intervention, advice to staff on how to interactsupervisia

provided.
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Noconsider at i on édiefstaa pdrceptiondvof the wirid sight affect his
mode of interaction and ab padint df view was refleeted t h e
upon. Neither was it consideredw psychotic symptomatologjmad &6 T h e o rigsues f Mi n

might interactor be monitored.

Another important factor is that most the psychology assessmamputswere carried out

by traineeor assistanpsychologistsit is not certain how this affected the formulation, but
this coutl have been a significant factar regard to the lack of treatment strategy that
ensued. The Independent Investigation Team wtdd that there was a shage of
psychology resources and thdtis ultimately led to other members of the treating team
attenpting to carry out the interventions relating to ToM. Unfortunately because
psychology timewas avalable for interventionsa detailed programmevas not set up
regarding ToM and naoegular supervision was availablele@r, measurable goafgere not
estdlished and the quality of the work intended to address ToM issues could not be
appropriately monitoredBasicaly an oOounder st athgd i p g @Gvasbdache r Y
which was primarily psychological in nature (ToM) with a noticeable absence of psychology

inputto implement a treatment strategy.

Mr. Y clearly displayed thesymptoms of a psychotic illness. The NICE guidelines state that
Cognitive Behaviour Therapy (CBT)should be available to such individualsheFe is an
extensive literature on CBT approaes to voices, delusions et®Vhy this type of
intervention was not considered at an early stage inconceivable. Equally difficult to
understand was the lack of family focuseterapy offered to Mr. Y and his mother.

Once Mr. Y was discharged from theo® dinic, other than medication and monitoring

visits from his Care Coordinators and and Social Supervjidbese appearto have been no

identified theapeutic interventions or goal®therthanit being required by the Mistry of

Justice, it is diffcult to understanadvhy Mr. Y continuedunder the care of mental lealth

service if no therapeutic interventions were thought to be appropFiageprevailing belief

was t hat Mr . Y had somehow b e aometanaskinghiss 6 whe
symptoms and was understood in a rudimentary manner dvihist the Independent
Investigation Team acknowledges that Mr. Y lived in the community for three indicEnt

years prior to the killing of his mothehe care and treatment offered to him was eptimal.

The treatment strategy utilised for Mr. Y was neither eviddrased nor in line with extant
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NICE quidelines for the treatment of Schizophrer@@nsequently he remained poorly
understood and only partially treatdt.cannot be known whether mot a more clinically
effective approachiegarding his medication and therapy treatmesld have prevented a
relapse of his mental illness and the subsequent death of his mother. However it can be said
with a degree of confidence that significant onaiss were evident within the care pathway

that Mr. Y followed and that this left him vulnerable to relapse.

1 Service Issue One. The Scott Clinic practiced an unacceptable level of medicines
management in the case of Mr. Y. Whilst this cannot bded as daher a
contributory or causal factor it demonstrates a lack of medicines management

systems and understanding on the part of Scott Clinic clinicians.

1 Contributory Factor Two.Mr. Y did not receive treatment in line with national best
practice gudelines This represents a misseabportunity that left Mr. Y vulnerable

to relapse.

| 13.1.3 Use of the Mental Health Act {983 and 2007 I

13.1.31. Context

The Mental Health Act(1983 was arAct of theParliament of the United Kingdobut

applied only to people iEngland and Walest covered the reception, care and treatment of
mentally disordered persons, the management of their property and other related matters. In
particular, it provided thkegislationby which people suffering from a mental disorder could

be detained in hospital and have their disorder assessed or treated against their wishes,
unof fici al segtionkgh.o whh ea s A @t has been #MMengghi fi ca
Health Act 2007

At any one time there are up to 1800people detained by the Mental Health Act in England.
45,000 are detained by the Act each year. Many people who may meet the criteria for being
sectioned under the Act are admitted informally because they raise no objection to being
assessed and/or tredt in a hospital environment. People are usually placed under

compulsory detention when they no longer have insight into their condition and are refusing
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medical intervention and have been assessed to be either a danger to themselves or to
others®®®> The man purpose of the Mental Health A¢l983 and 2007)is to allow
compulsory action to be taken, where necessary, to make sure that people with mental
disorders get the care and treatment they need for their own health or safety, or for the
protection of othe people. It sets out the criteria that must be met before compulsory
measures can be taken, along with protections and safeguards for ﬁgﬁié'rhtsre is a
requirement to ensure that care and treatment are provided in the least restrictive environment

possible and all other alternatives are considered prior to assessment under the Act.

Mr. Y was detainedinder/subject tahe following Sections of the Mental Health Act (1983
and 2007.

Section 2 of the Mental Health Act 1983 and2007) allows for a 28lay period of
compulsory detention in hospital for assessment purposes only. A patient has the right to
appeal within 14 days of the section being ordered. Strict assessment criteria have to be used
in order to detain someone. It has to be agreed that teerpsuffers from a mental disorder
which requires assessment and that this needs to be given in hospital in the best interests of

their own health and safety or that of other people.

Section 3of the Mental Health Act1983 and2007) is an admission forgéatment order for a

period of up to six months. Strict assessment criteria have to be used in order to detain
someone. It has to be agreed that the person suffers from a mental disorder which requires
assessment and treatment and that this needs todeigifospital in the best interests of

their own health and safety or that of other people.

Section 170f the Mental Health Act (1983) allowthe responsible medical officer (RMO) to
give a detained patient leave of absence from hospital, subjectdibi@oes theRMO deems
necessary. Thesecludal a requirement to take medication while on leave and to reside at a
particular address, ang others. Although the RMO coulkequire a patient to take
medication while orfection 17 leave, treatment couldt be for@d on the patient while they
werein the community. Therés no limit to the duration of éttion 17 leave provided the

original authority to detain remains in force.

295Mental Health Act Commission IBiennial Report 2002007
296 http:/iwww.dh.gov.uklen/P ublicationsandstatistics/Legislation/Actsandbills/DH_4002034
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Sectiors 37/41 of the Mental Health Act (1983 and 200A Section 37 is a Court rQer
imposed instead of a prison sentence, if the offender is sufficiently mentally unwell at the
time of sentencing to require hospitalisatign.Section 41lis a Restriction @er which is
applied for more seriousind persistent offenders. It means the Hom@ffice becomes
responsible for granting leave and allowing discharge (discharge can also be granted by a
Mental Health Review TribunalA Section 37/41 is a Courtr@er, which can only be made

by the Crown Court, which imposes a Section 37 hospitar aodether with a Séion 41
Restriction @der. The restriction order is imposed to protect the public from serious harm.
The restrictions affect leave of absence, transfer between hospitals, and discharge, all of
which require Ministry of Justice permissi

ARestricted patients represent only a small
There are about 3900 restricted patients detained in hospital. Over 50% have been convicted

of offences of violence against the person, with a further 12%iated\of sexual offences

and 12% of arson. About 600 are detained in the high secure hospitals. Only patients who
require treatment under conditions of special security on account of their dangerous, violent

or criminal propensities are admitted the hidy secure hospitals €stion 4, National Health

Service Act 1977). The remaining detained restricted patients are in medium and low secure
uni ts, or ot her Nati onal Heal th Service or
conditionally discharged pates under active supervision in the community is currently
around 1600.0é AThe Ment al Heal th CaseworKk
nearly 60 officers whose sole concern is to
under the Menta Heal t h Act 1983 and related | egisla
Section are ready and willing to discuss the case of any restricted patient with a clinical
supervisor The letter to the clinical supervisor which notes the discharge of a resfrict

patient should contain a name £hd tel ephone

Section 1170of the Mental Health Ac{1983 and2007) provides free aftercare services to
people who have been detained under Sections 3, 37, 45A, 47 or 48. It is the chey of t
Primary Care Trust and the Local Social Services Authority to provide and pay for aftercare
services. There is no definition of aftercare in the legislation, but services could include
amongst others, psychological therapy, crisis planning, accommodati@ help with
managing money. The purpose of Section 117 is to prevent someone needing to go back to an

297. http://lwww .justice.gov.ukidownloads/offenders/m e ntadigordeed offe nders/guidancéor-clinical-supervisors€0909. pdf
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inpatient unit. Services should ensure immediate needs are met and should also support

people in gaining the skills they require to cope with lifesale of hospital.

Section 131of the Mental Health Act1(983 and2007) allows for people to be admitted into

a psychiatric hospital on either a voluntary or informal basis, this means they can be treated
without a compulsory detention order. FollowingtBournewood findings in 2004 at the
European Court of Human Rights a distinctior
6Volunt aryé patients are people who are juc
consent to treatment; this means thleyt have the right to refuse all treatment and to

di scharge themselves from hospital at any t
who is judged as not having the capacity to give consent. This means that whilst they may
raise no objection to ey admitted and receiving treatment additional measures have to be

taken to ensure their continued risk is contained and that their human rights are safeguarded.

Many mental health Trusts in effect treat Ov

13.1.32. Findings
Prior to the Death of Mr. Y Senior
There are three main issues in relation to the use of the Mental Healkh988) before the
death of Mr. Y Senior
1. the awareness of the Community Mental Health Team of the appropriate use of
the Act;
2. active use of the provisions of the Act; and

3. timeliness of intervention.

Between March 2003 and February 2@t04as obvious thavir. Y displayed overt psychotic
symptomslt is evident from reading the extant clinical record and the Trust Inteava\R

into the care and treatment of Mr. Y (20@4nt he engaged with services on mmestbasic

level possible. During this period he did not comply with his medication regimen and was
therefore not receiving ehtreatment that heequired urgently for his newly diagnosed
Paranoid Schizophrenidhe clinicians involved were aware of the fact that his mental illness

was growing worse and that his health was deteriorating.

On 7 March 2003 Mr. Y went to see his GP as heswaubled by hallucinatory exp eniees

and intrusive thoughtsThe GPmade a referral to secondary care mental health services on
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the 10 March and Mr. Y was assessed by a Consultant Psychiattise @8 March; the
provisional diagnosis wa a psychotic ill nessTheprawaatooi d s
admit Mr. Y to the Day Hospital as it was thought that he would require inpatient admission

at this stage.

Between the 4 April and the 23 June 2003 Mr. Y was noted to have beeomptiant with
his medication and that his attendance & thDay Hospit al was poor .
remained unabated and it was recorded that he required a close monitoring of his mental state

and that a hospital admission mididve to be considerédf

On the 27 June Mr. Y attended his appointment with a &adide Doctor at the Day
Hospital. He was confused and withdrawn and admitted to only taking his Olanzapine twice a

week.Mr. Y agreed to comply with his medication.

Throughout July it became apparent that Mwa6 not taking his medication, despite salver
reviews being instigated, and that he was not attending the Day Hobfrita.continued to
describe psychotic symptoms which appeared to be growing worse. On the 20wiady
recorded that Mr. Y had no insight into his illnemsd was becoming mopearanoid.Mr. Y

said that he would ntongerbe attending the Day Hospital and an inpatient admission was
offered to him which he refused\t this stageThe Staff Grade Doctor who had been
assessing Mr. Y thought that an assessment under the M ental Aleadttould be arranged.

In theevent the Consultant Psychiatrist (Consultant Psy chiatrist 2)adichink that this was
appropriate as Mr. Y had not threatened to harm either himself or others.

Throughout August and Septemb2003 M r . Y06 s s indt ahange. ldenwasdniotd
compliant with his medication regimen, attended the Day Hospital in a sporadic manner, and

his mental health continued to deteriorate.

On the 18 August Mr. Y was discharged from the Day Hospital because he refused to attend,
he washowever to be followed up by a Community Mental Health Nurse (Care Coordinator
1). On this same day a risk assessment wa@sducted. It was recorded that Mr. Y was

paranoid about members of his family and his neighbours. His psychosis was described as

298Trust Internal Investigation Report (2004) PRL.O7
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untreated, it was also recorded that Mr. Y had a limited insight into his illressontinued

to avoid contact with mental health services.

By the 30 October 200BIr. Y was recorded as spending most of his timieis bedroom at

his par e®nbihes3 OctwbaeeCare Coordinator 1 and Consultant Psychiatrist 2
visited Mr. Y at his home. Mr. Y continued to be paranoid it was noted that his mental state
had deteriorated over the past four weeks and that he was not taking his medicatésn.
thought thatat this stage Mr. Y was not detainable under the Mental Health Act (11983).

was also recorded that due to Mr. Y being highly paranoid it was advised that he needed to be

approacheéh very carefully and tactfully to build

Throughott November 2003 Mr. Y avoided contact with mental health serv@asthe 2
December Care Coordinator 1 and Consultant Psychiatrist 2 visited Mr. Y at his home where
it was observedhat hecontinued to be paranoid and that it was not possible to contp&te

assessment due to the poor rapport that was established with him.

By the end of January 2004 Consultant Psychiatrist 2 telephoned the GP surgery to say that
Mr.Yhadai f | or i d psychosi s |twasthought thak themssiuationecdul c at i C
not continue and that an assessment under the Mental Health Act (1983) was needed. On the
30 January Consultant Psychiatrist 2 visite
the purpose being to conduct a Mental Health Act assessment. Duringsthis lvecame

clear that Mr. Y did not intend to engage with servitéswas given a letter that set out the

duty of care that the treating team had towards him and that he needed an inpatient
admission. Mr. Y was asked to respordthis by the 2 Februgr the plan being to go

forward with a Mental Health Act (1983) assessment if Mr. Y did not respond to the letter or
engage with servicesThere appeared to have been some confusion between Consultant
Psychiatrist 2 and the Approved Social Worker as totwha purpose of the visit was

actually for.

On the 2 February Consultant Psychiatrist 2 wrotefinbth e me nt al i1l ness i
severity which can jeopardise his safety in the community (his self neglect) he is getting more
withdrawn and not leving the house as he used to do. To rely on his mother is not practical

as she doesndét see the severity of his symp
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a hx [history] of suicide in the famiy**°

The GP was written to on the 5 February siati

that an assessment under the Act needed to be arréngesit for this purpose duly took

place on the 11 Februar@nce again there appeared to have been some confusion between
Consultant Psychiatrist 2 and the pyyved Social Worker as tive purpaeof the visit It

would appear that neither Mr. Y nor his parents had been advised as to the visit and the home

could not be accessed.

Ultimately another visit was made on thé February2004. It was made clear to Mr. Y and

his mother that the situatiazould not continue as his mental health was deterioratings

agreed that Mr. Y would come into hospital the following day and that if he changed his mind
a Mental Health Act (1983) assessment would take place. In the event a bed could not be
found fa Mr. Y on the 17 February, it was arranged that the Approved Social Worker would
take Mr. Y into hospital on the morning of the 19 February. Mr. Y was to kill his father in the

hours before he was due to be collected on the day of his planned admission.

When the Independent Investigation Team met with witnesses it became apparent that
members of the treating team were of the view that patients could only be considered for a
Mental Health Act (1983) assessmeantiolence, or the threat of violence, wesminent.

This is not correct. This was the view of the treating team in 2003/2004, and was also the
view of the individuals when interviewed eight years later during this Investigation. This is a
significant point of learning for the Community Mentaé&th Team in question. The lack of
timely use of the Mental Health Act (1983) wasacerbated by a degree of confusion
regarding roles and functions on the part of the Approved Social Worker and Consultant

Psychiatrst 2 when making arrangements fbe assesment to take place.

Prior to the Death of Mrs. Y Senior

Mr. Y was detained under Section 2 on 19 February 2004 and then Section 3 Mental Health
Act (1983) on 15 March 2004. He was made subject to an order under Section37/41 at
Liverpool Crown Court 018 October 2004.

Under the Mental Health & (1983) Responsible Medical Officers (RM)Oseeded the

Secretary of St at eds consent before grant.i

299 Trust Internal Investigation Report (2004) P. 18
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patients. The role of thidome Office (and later thinistry of Justice in the management of
restricted patients is to protect the public from serious hauring the time that Mr. Y was
at the Scott Clinic he was routinely given Section 17 Leave in accordance with both local and

national policy guidelines.

Mr.Y appealed to the Mental Health Review Tribunal (MHRT) successfully on 15 December
2006 and was conditionally discharged from the Scott Clihie appeal was made with the

full support of the treating tearAt this stageMr. Y would have been eligible for Semh 117
aftercarelt is unclear exactly how the Scott Clinic made arrangements or assessments under
Section 117. There is little evidence in the extant clinical record to show how these
arrangements were madwe what in fact theyvere. During the coursa this Investigatiorit
became evident that neither the Scott Clinic nor Imagine understodty exhat the Section

117 aftercarearrangements were for Mr. Y and how this would affect his tenancy
arrangementsboth at the point of his discharge atany pointin the futurelt would appear

that Section 117 arrangements were not discussed and planned in a multiagency H@um.

is explored further in@section 13.1.9.

Mr. Y was discharged from the Scott Clinic on 20 December 2006 on the following

condtions that he was

1. toreside at 123, Moscow Drive Liverpool (Béur supported accommodation);

2. to provide access to any members of staff caring for him and to have face to face contact
with staff on a daily basis;

3. to comply precisely with all aspectstwéatment as directed by the clinical team whether
in the form of medication or other therapeutic interventions;

4. to attend appointmestvith his Responsible Medical Officer (Consultant psychia@)s
his successor or nominated deputy as required;

5. to attend appointments with his Social Supervisor, her successor or nominated deputy as
required;

6. to attend appointments with his Community Psychiatric Nurse (Care Coordinator 2), her
successor or nominated deputy as required;

7. to notify a member of staff (Imagihat Moscow Drive of any face to face meeting with

his mother;
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8. not to go within 200®metres of his motherd

9. to be aware thgtowers of recall by the Ministry of Justice could be triggered at any time

if the conditions were not fulfilled.

After discharge from the Scott Clinic Mr. Y had nominated Social Supervisors and Care
Coordinators to both supervise and support him in the commuFolipwing theconditional
dischargeof a patientinto the communityregular reports are requiréd be sent to the
Secretary of Statenamely a report one month after discharge is ageeebithen at quarterly
intervalsthereafter Reports were sertty the Scott Clinic stafto the Secretary of Stateia
theMinistry of Justice on a regular basis in accordance withirepentson mostoccasions

The pattern of contacbetween Mr. Y andhe Social Supervisor, Care Coordinator and
Responsible Clinician was maintained through aesedf formal reviews in the Outpatient
Clinic at Rodney Seet inLiverpool Mr. Y was alsoseen once a week by either his Care
Coordinator or Social Supervisor who met with him on alternate w@&skg.to day contact
and support was in the hands of the staff at Imagine who also took @ateiflProgramme

Approachreviews.

Fromthe evidencepresented to this Investigatiahappears there were several catissues
in relation to the implementation of the terms of the conditional dischacgeé | owi ng Mr .
departurdrom the Scott Clinic and the practicatérpretation of thoseonditions These are

set out below.

1. Witnesses to this Investigation claimed that there was inadequate training and supervision
of Social Supervisors. In the case of Mr. Y poor handover processes were in place when
Social Supervisor 1 passed the case over to Socia@r@apr 2 ensurin@g failureto
transfer critical information e.g. tl&heory of Mindconstruct.

2. Witnesses tathis Investigationstatedthat the rols and responsibilitiesf the Social
Supevisor werenot understood and that training, supervision aaddbver processes
were poor.

3. The termsset out in the conditional dischargethemselvesvere notexplicit enough to
ensure therotection they sought to achieve. The Scott Clinic treating team should have

developed clear and detailed care plans to peoadobust management strategor

300. For the purpose of this report and to ensure anonymity the actually address has nutlbded i
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example,the practical implementation aondition seven relied upolr. Y to notify

staff of conact with his mother. The condition did not specify whom he was to notify, or

when. It is obvious that this condition wadended to provide a degree of protection for

Mr . Y6s mot her , b @agement strategy which was deithar devélopedr ma
nor put into place. When witnesses were interviewed it was clear that neither members of

the treating team nor Imagine Btanew how to interpret condition seven and had not

really given it any thought.

Another example of this is condition eight. In itself condition eidiat not takeinto
account theisk factors involved if Mr. Y and his mothevere to meet atenuesother
than the family homdt appears that it waassumed that simply requiring Mr. Y to keep
away from hi s wonld lbeteféectidan kedpmga reresafeOnce again this
condition should have been discussed and a widafgmunicated management se@t

put into place.

4. Condition one stated clearly that Mr. Y was to reside at 123 Moscow Drive Liverpool.
This was a 24 hour supported living accommodation. It is apparent that Mr. Y was moved
from 123 to 133 Moscow Drive without any prior request to theiddry of Justice being
made. In correspondence to this Investigation frdme Ministry of Justice the
Independent Investigation Team wadd i Pr i or t o Mr . Y moving toc
there was no indication in the reports submitted by the Respondibieigd and Social
Supervisor that a change in accommodation was being considered. The first notification
the Secretary of State had w a"sOctobar 200%ie S o c i
which the new address of 1880 s cow Dr i ve wh ¥ O6plade of esidenaes Mr é
and the Social Supervisor stdte t hat 06 Si n é eMrnYyhasimavedtoanew o r t
address and althugh 24hr support is availablesaneeded, he has his owndiat

The correspondence also stafetls | mentioned above the Tuibal set the condition
regarding accommodation to a specific address. When such a condition exists the care
team must request a change of condition from the Secretary of State before moving the
patient. The purpose of this process is to allow the SecrefaByate the opportunity to
consider the appropriateness of the proposed accommodation, for example if the level of

support offered is correct or whether there are any concerns regarding the location of the
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accommodation. | can confirm that there is ncam on our files that indicates such a

request being made befoee Mr. Y] moved to 133 Moscow Drige®!

It is clear that the Ministry of Justickd not know about the first move from 123 to 133
Moscow Drive. It was also clear that the Ministry of Jesstiad not been consulted about
the plans to move Mr. Y from 133 Moscowie to an independent flathich were in

train shortly before Mr. Y killed his mother.

5. The workersat Imagine were not aware of the full range of conditional discharge
arrangemets that Mr. Y was subject to and neither were they aware of tbeedural
requirements foany changes to his place of residentkey saw this as the role of the
Social Supervisor and regarded tha §tf f r om t he Scot twhodbdi ni ¢ a
thet er ms of t he condi t i oltmad evident$hathHnzaging evered u n d e
not aware that moving Mr. Y from one place of residence to another had to beegprov
by the Ministry of Justicelt was also evident to this Investigation that the teofthe
conditional discharge were not being morg in full as the Imagine workensho were
in situ on a 24 hour basisvere not aware of them or what their full responsibilities

should have been

6. A major area of omission in regard to the conditiafischarge terms and conditions was
t hat Mr . Y 0 s edplaitlyi invglvedwtesr net cleao whether, or how, the
family of Mr. Y were consulteih eitherthe construction of the conditional termistheir
implementation. It was evident that tlaenily and friends of Mrs. Y Senigout protective
plans in place for her, and it was these plans that alerted services to the fact that she had

probably come to harm on the day of her death.

The Independent Investigatidreamfound no evidence to sugges t hat t he t er ms
conditionaldischarge had been integrated into the Care Programme Approach process or that
any robust management plan had been constructed around them. The terms of the conditional
discharge appeared to be communicated poortydmn the Scott Clinic and Imagine and

roles and responsibilities for the implementation of the conditions were not understood.

301 Ministry if Justice letter P.1
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It was evidenthat Mr. Y was left to selfeport his own actions in relatidn contact with his

mother. Imagine were left tmoni t or Mr . Y 6 s (whigh dheycappearedrno r e gi
have donen isolation fromthe CPA reviewsee Subsection 13.1.2. abpaad it remained

unclear to them what their role was after Mr. Y had notified them of visiting his mother. At
interview staf did not know for example whether or not Mr. Y was sup p osétenotified

them before during or after a visit had taken place. Neither did the staff know what they

were supposed to have done with this informatince it had been given to them

In short the terms of the conditional discharge were not the subject of a
multidisciplinary/multiagency discussion that went oo develop robust implementation
plans. It would appear that none of the conditions were reviewed actively or framed part of an

ongang riskmanagement strategy.

13.1.33. Conclusions

Prior to the Death of Mr. Y Senior

The Independent Investigation Team concurs with the findings of the Trust Internal Review
Report (2004) which statedi Ther e was significantolfocmonf usi
establishing a formal assessment under the Mental Health Act 1983. There was also
uncertainty about the responsibility of individual staff members in this regard even though a
procedure exists, whereby a referral can be made to an Approved SociaéMo ce

ordinate sich a visib.é Ifiis noted that consideratin was given to det a
under the Mental Health Act, in July 2003, given growing concern with regards to his
condition, lack of insight, nenompliance of medication and erratic aitiance pattern. It is

also noted, by the Review Team, that all but one of staff members involved in his care were of
the opinion that Mr...[Y] was detainable under Section 2 of the Act and should have been
formdly assessed at that time. Theview Teamsi of the view that, had a formal assesent

been undertaken, and M....[¥ectioned and detained, it could hakad an impact on his

treatmend. 3%

This Investigation would go one step further and say thaas evident that had the Mental
Health Act (198 ) been used at any stage bet ween Ap

mental state would have beersessed and treated in a more timegnner and that he would

302 Trust Internal Review P. 29
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have been able to access the urgent the care and treatment that he required. The Independent

Investigation Team concluded that had Mr. Y received the care and treatment he required

then his mental illness would not has@ntinued to deteriora@nd that the events that led to

the death ohis father may welhave been prevente@ihe treating tearknew that Mr. Y was

psychotic, refusing medication and becoming increasingly paranoid. It is unclear why they

refused to use the statutameans hat t hey had available to t he
continued health and safetyt would appear that ost members of the treating team
considered, and still do consider, that the only time a Mental Healtl(1888)assessment

can be sought is if a person is a direct threat of violence to either themselves or to another

person. This view is not ikeepingwith the ethos ofthe&t and t he treating

ensured that too little was done too late.

In summary:

1 Mr. Y could have met the criteria for assessment under the Mental Health Act (1983) at
any time after his first presentation to the @&Phesteadfastly refused medication and his
mental health continued to deteriorate

1 there was a misunderstanding within the Community Mental Health Team that violence
or the threat of violence was a necessary condition for use of the Mental Health Act
(1983) and this prevented timely interventioft has to be noted however that an

assessment alone would not necessarily have guaranteed detention under the Act.

This Investigation does not intend to assign contributar causal factors relating to the
killing of Mr. Y Senior as this incident has already been subject to both internal and
independent scrutinyand the passage of time has made collecting a full set of documentation
difficult. However thisinvestigation has been asked to identify whether there amye
factors present in relation to the first homicide (the death of Mr. Y Senior) that may have
impacted upon the second (the death of Mrs. Y Senibr)s the conclusion of the
Independent Investigation Team that there were significant delays in mgvadiely care

and treatment to Mr Y between April 2003 and Februz094.As a person with a newly
identified Schizophreai he should have received rapidatmentinterventions The failure to
ensure this occurred led to a deterioration of his mentéthhaad this may ultimately have

led to his illness becoming more intractable in the years that were to follow.
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Prior to the Death of Mrs. Y Senior

There are no particular issues regardinguseof the Mental Health Act (1983 arzD07)

until the pointo f Mr . Y 6 fsom the Scotth Glimicgoa the 20 December 2006e

Section 117 planning at the point of discharge was neither explicit nor robust and did not
ensure the stability of either Mr . YOs i mm
acommodation and ongoing suppo¥hilst this omission cannot be seen to have made a
contribution to the death of Mrs. Y Senior it can be seen tolhavé¢ t Mr . YOos | ong
vulnerable to the budget pressures thatlibeal Authority Supporting Peopléunding was

subject to. This aspect is discussed in the housing Subsection 13.1.9. below.

The Trust Internal Review into the care and treatment of Mr. Y (2010) following the killing

of his motherstated thafit her e was no evi den aplacatoensara a g e me
€ Mr. Y] met the conditions of his discharge. There were inconsistent reports as to the
natur e, scope and frequency of his mother 6:
Moscow Drive, no guarantee could be given that visitors veways seen coming or

goingg There were no discussions as to the <cor
discharge when he moved to 133 Moscow Drive. There was no system in place to monitor
visitors. Staff accommodation was on the top floor and staffbadm i ght of entry

accommodatiod.3®®

The Trust Internal Review concluded that the discharge arrangements for Mr. Y were
Apr eci pndtthatuteete was little planning to anfm either the community team or

Imagine.

The Independent Investigan Teamconcurs with the findings and the conclusions of the
Trust Internal Review(2010) This Investigation would also add th#te Responsible
Medical Clinician(Consultant Psychiatrist 3) and the Social Supervisors were remike
extreme in theylid na consult with the Ministry ofustice with regard to their plans to move
Mr.Y from 123 to 133 Moscow Drive, and neither did there appear to be any plans to consult
with the Ministry of Justice with regard to the second move that was being planned

immediately prior to the killing of Mrs. Y Senior. The permission for any change of residence

303 Trust Internal Review (2010) P.23
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had to be approved by the Secretary of Stiatis. entirely unacceptable that this breach of

statutory process occurred.

It is inconceivable how a specialistrtiary forensic team could fail to understand its
accountabilities and responsibilitiese | at i ng t o t laenditionaldisceargdt f Mr .
was evident that roles and responsibilities were not clear and that several individuals
understood their olgations poorlyHowever each of these individuals haat onlya duty of

care to the patienbut a professional accountability to ensure that they were acting in a
competent mannefSection 41 of the Mental éalth Act (1983 and 2007) is a Restriction

Order imposed to protect the public from serious harm. The restrictions affect leave of
absence, transfer between hospitals, and discharge, all of which require Ministry of Justice
permissionand ongoing supervisiont was not acceptable for a specialist t@asti forensic

teamto ignore such a fundamental requirement.

There are significant points of learning for botte fTrust and for the individual practitioners
involved. The Trust should ensure that all personnel working in forensic services understand
the datutory aspects of their roles and that robust supervision is provided to support this.
Team Managers need to ensure staff are competent and supported and that processes are
followed and are subject to audit. Individuals must not act outside of theis afea
competence and if they do not feel that they can fulfil the demands of their role shiseld

this with their managers asquired to do so by their registration bodies.

The Independent Investigation Team concludes that serious and significargioomis
occurred at the point of discharge with reg
These conditions were not the subject of a robust management strategy and consequently,
over time, they were not implemented in a manner likely to ensurereasonable or

achievabledegree of protection to the public.

1 Contributory Factor Three.There were arious failures in the implementation of the
t er ms osfcondvtional digabargeThis meant that the conditions put into place by

the Ministry of Justice toprotect the public were rendered ineffective.
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| 13.1.4 The Care Programme Approach I

N. B. The terms O6Effective Care Coordinati oné¢

usedinterchangeably in the following text reflecting tle alternating use @&terminology

within the Trust clinical record.

13.1.41. Context

The Care Programme Approach (CPA) was introduced in England in 1990 as a form of case
management to improve community care for people with severe mental.ffihi&isce its
introductionit has been reviewed twice by the Department of Health: in E#88tive Care
Co-ordination in Mental Health Services: Modernising the Care Programme Apprtmach
incorporate lessons learned about its use since its introduction and again Re2@0&ing

the Care Programme Approadfy

AiThe Care Programme Approach is the <corners
policy. It applies to all mentally ill patients who are accepted by specialist mental health
service*® (Building Bridges:DoH 1995) This isimportant to bear in mind as it makes the

point that CPA is not only appropriate to those patients where more than one agency is likely

to be involved, but tall patients receiving care and treatment.

The Care Programme Approach does not replace the foeegood clinical expertise and
judgement but acts as a support and guidance framework that can help achieve those positive
outcomes for service users by enabling effective coordination between services and joint
identification of risk and safety issuess well as being a vehicle for positive involvement of
service users in the plamg and progress of their cafEhe Care Programme Approach is

both a management tool and a system for engaging with people.

The purpose of CPA is to ensure the support eftally ill people in the community. It is
applicable to all people accepted by specialist mental health services and its primary function
is to minimise the possibility of patients losing contact with services and maximise the effect

of any therapeutic tervention.

304. The Care Programme Approach for people with a mental iliness, referred to specialist psychiatric services; DoH; 1990
305 Refocusing the CarBrogramme Approach, policy and positive practice; DoH; 2008
306. Building Bridges; arrangements for interagency working for the care and protection of severely mentally ill people; DoH; 1995
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The essential elements of any care programme include:
1 systematic assessment of health and social care needs bearing in mind both immediate
and long term requirements;
1 the formulation of a care plan agreed between the relevant professifinghsta
patient and their carer(s), this should be recorded in writing;
the allocation of a Care Coordinator whose job is:
to keep in close contact with the patient
to monitor that the agreed programme of care remains relevant and

to take immediate &ion if it is not

= w N oo

ensuring regular review of the patientds
needs.

The success of CPA is dependent upon decisions and actions being systematically recorded
and arrangements for communication between membé¢he @fre team, the patient and their
carers being clear. Up until October 2008 patients were placed on either Standard or

Enhanced CPA according to their level of need.

Mersey Care NHSTrust Care Programme Approach (CPA) Policy

20032004

The Trust couldnot supply the CPA policy that was in place during the time that Mr. Y

received his care and treatment prior to the killing of his fathewever during this time the

national EffectiveCare Coordination guidance of 1999 was in force. This policy guidance

recommended a number of changes to the implementation of the Care Programme Approach.

These recommendations included;

1 going from the recognition of multiple levels of CPA to only two; enhanced and standard;

1 theremoval of the requirement to maintaisugp evision register (replaced b$upervised
Community Discharg®©rders within the Mental Health A¢1983;

1 closer integration of the Care Programme Appro@CRA) and Local Authority care
management, ensuring a single integrated process of care asgemstneare delivery;

1 achange of title from Key Worker to Care Coordinator for the person responsible for
coordinating the individual care ptan

1 introduction ofa principle of CPA not placing an undue burden on professionals whose

prime responsibility igo care for service users
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i that the eview and evaluation of care planning should be regarded as an ongoing process
and the requirement for a nationally det@red review period was removed;
1 local service providers were required to ensure they had systeowdlect data on all
service users
1 local audit should focus on the quality of the CPA in terms of content of care plans and
attainment of treatment goals
risk assessmentas reinforced as an essenpalt of theongoingCPA process
CPA should meethe needs of the whole family and must comply with the Carers
Recognition and Service Act 1995 and the National Service Framework Standard on
caring for carers
1 that it was made cledhe policy pertained equally to residential as it did to community
senices
9 that the esponsibility for implementinthe Care Programmepfroach was idenidd as
lying with the provider Chief Executives and Directors of Social Services;
1 that the guidance in this policy laid out thele and characteristics of a Cared@dnator
but did not recommendiny specific level of training. Ae roles and characteristics
included:
o competence in delivering mental health care (including an understanding of
o mental illness);
o knowledge of service user/family (including awareness of radijre and
gender issues);
o knowledge of community services and the role of other agencies;
o0 coordination skills; and

O access to resources.

20062007

The Independent Investigatioheam wasgiven access to a policy dated June 20Qkine
2007. This policy was compiled initially in 2000 as theProtocol for Effective Care
Coordination and it is therefore possible that this policy had a similar content to earlier

editions and can be cited for the period between 2003 and 2&d4tedthe following:

i T hGCare Coordinator must be able to pass on essential service user information between

the NHS, local authority and voluntary or independent services, where those agencies are
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contributing to or planning a programme of care, or where one may need to be inifiated.
clearly results in the need for identified risks to be communicated to these agencies in order
to facilitate their involvement in the effective managementiarpdementation of the care

plano.*®’

fAStandard LevelECC

The characteristics of those servigsers requiring Standard ECC will include some of the

following:

a) They require the support or intervention of one agency or discipline, or require only low
key support from more than one agencyiscipline

b) They are more able to self manage their mengallth/learning disability problems

c) They have an active informal network

d) They pose little danger to themselves or others

e) They are more likely to maintain appropriate contact with services

Enhanced Level ECC

The characteristics of those service users reqgiEnhanced ECC will include some of the

following:

a) All service users admitted to inpatient or Crisis Resolution and Home Treatment care

b) They may be in contact with a number of agencies (including the Criminal Justice system)

c) They have complex/multiple eds which in general require the input of two or more
professionals/agencies

d) They are only willing to coperate with one professional or agency but have multiple
needsé

e) They have a high level of social disability that reflect agreed joint criteria

f) They ae more likely to disengage from services

g) They are more likely to have mental health problems coexisting with other problems or
substance misuse

h) They are more likely to be at risk of harming themselves or others

i) They are more likely to be at risk of seri@etfneglect and/or highly vulnerable

j) They are likely to require more frequent and intensive interventiondiape with

medicines management’®

307. Policy and Procedure for Effective Care Coordination June 2Q@&e 2007. P. 12
308 Policy and Procedure for Effective Care Coordination June 2A0@e2007. PP. 147
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The responsibilities of the Care Coordinator were identified as being to:

1 coordinate all aspects of serviceeugare;

1 coordinate multidisciplinary assessment, to include risk;

1 maintain contact when a service user is a an inpatient;

1 formulate and maintain a care planth the service user and to communicate this plan

with other multidisciplinary team members

=]

commission and secure funding to meet prioritised assessed need;

formulate contingency and crisis plans;

be responsible for maintaining a current risk assessment document and risk management
plan;

1 maintain contact with the service user;

provide a point of comict with the service user and carers, and to be responsible for
sharing relevant information with carefs.

Current Policy 2011/2012

The Independent Investigation Team could not access a policy for the periods between June
2007 and June 2011. However thisra current policy in place that takes into full account the
national changes made to the Mental Health Act in 2007 and CPA in 2008. The Independent
Investigation Team is confident that in the intervening years the Trust CPA policy was robust
and followel the precedent of predecessor documents. All policies examined as a part of this

Investigation were deemed to be of a good quality and fit for purpose.

13.1.42. Findings

13.1.4.2.1Prior to the Deathof Mr. Y Senior

Roles and Responsibilities

The Incependent Investigation Teameviewed documentation contained within tG&
clinical record and a priout from theTrust electronic EPex recordelectronic record)T his
Investigation was not able to access a full set of CPA documentitwas evidenfrom the
extant clinical record, and from the findings of the Trust Internal Review (2004), that
following the GP referral in March 2003 Mr. Y was initially allocated a Key Worker and that
he was not placed on CPA at all at this stage despite his préseradatl assessed clinical
need.The documerd that were available identified that Mr. Was placedon Sandard CPA

309 Policy and Procedure for Effective Care Coordination June 2A2@e2007. PP. 189
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(probably by default)and that a Day Hospital worker commenced CPA documentation

sometime at the end of July/beginning of August 2003.

A Community Psychiatric Nurséoecame involved with the case at the instigation of
Consultant Psychiatrist 2, and whilst she was not formally allocated to M ¥he received
the referral (in accordance with Trust Policghe becaméis de factoCare Coordiator
(Care Coordinator 1) from30 July 2003until some time after his admission to the Scott
Clinic following the killing of his fatherlt appears that no handover took place between the

Key Worker and Care Coordinator 1.

Neither the Key Worker nor Caf@oordinator 1 appeared to take an assertive stance in the

roles that they filledvith regard to the Care Programme Approait it was evident to both

the Trust Internal Review (2004) and the Independent Investigation Team that neither
individual was ablée o0 Oembr aced t heifil aoK eofi noweéeirealclonma

[ whi ch] led to a disjointed, in3&°omplete and

Care Coordination

The CPA policy for this period was not available to this Investigatimwever basedn
national thinking abouCPA atthis time Mr. Y shoud have been considered elgjible for
Enhanced CPAthe reason for this being that he hadevere mental illness in the form of a
newly diagnosed Schizophrenitor which he refused to takenedicatio.. This was
compounded by the fact that he refusedengage with services on a regular basid this
was contributingo a steadydeterioration in his mental stat®ir. Y required a regulanput
from many members of theaultidisciplinary team and it wa recognised for at least six
months prior to the kiling of his father that a skilled and consistent appmwaald be
requiredin order to build a therapeutic relationship with f@nd ensure adherence to the care
and treatment plan that he needddd Mr. Y been placed on Enhanced CPA at the outset he
may have been perceivday the treating teams requiring a more assertive approach in

keeping with his presentation and assessed need.

Neither the Key Worker nor the Care Coordinator appeared to havedvaikh the Care

ProgrammeApproachin the spirit of either Trust policgr national policy expectatioCare

310 Trust Internal Review (2004) P.29

163



Mr. Y Investigation Report

Coordination is about ensuring that assessment, care planning, monitoring andoiew

on a regular and systematic basi€PA requires the Car Coordinator to ensure
communication takes place between members of the treating team, the service user, and
where relevant, the carer. Care Coordination should ensure that assertive and timely action is
taken when a service break dorsin ardemtd emdure bffeciivet h b
interventionfollows in accordance with an explicit and pagreed planin the case of Mr. Y

this did not occur.

Documentation, Assessment and Care Planning
The extant clinicarecord for the period between 20@8d 2004 is now incompletd he
Trust Internal Review (2004) into the care and treatment that Mr. Y redened that the
documentation available to its investigation, whilst extant, was poorly exedatées
howeverbeen pasible to ascertain some facT hese are set out below.
1 1 August 2003.A Standard ECC assessmemés conducted by a worker at the Day
Hospital The assessment documentation was not complsted. Y O6s mot her ar
were not involved in this review. The documentation dobat hs mother did not believe
he was unwell or that he needed the prescribed medication. The Effective Care
Coordination Documentan statedu n d e r OFami | ihGar sroughit evand
offered. The ri sk assessment documennt (ndudinger 6 C:
any disagreements) statédé [ Mr . not vantdisoneother involved ioare plan so
opinion not souglat.
1 18 August 2003 A risk assessment was completed by Care Coordindtlotving Mr.
Y6s discharge f r.®mthi$ dcasnll avgs ndien shat iMtr. &' lhad
paranoid ideas about his neighbours and his farhilg.psychosis was assessed as being
untreated. Mr. Y did notign this document; the reason giMegingthat it was feared Mr.
Y would disengage if required to do so be@ao$ his paranoidt wasalsorecordedié
[Mr. Y] doesnot agreethat there are risk indicators>!* The care plan stated that Mr. Y
was to be invited to meet with Care Coordinator 1 at Moss House once a week and to see
Consultant Psychiatrist 2as necegsar |'t was al so noted that M
confirmed, that his mental state needed to be stabilised and his medication regimen

accepted by him. The contingency/crisis plan was for Mr. Y or his carer to contact Care

311 GP Record P49
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Coordinator 1, the Crisis Teaar the GP. He was also advised to visit the Accident and
Emergency Department if in crisis.
1 20 August 2003.6 Ef f eGCare iCoorlination MultidisciplinaryTeamAs s es s ment 6
documentation was partially completed on this day.
1 31 October 2003.Consultant Pgchiatrist 2 and Care Coordinator 1 visited Mr. Y at his
home. There had been significant concerns about his deteriorating mental lsisatasit
also served as a CPA revielt.was noted that Mr. Y was not taking his medication and
that urgent talkinghierapy should be made available to horhelp him with his anxiety
and paranoia issuedt was decided thathe 18 August 2003 care plan required no
revisions. It was also recorded that Mr. Y was nainsidereddetainable at that time
under the Mental Héth Act (1983). Due to Mr. Y being highly paranoid it was advised
that he needed to be approactied er y carefully and tactfull

hi m?2o

The Independent Investigation Team concurs with the findings of th&t Internal Review
(2004 which identified the following findings:
1. there was a focus on assessnather tharireatment;
2. documentation was not completed and processes did not follow the Trust
requirements for fective CareCoordination
3. the treating team did not understand Trpslicy and procedure regarding CPA and

thei management acareangtte@mentiofrpatiedisf

The Independent Investigation Team found thatgdreeralquality of the Care Programme
Approach offered to Mr. Y to bef a poor overall standards a basic minimum care plans
should have been developed to address:

medication non compliance;

service user non engagement;

mental health deterioration;

service user and carer education about Schizophrenia;

a detailed contingency plan;

= 4 4 A4 -—a -

a crisis plan.

312 Trust Internal Investigation Report (2008)17 and GP Record PP. 423
313 Trust Internal Investigation Report (2004) P. 17 and GP Record P. 29
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Assessment and care planning were superficial and didionfatr enough to provide Mr. Y

with the care and treatment that he needed. Contingency and crisis planning were, in practical
terms, absent and consequently the treating team spent six months tilgjlmarer how to

engage Mr. Y when a clear planning process could have specified when a Mental Health Act
(1983) assessment was indicated, who should coordinate the process, and how the process

was to be managed.

Summary

It was evident from examining therust EPex record thatCare Coordinator 1 and other
members of the multidisciplinary teaattempted to visit Mr. Y on a regular basis. It was also
evident however t hat Mr . YOs ment al stat e

approach was needdche was to receive the care and treatment that he needed.

Witnesses told the Independent Investigation Team that Mr. Y had a presentation that made
them feel uneasy when meeting with him in his home. It is evident from reading the clinical
record that ti was decided that Mr. Y needed to be approached in a sensitive nignhiser.
factor may have contributed to members of
arms lem gt h o . Ho we vselro utl di sh afvaec tbhoeren consi der ed

potental risk and the plan that would be required to manage it

There are four significant findings:

1. Mr . Y6s presentation indicated that he
would have been commensurate with his presentation and assessed need,;

2. clinical assessment, care planning and case management strategies were under
developed and did not meet the requirements of the Care Programme Approach;

3. roles and responsibilities were not made explicit;

4. the CPA process took plasgithout an appropriate overardg managemenplan
which could have ensured a more sfoeted and timely intervention once it was

apparent Mr. Y required assessment under the Mental Health Act (1983)

13.1.4.2.2Prior to the Death of Mrs. Y Senior
Scaott Clinic
The Trust provided thignvestigation with the Effective Care Coordination piedor both

mainstream and forensic services, both were due for review in(@@83 2006007 for the
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general CPA policy and 206007 for the forensic CPA policy}* These policies covered
some ofthe time Mr. Y was an inpatient at the Scott Clinic. The Independent Investigation
Team did not see a CPA policy which was current at the tirheiok mal¢ath.e r 6 s

At the time Mr. Y killed his mother in March 2010 the new national CPA guidance of 2008

had been issued. This guidance reduced Standard and Enhanced CPA to one single level to be

applied only to clients requiring more complex care plans. The new guidance explicitly
spelled out the type of service user whowt be subject to the new CPH addition it

more specifically defined the roéexd competencies expected from Caooi@inators

Roles and Responsibilities

The presence of Care Coordinator 1 during CPA reviews at the Scott Clinic is recorded
within the Effective Care Coordination docamationbetween February 2004 arnde 6
January 2008 Whilst it is not clear when Care Coordinator 1 left the employ of the Trust it
was probably within s ntothsm8cattChng, adér présencat Y 6 s
CPA reviews was recorded error. This means that Care Coordinatowas nofacting as a

Care Coordinatofor the majorityof this period

The Care Coordination process did not for the most g@ptear to have a designated Care
Coordinator. The Independent Investigation Team wisdaringinterviews with withesses
that the Care Coordinator was Consulf@sy chiatrist 1 at the Scott Clinic. This Investigation
was also toldthat CPA meetings were highly collaborative and collegjatvith each
multidisciplinary team member able tgoegss their views and influence the CBgsessment
and care planThe Independent Investigation Teamakes the observation that this is good
practicehoweverCare @ordinationcomprises specific set of responsibilities that supports
the managementf a collaborative plan of car&Responsible Consultants do not typigafike

on the role of Care @rdinator, as they have specific responsied both in relation to the

service usero6s treat ment(1983laadi2007)la additiontheye Me n 't

areunlikely to have the time to comntib both managingnd coordinatingheinputsof other
disciplines and agenciesor spend the required amourdf time with the client.The
Independent Investigation Teamwas told during witnessnterviews that Corsultant

Psychiatrist 3vas thede factoCare Coordinator for all his patients in the Scott Clifiwst

314 Effective Care Coordination policies (2006)
315 Trust Record PP. 32344
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CPA policy for 20062007 stated that Gener al |y t he Care Coor di

a community team best placed to fulfill the responsibilitiethe rdeo. 316

Care Coordination

Taking the above points into account, iurdikely that Consultant Psychiatristw@as able to

fulfil all of therequirements of CPAI hese requiremenisclude

)l
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regular communication and consultation with carers amilfa members the forensic
servce CPA policy 20052007 stated that relatives and carers should be able to have
reasonable access to the Gaomordinator within office hours

regular communication, consultation and rapport building with the service user;
multidisciplinary risk assessment and management planning;

care planning and care plan monitoring and review;

liaison and coordination within the treating team;

communication, consultation and liaison with other agenciespgrgary care, Ministry
of Justice, Housing, Local Authority;

commission and secure funding to meet identified needs;

coordination and management of Section 117 requirements;

development of care plans prior to a Mental Health Tribunal,

CPA documentation development and maintenance.

When Care Coordinator 1 lefhe employ of the Trust it wasot clear why the Community
Mental Health Team(CMHT) did not replace her with another member of staff. The

Independent Investigatioheam was uable to ascertain the reasons for this not hapyetti

is possible thatheCMHT withdrew as Mr. Y was being treateda tertiary forensic service.

However it was evident t hat Mr . YO s rehabi

an early stagand active Care Coordination shotlgve been paof this processT he extant

forensic CPA policy (2002007) did not provide detailed guidance with regard to how the

interface between a CMHT and forensic inpatient service should be managed form a Care

Coordination point of view.

Consultant Psychiast 3 continued in the role of Care Coordinatorunth e p oi nt of

discharge from the Scott Clini€ive days before the discharge a Care Coordinator appears to

316. Effective Care Coordamtion policies (2006)P. 17
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havebeen allocated from thé=orensic Integrated Resource Tedangnsic community tean

There is no record of this person (Care Coordinator 2) having been part of any preceding
Effective Care Coordination reviews or discharge planpingcessesCare Coordinator 2

was not able to meet with Mr. Y prior to the disarge taking place and wasitherable to
discuss the role ofhe Care Coordinator with himt was not good practice to leave the
allocation of a Care Coordinator so late in the discharge process. Mr. Y was about to
experience a significant milestone in his care pathway and tloslcsthave been Care

Coordinated by a person who knew him well.

Documentation, Assessment and Care Planning

The Independent Investigation Team hsmen records relatingp sevenEffective Care
Coordination reviews betweehe dates of the 23 March 20041V November 206, allof

which took place during M The revietv slognentatien ini n t h

each case consists:

alist of who was involved in Mr. Y&s care;
a list of who attended the meetings;

care plan red@w documents;

healh and soial care needs assessment documents;

risk assessment documents;

action plan documents;

= =/ =2 4 A4 A -2

notes on Mr sYiéws on his caror five of the reviews only.

On the face of itthe CPA documentation looks to have been developed in keepinghath t

Trust Effective Care Coordination policynsofarasall of the requisite paperwork is present

in the inpatient recordHowever on closer examination it becomes evident tletontent of

the Care Coordination documentation does not change a gredraleabne review to the

next and that much of the text has been cut and pasted from one review to .aAother
particular example of the O6cut and pastebd a
the recurrent mention of Care Coordinator 1 being pres#ntCPA meetings for
approximately 18 months after she had ceased to be employed by theOthestexamples

include text boxes for care planning, risk prevention and risk management strategies

remaining fixed over time. Whilst this could deu e t osmbhtal stat¥ Gemainirgjable,

317 Clinical Record$P.3,4, and 5
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it could alsobe evdence of a treating team which was not workanthin the true ethos of

CPA and that consequently documentation was not being reviewed in a dy namic hhasner.

of particular note that the CPA documemiatdeveloped for both the pre and post discharge
reviews contain unchanged text from previous CPA meetings to the extent that it is difficult
to detect any changes to the management plan brought about by Mr. Y reaching a significant

milestone in his carpathway.

Theoverarching CPAp I an i n the early stages was focu:
initially disturbed behavior, the establishment of his treatment regimerthangrovision of

anin depth clinical assessment. It was evident to the led@ent Investigation Team that

detailed assessments were conducted by several members of the multidisciplinary team.
Whilst some of them wereaf from timely (the Psychologgssessmendid not occur until

September 2004he work was significant. It can ehefore be seen as a missed opportunity

that these assessments and recommendations did not frame the focus of the Care Programme
Approach and that these assessments appear to have influenced the CPA in the most

superficial manner only.

As time went on tlcare planningocus became more orientatesdviaddsi mp r ovi ng Mr .
soci al skills in line with the Clinical Psy
focused upon increasing levels of escorted leave from the ward and activities off the ward.
Care plans were supportive of Mr . YOs pref
develop coping skills by incorporating exercise such as running into his daily routine.
However the care planning process failed to consider systematic interventidns an
management strategies arouddntified potential areas of risknd care and treatment need
These areas were identifiedthe CPA documentaticas being
1. thecontinued risks presented by Mr. Y to his mottiee to identified family dynamics

issues
2. MrrYés ongoing ambivalence regarding his mec
3. Mr. Y6s | imited connection with his own fe
4. Mr . Yoés | i mit ed andrefusato engagenn tlte CRApsocesd | nes s

The CPA plans in the extant documeimn record statements suax

M " Review his ment al state
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Unescorted leave in community
Medication

Engage in gym and other activities
Psychological assessment

Build therapeutic relationship
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Occupational Prher apy inputo

The problem with this approach tikat the plangppear to have been comprisecdasmple

I i st of 0 st aGThandang did nat fset duh &neowetarching aim or a set of
objectives. These simple lists did not set out the required interventions and neither did they
set out the méiod for review. This is a significant omission. The Independent Investigation
Team speculated that the treating team appeared to have mistaken activity for meaningful
intervention. The clinical record doem® not
how it was reviewed. It would appear that the care plan was not reviewed against a clear set
of objectives and therefore it is difficult to see what change, if any, the treating team thought
they were effecting. This is of particular significance intthe. Y remained unengaged with

the CPA process for a great deal of the time, remagwdative and withdrawrlt is difficult

to understanch ow Mr . Y 6 snproven nwiilsttai thien Scott Clinic as the CPA
documentation remains relatively static oweme providing no details about his actual
progression. Théndependent Investigation Teawas left with the impression that Mr. Y

may not have changed substantially and that it was the perception of the treating team that

changed with regard tothesignit ance of Mr. YO&s probl ems.

Whilst an inpatient at the Scott Clinic Mr. 8d not attend hi<CPA review meetingsthe
only exception to this being the pdéescharge meeting held on the 27 November 2006. For
the first threereview meetings(22 March 200422 April 2004,and 4October 2004Mr. Y
refused to sign the reviedocumentatioror engage with the process at alremains unclear

as to how Mr. Ywas involvedin his care and treatment and whoaitfyone,discussed his

Care Programme Approach withnhi

Mr . s mbther and aunt are recordedasbeingpresen for the first two CPA reviews, but

that they did attend the last five.n@reis howeververy little evidence of theiactive

318 Trust Record PP. 27311

171



Mr. Y Investigation Report

involvementin these reviews. In most instances they are noted hajpey withtheprogress

made That they were invited and attended the reviews is good practice, and the Scott Clinic
is to be commended for this. Ith®@weverunfortunate that more does not appear to have been
made of this opportunity. A review with myile professionals can be quite a daunting
experience, and it may be difficult to express ones views or concerns. There is no evidence of
the mot herds views being sought out side of
evaluate whether she founket review process helpful. Furthermore the recognition of her as

a pag victim, and potential future victimsinot acknowledged beyond a superficial lenel

the CPA assessment, care plarrisk documentation. This wassignificantomissiongiven

his index offenceand should have been addressed.

A pre discharge Effective Care Coordination review was held on the 27 November 2006. A
gradual transition to community accommodation was plarinédn  tofetmeonys of Mind
difficultiesd.®*® A post discharge Eéctive Care Coordinatioreview was to be held if Mr. Y

achieved his conditional discharge.

Mr. Y was conditionally discharged from his Section 37/41 on the 15 December/A00ts

stage Mr . Y was al | oes easemallThereois nGaderee Wdtuondhed i n a't
CPA recordto suggesthat the terms of the conditional discharge were incorporated into an
ongoing care and treatment management plan. The post discharge review meeting held on the
25 January 2007 did not appear to consider the iafjdics of the terms of the conditional
discharge and there is no written evidence to suggest that these conditions were incorporated
into the Care Programme Approach. The extant documentation of the post discharge review

is virtually identical to that of ge discharge reviewnd it is evident thathenineterms of the

conditioral discharge were not addressed.

It is a fact that Mr. Y was discharged form the Scott Clinic in December 2006 without ever
having met his new Care Coordinator, with no financasedoout, and medication for a
single day only At this stage Mr. Y had not been registered with a GP and therefore his
prescription could not be issuetid neither could any sick certificate notification for finance
benefits It was not good practice ahe point of such a significant transitido have

overlooked such fundamental badiailding blocks of care provision. This is additional

319 Trust Record P. 224
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evidence that demonstrates a robust Care Programme Approach was not ih plasebe
noted however that Care Coorch at or 2, who was new to her
Coordinator, diligently visited Mr. Y several times a week during the first six weeks after his

discharge to retrospectively put key interventions in place. This was good practice.

Community Care Post Discharge from the Scott Clinic

Roles and Responsibilities

Mr. Y was conditionally discharged from the Scott Clinic under the care of Consultant
Psychiatrist 3vhowas also the Responsible Medical Officer. The Social Supervisor had been
involved with Mr. Y tlroughout his time as an inpatient and could provide continuity of care.

Care Coordinator 2 was new to the case and entered the CPA process at a late stage once Mr.

Y was at the point of leaving the Scott Clinic for a placement in the community. Once in the
community Mr. Y6s ongoi ng c arfa, and mahitotedbyg at me n |

this multidisciplinary o6triad?o.

Each member of this &6tri add Putndhe mostrsimplecofi | ar r
terms; Care Coordinator 2 was ressinle for all aspects of Care Coordination (these have

been set out above). The Responsible Medical Offmed Social Supervisor were
responsible formplementing and supervising the plan around the conditional discharge. The
Independent Investigation Treafound it difficult to identifyh o w t h idschaygedhaira d 6

roles and responsibilities in a systematic and effective maeapecially when the absence

of any systematic planning was evident

It was clearfrom reading through the CPA documentatjproduced on the 11 January 2007

that a huge reliancé o r Mr . Y6s ongoi nwas tobe@Ecedoupan hig and
supported living arrangementat Imagine. The responsibility for ensuring that Imagine

received a detailed handover and specific péating to the implementation of the terms of

t he conditional di scharge rest edwauldappeart he c
that in the absence of any coherent, written plan that this was not achieved effectively. This
finding is suppord by the fact that the workers at Imagine when interviewed by this
Investigation expressed confusion when discussing roles and responsibilities in relation to the
terms of the conditional discharge. They also expressed a degree of confusion as to what all

of the terms and conditions actually were.
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At the point of Mr . Y 6 s 2006 iit was fagieedytbat thenCare h e 2
Coordinator would visit him once a week, that the Social Supervisor would visit him every
two-threeweeksand that ConsultarfPsychiatrist 3 would meet with Mr. Y every fesix

weeks*? Eventually thislevel of contact frequency was to decrease to a once weekly visit

from either his Care Coordinator or Social Supervisor who each alternated -oveaky

basis.

Care Coordination

It became evident at interview that neither Care Coordinator 2 nor Care Coordin@tbo 3,

took on the case in April 2009) , me t wi t h
Investigation Team was told that the ongoing liaison with, and suppdvtrg,Y Senior was

the role of the Social Supervisor. It was evident that the terms of the Conditional Discharge

as they related t o tvweenad ehsadred todd parMaf theCdré s ma
Coordination roleMrs. Y Senior attended the Effiéve Care Coordination Reviews whilst

her son remained an inpatiertt the Scott Clinic. Following his discharge she ceased her
attendance. There was no explanation given to the Independent Investigation Team as to why

this was the case and consequentlisMY Senior was effectively excluded from the process.

Both Care Coordinators described ongoing liaison with Imagine, which took place on a
fortnightly basis and occurred prior to the pegranged meeting with Mr. Y himself.was
evident that the GP & communicated with on a regutesis;however this communication
regarding Outpatient and Effective Care Coordination Reviews appeared to be made by

Consultant Psychiatrist 3.

The relative absence of CPA documentatiorade it difficult for the Indepement
Investigation Team to understand how Care Coordination was managed. Significant issues
regarding Mr. YOs accommodation and Support
l nvestigation. These issues | ed habdischdige. br e a
Had Care Coordination be more robust then these shortcomimgy have beeprevented.

These issues are examined in full in the Housing Subsection 13.1.9. below.

320 Trust Record PP. 17300
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Documentation, Assessment and Care Planning
Throughout Mr . agvi@he was acknewledgedt ak beihgsubject to Enhanced
Care Programme Approach (the new single le¥eCPA post 2008) and had a multiagency

team involved in his care.

Unfortunatelythe Independent Investigation Teaould not bgprovidedwith copies ofa full
set oft he Trusto6s <cont emp or aaocaneentaion foothieEeriod r CP .,
(despite the T rSuppdrtidgdochnmestary ewderfassrtdkesifiom the
Imagine records, the GP records ahd Trust Internal Rview (vhich clearly had access to
the full records for this period)Evidence was also obtained from witness intervidtwsas
however possibladentify that eightCPA reviewstook placeduring this period of time
These reviews took place on the following dates:

11 January2007

19 April 2007

1 November2007

3 April 2008

18 SeptembeR008

2 April 2009

24 Septembe2009

11 March2010

= 4 4 4 A -4 - -

Full review documerdtion was only seen fdwo of these reviewsvithin the extant Trust
held record11 January 2007,7 April 2007. Detailsof the other revieware drawn fronthe

Imagine and Geld records

Where CPA documentation is provided, the full range of foransl documents are
completed The careplans provide a clear lisof the areas of care and risk management to be
provided, ad early warning indicators and contingencies to be enacted in the @vant
emergency.This was identified by the Independent Investigation Team as being good
practice.Unfortunately the format that the care plans and risk management strategies take
remei n t hat of O0st at e meomprehensivbreakdowinefthepedfi@at her
interventions requiredThe specific problems regarding assessment and care planning are

examined below.
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11 January 2007.An Effective Care Coordination post dischaf@A review was held on

this day.The Independent Investigation Team were concerned that the post discharge review
commenced on the 11 January 2007 remained substantially unaltered from the pre discharge
review. It was recordel Poor t h e or yongoing. Staffeddcconsnedatierswhich

is able to provide support and monitoring. Monitoring and supglerough Conditional

%21 No detailed plan of intervention was developed and it was unclear who was

Discharge.
going to be responsible for interventions asdpervision and how these were to be

monitored.

19 April 2007. Mr. Y was present at this review. He did not express any concerns and was
happy with his current placement H23 Moscow Drive supported by Imagine. His mental

state was noted to have renerstable, however he had developed a routine which was quite
isolative and was spending quite a lot of time on his own. There were no revisions made to

the care plan and the CPA documentation remained largely unaEsey clinical record

entry made bypoth Care Coordinator 2 and Social Supervisor 1 between the 11 January 2007
and the date of this review commente® on th
the 13 MarctBocial Supervisor 1 wrotein the CMHT record that fedt uneasy about Mr.

YO6s 1isol atiilonf eeend htehatt i | | presents a risk i

322

them build up until its too lage “““ There is no evidence to suggest that these concerns were

discussed at this review meeting. It would have been gootiqeréar a specific care plan to

have been developed at this stage to address this issue.

1 November 2007The main points of th&ffective Care Coordinationd¥iew held on this

date were:

T AaTo continue I|iving at Moscow Drive 24hr s
1 To se CPN for arranged appointments.

i To see Social Supervisor for arranged appointments.

1

Acass to 24hr crisis intervention

No changes were identifigw the care plaﬁz.30n the 21 November 2007 Social Supervisor 1

visited Mr. Y at123 Moscow Drive He appared to be progressing as usual. She however

321 Trust Record P. 178200
322 CMHT Notes Post Discharge P. 5
323 GP Record P. 101 and PP. 2287 and Trust Reord PP. 205
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recorded thati | still worry that i f he was experie
them with anyone. This to me is parttohe ongoi ng r i08%t iswnclean  é [ M
whether or not she expressee@gsh concerns at this review meeting or at the next meeting on

the 3 April2008 Whether she did, or whether she did not, her concerns were not recorded

within the CPA documentation and did not i nf

3 April 2008. Mr. Y attended for his routine Effective Care Coordination review with
Consultant Psychiatrist 3. It was recorded that Mwas meeting witlinis mother every six
weeks and was commencing self medication. The new Social Supervisor (Social Supervisor
2) met with him every fortnight. No concerns had been expressed by the staff stoscow

Drive. It was recorded that Care Coordinator 2 was now visiting Mr. Y on alternate weeks to

those of Social Supervisor 2.

The Care Plan was reviewed; it noted the following

1. Signs of relapse: feeling that he is being talked about, being irritated by those around him,
and feeling tired.

2. Crisis Plan: this would comprise an early review by the Care Coordinator/Social
Supervisor and Consultant Psychiatrist 3. A crisis situationld also require increased
support and a review medication.

3. Contingency Plan: this was to admit to the Scott Clinic.

4. Summary of Risk I ntervention: Mr . YOS ment
also recorded that Mr. Y was living in 24 howpg orted accommodation and that he was
receiving weekly support and monitoring of his mental state from the Scott Clinic.

5. Medication: Mr. Y was taking Olanzapine 10mg at night which was being prescribed by
his GP(he was about to commence his se#dicaton regimen)

6. Plan: Mr. Y was to see Care Coordinator 2 fortnightly and Social Supervisor 2 fortnightly
on alternate weeks. Mr. Y was to continue to see Consultant Psychiatrist 3 every three

months and for his case to be reviewed on-awirthly basis?

The Independent Investigation Team would have expected to see a médicinegement
plan in place for Mr. Y as he commenced his-gaidication regimen. This wassignificant

omissionas norcompliancehad been identifiechs being a significantisk to ay future

324. CMHT Notes Post Discharge P. 59
325 GP Record PP. 997
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relapse of hisnentalillness.Another factor that appears to have been overlooked was that on
11 February 200&are Coordinator 2 visited Mr. Y at Moscow Drive. Imagine staff said that

Mr. Y was becoming more isolative and they would attempaddress this with Mr. Y and

try to negotiate specified times when he would spend time with staff and other rediflents.
Once again this issue was known to a member of the treating team, and once again there
appears tohave been no attempt to assertively agenthe situation by qualified

professionals

18 September 2008No changes were made to the CPA documentation. The letter sent to the
GP stated that Mr. Y was making progress and that no problems had been identified.

2 April 2009. No CPA documentatiorexists for this review. However a letter to the GP
stated that Mr. Y was making progress and that there was no change to his condition. It was
noted that Care Coordinator 2 was leaving the team and was being replaced by Care
Coordinator 3Care Coordinato3 met with Mr. Y every two weeks to monitor his mental

state.

24 September 2009An Effective Care Coordination meeting was held prior to Mr. Y being

moved fom 123 to 133 Moscow Drive. The Independent Investigation received no
documentation fothis review, but it was apparently recorded brief letter was written to

the GP stating that Mr . YOs waul Havefianuu cWwa g h e u ¢

s a mlevel of support athe new accommodaticty’

The Independent Investigation Team cannot knath wertainty whether or not a care plan

was devised around this move as no documentation exists. However it would appear that Mr.
Y6s v i shoth GareGQoordinaior3 and SociaBupervisor 2 remained at the same level

of regularity and that no additiahinputswere consideretio support Mr. Y athis significant

milestone in his care pathwayhis is a significant omissionas Mr Y6s ri sk asses

citechange to his environment as being a potential factor for relapse.

11 March 2010.ConsultanPsychiatrist 3 wrote to inform the GP that Mr. Y had attended for

his routine CPA review. The meeting had also been attended by a worker from Imagine and

326. CMHT Notes Post Discharge PP .-58
327. GP Record PP. 666
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the 6Bridge Buildero6 from | magine. The Soci a
meeting vas to try and move Mr. Y into a more independent mode of living. He was
maintaining his flat and was reported to have good daily living skills. Mr. Y was continuing

to receive support from his Care Coordinator. The plan was to review Mr. Y iArtoredns

time on the 24 June and the next CPA review was scheduled for the 23 Segtémber.

No CPA documentation exists for this review. The Independent Investigationfd@achthe
lack of thisclinical record to be of gve concernlt is apparent that a significeamount 6
work was &ot to move Mr. Y from 133 Moscow Drive to an independent Tidtere is no
evidence of any care plan to support Mr . Y
growing anxiety as a second move within a-menth period wadeing pursued on his
behalf. The paucity of the extamtust clinical record is unfortunate on two counts:
1. it is not possible to know with certainty how the Care Programme Approach was
supporting Mr. Y at this time;
2. it is not possible to understand whiaency was leading the pursuit of the move for Mr.
Y to access morimdependent accommodation.

At this stage it would appear that the Care Programme Approach and Care Coorgeeration
sefailed to ensurdoth theclarity of inter agency communication andordination and the
support of Mr. Y It must be noted however that Care Coordination was not the only
mechanism that failed to operate at this stage. The terms of the conditional discharge were
not being supervised appropriately and thisction did no fall within either the role or
responsibility ofthe Care Coordinator.

131.43. Conclusions

13.1.4.3.1Prior to the Death of Mr. Y Senior

The Care Programme Approach was implemented in a superficial manner. This ensured that
Mr. Y was not appropriatg assessed and no effective intervensiamereeither identified or
delivered. The failure to develogpdetailed cotingency and crisis plan meatftat the treating

team spent six months deliberating abadiat to do rather than making certénat asseive

action was taken which ensured Mr. Y obtained the care and treatment that he needed. The

Independent Investigation Team concurs with the conclusion of fili& Internal Review

328 GP Record PP. 661
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(2004) whichsaidihad these protocols beeh, aplpémneMr co

care and treatment couldave been improved and enhanz&t?

The Independent Investigation Team also concluded hiedfailure to implement approate
CPA resulted ina si gni ficant del ay to Mrd.thsYdys psy.
ultimately have led to his illness becoming more intractable in the years that were to follow.

13.1.4.3.1%Prior to the Death of Mrs. Y Senior
The Trust |l nt er nal Review (2010) did not e X
lens of the Care Programmg proach and so it is not possibled@omment upon either its

findings or conclusions for this particular Subsection.

Scott Clinic

The Independent Investigation Team concluded thatCare Programme Approach was not
implementedn the true meaning of ehguidancewvhilst Mr. Y was an inpatient at the Scott
Clinic. The de factoCare Coordinator, Consultant Psychiatrist 3, was unable to dlllfif

the requirementghat the role necessitatedWhilst documentation was completed it was
evidentthata O o0dt past ed aftengakeo wieteupenalimical information was
replicated from one document version to another with no evidence of either review or

reflection having taken place.

A close examination of the clinical record shows that numerous samseets took place,

however these assessments did not evolve into detailed care and management plans.
Nonetheles©ccupational Therapy worked with Mr. Y in a useful manner to develop both his

social, and activities of daily living, skills. Attempts werecalmade by the Senior
Occupational Therapist to wor wi t h Mr . Y on nhiés. TeBip@wsr y o
provided by Occupational Therapy was significant, but this is the only example of any
consistent therapeutic inptihat Mr. Y received wilst at the Sott Clinic. However ithas to

be noted thaeventhis input was delivered in the absence of a structured care plan that
identified treatment aims and objectives.

329 Trust Internal Investigation Report (2004) P. 17 and GP Record P. 29
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It is difficult to understand dw the Care Programme Approadteeted any therapeutic input
from the ward nursing staff. The nursingcord offers few examples of any care planning
aside fron some rudimentarycavities of daily living and medicinemanagement planlt is
far from easy to link these plans to the Care Programme Approach Rewewsither is it

possible to track the implementatiand review processesay, whichensued.

The allocation of a communitp ased Care Coordinator occurre
conditional discharge from the Scott CliniEhis allocation should hataken place, at the
| at est , at the time Mr. Y6s discharge was |
apparent afterthought that it seemingly wasis lack of timely allocation would have
contributed to the poor levels of discharge planning tbecurred both prior to, and

I mmedi ately after, Mr. YO0Os departure from tfF

Community Care Post Discharge from the Scott Clinic

The extant Care Programme Approach documentation for this period is sparse. However the
extant Trust record, isombination with the GP record and the Imagine receviienceshe

fact that the Care Programme Approach existed in name @ahg.plans in the true meaning

of the sense are absent and Care @ination did not take place. Mr. ¥ncountered
significant milestones on his care pathway that were neither recognised nor managed in a

Sy stematic manner.

There is no evidence to suggest that Care Coordinators 2 and 3 actually coordinated the
inputs of either the treating team omny of theother agencies invodd (e.g. Imagine and

Local Aut hority funding depart ment s) to ens
Care Coordinator role appeared more like that of a traditional Community Psychiatric Nurse

in that it appeared to focus exclusively upon mentalestaid medication compliance

monitoring.

On the 27 February 2007 Consultant Psychiatrist 3 wrote tBaheLodgeCMHT Manager
with a formal request for Mr. Y to be accepted onto the casdlbadeason being that it was
thought Mr. Y would progress kder within a mainstream service. The Park Lodge CMHT

accepted the referral andlas happy to place Mr. Y onto the caseload as soon as it was

181



Mr. Y Investigation Report

deemed appropriatiey the Scat Clinic.®* This referral was nopursuedfurtherand Mr. Y
remained with the ForensintegratedResource Teamit is possible thathad this referral

been pursued Mr. Would have been in receipt of a more robust Care Programme Approach
processThe Independent Investigation Team concluded that the Care Programme Approach
was understood poly by all of the witnesses that gave evidence to this Investigation and that
this appeared to be part of the prevailing culture of the ScotcGrvice.

That Mr. Y lived successfully in the community for three years prior to the kiling of his
mothe cannot be denied. It was evident that both the treating team (forensic services) and the
care team (Imagine) worked with Mr. Y to facilitate his rehabilitation and recoltewas

evident from a close examination of the clinical record that visits to¥YVtook place on a
regular basis and that every attempt was made to build a therapeutic rapport with Mr. Y.
However this activity took place in the absence of any systematic planning and interagency

liaison.

The Care Programme Approach is an esserdiatys net of care that is required to be in place

for service users such as Mr. Y. The Care Programme Approach is designed to proactively
facilitate recovery, provide timely intervention in the event of relapse, and to ensure a
coordinated care and treatmieapproach is understood by the service user, carers and all
other professionals and agencies involved with the case. The strength of the Care Programme
Approach is that it provides a systematic and widely communicated care, treatment and
management stragly. The Independent Investigation Team concluded that in the case of Mr.

Y this essential safety net of care failed

management, care and treatment.

1 Contributory Factor Four. It was evident to the Indeendent Investigation Team that
Care Coordination did not work to an optimal level and that disparate agencies and
individuals inputting into the care and treatment of Mr. &ppeared to be workingn
silos to the detri ment dfcareMandireaténs over al |

330 Trust Record PP. 101
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| 13.1.5 Risk Assessment I

13.1.51. Context

Risk assessment and management is an essential and ongoing element of good mental health
practice and a critical and integral part of the Care Programme Approach. Managing risk is
abou making good quality clinical decisions to sustain a course of action that when properly

supported, can lead to positive benefits and gains for individual service users.

The management of risk is a dynamic process which changes and adjusts along the
continuum of care and which builds on the strengths of the indiviskraice userProviding
effective mental health care necessitates having an awareness of the degree of risk that a

patient may present to themselves and/or others, and working p ositivelyhait

The management of risk is a key responsibility of NHS Trusts and is an ongoing process
involving and identifying the potential for harm to service users, staff and the public. The
priority i's to ensure t hat amgedste satequarcethem s er 0
health, wellbeing and safety. All health and social care staff involved in the clinical

assessment of service users should be trained in risk assessment and risk management skills.

Clinical risk assessment supports the provisibmigh quality treatment and care to service

users. It supports the provision of the Care Programme Approach and iscigeanethod

of analysing the service userodos past and cL
professional opinionabo@s si st i ng the service usero6s reco

It is essential that risk assessment and management is supported by a positive organisational

strategy and philosophy as well as efforts by the individual practitioner.

Best Practice in Managing RiglooH June 200 ) s t a positve riskhneahagement as

part of a carefully constructed plan is a desirable competence for all mental health
practitioners, and will make risk management more effective. Positive risk management can

be developed by using a collaborativ appr oach ¢é any risk relate
acceptable if:

it conforms with relevant guidelines;
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it is based on the best information available;
it is documented; and

the relevant people are informad**

As long as a decision is basagon the lest evidence, information and clinical judgement

available, it will be the best decision that can be made at that time.

Effective and high quality clinical risk assessment and management is the process of
collecting relevant clinical information about tekeer vi ce user ds history
presentation to allow for a professional judgement to be made identifying whether the service
user is at risk of harming themselves and /or others, or of being harmed. The assessment and
management of risk shigube a multidisciplinary process which must include where possible

and appropriate the service user and their carer. Decisions and judgements should be shared
amongst clinical colleagues and documented clearly, particularly when they are difficult to

agee.

Mersey Care NHS Trust Policy (June 2009- December 2012)

The Independent Investigation Team was not supmied a clinical riskassessmergolicy
that covered the period prior to 2009. However it was obvious that the June28068mber
2012 poliy took into account all previous national best practice guidandethat it was a

successor document to earlier policies that had also taken national best practice into account.

The policy makesexplicit links between clinical risk assessment and thpddenent of
Health 2007 guidance ¢f which the ceauthor isalso the Truspolicy author), safeguarding
children national and local policy guidance, and Royal College of Psychiatry publications.

Professionals eeling the policy aralso referred to
T "The Ment al Heal th Act 1983 and its amende
1 The Mental Capacity Act 2005 (including the Deprivation of Liberty Safeguards
delegated to this Act under the Amended Mental Health Act 2007)
The respective Codes of Practice of the ablsts of Parliament

1 The Human Rights Act 1998 and the European Convention on Human Rights]

331Best Practice in Managing Risk, DoH; 2007
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I The Violence, Crime and Victims Act 2004
9 The Care Programme Approach
T Al Mer sey Care NHS Trust policies.3320n t he

This policy and procedurestatesthat itiappl i es to al |l practition
Trust, regardless of qualifications and experience, who are required to assess and manage

clinical risks as a part of their duties hether on Trust premises or got>

The Poliy has this toay about risk assessment methodoldgy? o s i t i ve r i sk man
service users will be promoted but only when (i) there is a shared and good understanding of

the risks posed by the service user, (i) when risk can be effectively andetdpeatsessed

and there are the resources to manage the risk and protective factors identified as relevant to

the case at hand, and (iii) where the outcome of assessment and management activity will be

an i mprovement i n t he nknentalheateovermer 6 s qual ity

Risk is an unavoidable component of the life of any individual and it is neither passdre
desirablei to remove all risk from the experience of service users. However, members of the
public have a right to be protectdcbm any significant harm that may be posed by a service
user of Mersey Care NHS Trust, where those rights are legitimately subject to (a) the
limitations of available information and (b) the capacity of Trust staff to aateipften

complex clinical rskd.*%*

The policy stateclearly that risk assessment is integathe Care Programme Approach and
that the general format provided within the policy seeks to enhance and suppwetblicy
sets out five elements that a clinical assessment shivdg smake reference to.
1. A clear statement about the nature of the harmful outcome to be prevented.
2. A brief summary of the risk and related proteetfactors thatre relevant to the harmful
outcome being preventedools, such as the CPA risk assessmeatrecommended, or
fa tecHemeablinwg tool I|ike the START, can b
3. A risk formulation, inwhich the practitioner or multidisciplinary team, provides an

account or explanation for the risks presented by the service user.

332 POLICY AND PROCEDURE FOR THE USEBF CLINICAL RISK ASSESSMENT TOOL® . 4

333 POLICY AND PROCEDURE FOR THE USBEF CLINICAL RISK ASSESSMENT TOOLS,. 4
334. POLICY AND PROCEDURE FOR THE USBF CLINICAL RISK ASESSMENT TOOLSP. 5
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4. A risk management plawill be linked directly to the risk and protective factors used in
the risk formulationi The pl an wi | | provide suggestion:
repair or restore psychologitaland/or physical) functioning. The plan will provide
suggestiongor supervision and monitoring and will identify warning signs of relapse and
suggestions about what might be done if the situation arises.

5. A review of the risk management plan should examine how effectively the risk is being

managedand be outcome based terms of expected levels of improvem%sﬁ’t.

Ri sk assessments were advised at the follow
pointsd include but are not | imited to the f
T afirst referral to secondary ment al heal th

1 re-referral due to a deterioration in mental state
1 on admission into acute inpatient services

1 preleave of absence trip from inpatient services
1 predischarge from inpatient services
1

when mental state or risk management appears to be deteriorating and the corfcerns o
staff about the safet33)9 of the service user

The policy sets out the expectation that a Level One assessment (a-Bfiemibute

exercise) should commence at the point of the initial referral for all service users. A Level
Two assessment (airing more indepth procedures) should take place within one month of
referral, leading to a forntation and risk management plan.L&vel Three assessmefan

in-depth process that may takemst a day to complete) should
risk profile changes in a manner that raises concern.

The policy set out in appendix 1 thelinical risk assessment tools that were acceptable for
use in Mersey Care NHS Trust. The Health of the Nafiailcome 8ale (HoONOSwas not

included on thisis$t.

The Independent Investigation Team found this policy to be evidms®d and of an

excellent standard.

335 POLICY AND PROCEDURE FOR THE USBF CLINICAL RISK ASSESSMENT TOOLSPP. 78
336. POLICY AND PROCEDURE FOR THE USBF CLINICAL RISK ASSESSMENT TOOLSP. 10
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Health of the Nation Outcome Scale (HONOS)

In 1993 theDep art ment of Heal t h commi ssioned t he
Research Unit (CRUJo develop scales to measure the health and social functioning of
people with severe mental illness. The initial aim was to provide a means of recording
progress towards the Health of the Nation tafggt o i mpr ove significant

37 The Royal College Psychiatry states that

social fundbning of mentally Il people®.
i H o N-6eBure is specifically designed for use in health and social care settings such as
secure psychiatric, prison health care and related forensic services, including thosarbased
the community.Parts of the original HONOS can be hard to interpret in secure setiamgs,

this scale meets that neet’° HONOS and HoNOSecure should not be viewed as risk
assessment toofser se.Instead it allows the outcome of clinical risk assemst to be rated

in terms of need for care and need for clinical risk management procedures.

13.1.52. Findings

13.1.5.2.1Prior to the Death of Mr. Y Senior

Mr. Y was first seen by Consultant Psychiatrist 1 on the 28 March 2003 following a referral

to secondary care mental health services by the T31. provisional diagnosis at this stage

wasia psychotic il |l nes*Thegasulantowiotetoshe BRanth® hr e n
4 April 2003 to say that a period of assessment would be required. It wdsahobés stage

that Mr. Y wasnot taking his Risperidon%“.0

Bet ween the 28 March and the beginning of Al
deteriorate and he failed to comply with his medication. The Independent Investigation Team
cannot statevith any degree of certainty what actually occurdeding this period as did

not haveaccess to the Day Hospital clinicetord.However it would appear that Mr. Y did

not receive a risk assessment until the beginning of August 2003 when Care QoorHina

took over the case.

A risk assessment was commenced on the 1 August 2003. There is no extant record of this;
however the Trust Internal Revief2004)report stated that it was not completed. Another

risk assessment wasramenced on the 18 August@ On thisoccasion it was noted that

337. http://iwww.rcpsy ch.ac.ukitraining/honos/whatishonos.aspx
338 http://www.rgpsy ch.ac.ukitraining/honos/secure.aspx

339 GP Record PP. 585

340. Trust Internal Investigation Report (2004) P. 6
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Mr. Y experienced delusions of reference and persecution. It was also noted that he had
paranoid ideas about his neighbours and members of his family. His psychosis was described
as being untreated at the time of #esessment and the diagnosis was not clear. Mr. Y had

some suicidal ideas, but no plans. He also had limited insight into his situation.

It was recorded that Mr. Y had a supportive family and that he was being monitored by Moss
House. The summary of thisk assessment was as follows:

1T "Ri sk of aggilewssi on/ violence

1 Risk of suicidé low/moderate

1 Risk of self negledt low/moderate

1

Other risksi | o w0

Mr. Y did not think he had any risk factors and he did not want his mother involved in a care

planie opinion *hot soughtod.

On the 31 October 2003 Mr. Y was visited at his home by Care Coordinator 1 and Consultant
Psychiatrist 2. By this stage Mr. Y6s ment
within the treating team. This visit also servedaa€are programme Approach revieiv.
Health of the Nation Outcome Scale (HONOS) was completed probably in lieu of a risk
assessment.he following was recorded:

Aggressive 0

Self injury 0

Drinking and Drugs O

Cognitive 0

Relationships 3

Daily living (left blank)

Physical 1

Hallucinations/Delusions 3

Depressed 1

Occupation and Activities (left blank)

Other Mental Behaviour O

Living Conditions 0O

341 GP Record P. 51
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It was noted that Mr. Y was not detainable at that time under the Mental Health Act (1983).
Due to Mr. Y being hghly paranoid it was advised that he needed to be approéched r y

342

carefully and tactflly to build a rapport with himd. ** No revisions to the care plan were

deemed necessary.

No further risks assessments appear to have been undertaken for My .canbe charted

from the Chronology in Section 11 of this rc¢
from the time of his referral in March 2003 to the killing of his father in February 2004.

Y was not compliant with his medication and he engageld mental health services on the

most superficiabasis.During this period it would have been good practice to have ensured

that regular risk assessments were undertaken. It would have been good practice to have
considered undertaking a risk assessmeadhbat the following junctures:

1 at the point of the initial referral to secondary care mental health services;

1 at the point when it became apparent Mr. Y would not take antipsychotic medication;

1 at the point of admission to the Day Hospital,

1 atthepontvinen Mr . YO&és engagement with secondar )
sporadic;

on the allocation of Care Coordinator 1 (this was done)

at the point of discharge from the Day Hospital;

each time clinicians r ecor dementdl Gtae; r concer

= 4 4 -

each time clinicians began to consider the need for a Mental Health Act (1983)
assessment;

M at each CPA review.

It was the finding of the Independent Investigation Team that Mr. Y did not receive an
appropriate degree of risk assessmenwvbeh March 2003 and February 2004. Consequently

no risk management plans weegher consideredor developedThe quality of the Care
Programme Approach provided to Mr.ca¥andas al

treatment was nappropriately assesd monitoredor managed.

342 Trust Internal Investigation Report (2008)17 and GP Record PP. 423
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13.1.5.2.2Prior to the Death of Mrs. Y Senior

Scott Clinic

Mr. Y had eight recorded risk assessments conducted whilst henwgsatient at the Scott

Clinic. Three of these reviews included a H2R (HistoricalClinical-Risk Management 20)

risk assessment during 2006. The relatively late introduction of this risk assessment tool may

have been due to a change in Trust policy and pramssg into beingtathis time. The

HCR-20 tool was designed to be used as a level eweessment by clinicians experienced in

working with individuals who have a history of violefiehaviour. The Independent

Investigation Team notethat HONOS and HoNOSecure weralso used as part the clinical

assessment process.

Recorded clinical riskssessments took place on the following dates (the first assessment is

set out in full):

1. 22 March 2004. On this occasion Effective Care Coordination risk assessment
documentation was used. Some of the boxes ticked appear not to have taken into account
Mr.Y6s presentation i mmediately after admi s
accur at e. The narrative part of the assess
finances and medication compliance.

Key issues were identified as:

1 acute psychosis ith persecutory delusis

1 previous disengagement from mental health services

1 difficulty in gaining compliance with medication

1 possible previous head injury

T financial difficulties

1 previous heavy alcohol consumption

Protective factors were identified as beig:

1 compliance with medication

1 level three observations

1 asecure environment

Short term crisis management options:

1 inpatient admission/medium security

1 medical and nursing care

1 medication

1

level three observations

190



Mr. Y Investigation Report

1 detention under the Mental Health Act (1983)
Long term risk management options:

1 family dynamics

1 personality issues

1 possible head injury

1 psychotic illness issues

Currentrisk was identified as

7 risk of self harm

1 risk of violence to others

What might precipitate further violence was identified as:
1 medcation non compliance

1 acuteiliness

1 alcohol/drugs

1 relationship issues

Observable indicators of repetition of offence:

1 persecutory beliefs

1 withdrawal

1 non compliance

Current risk management strategy:

1 reviews of mental state

1 medication

1 visits to gymallow for further engagements

Mr . Y6s overall ri sk was deemed to be
1 medium to high*

2. 22 April 2004. A risk assessment took place as paraofEffective Care Coordination
review. It was noted that 1:1 observations were being used to undertake assessment and
tomange r i s k. 't was noted that the care pl
presentation, but it appeared to remain the s@ntetal score of 9 was obtained which
indicates insufficient information to make an informed estimate of sevéit§yoNOS
was completedt was as follows
1 AAggressive 4
1 Self injury 3

343 Trust Record PP. 49500 and PP. 560813
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Drinking and Drugs 9 (score should a maximum of 4)
Cognitive 3

Relationships 2

Daily living O

Physical 0

Hallucinations/Delusions 4

Depressed 1

Occupation and Activities 0

Other Mental Behaviau0

= =2 4 A4 A4 -5 -4 -5 -5 -

Living Conditions ©.3*

3. 4 October 2004.As part of an Effective Care Coordination Review a HONOS was
completed with an overall score of seven. A HONOS secure was also completed with an
overall score of 13. The total risk related documentation stéiRtk Management:
secure environment; graded exposure to risk; medication; psycbalp§PECT scan of

brain normab.3*

4. 7 March 2005. The content of the documentation remained virtually unchanged from
that of previous assessments. It was noted that Mr.a¥ settled although he still

remained isolativé?®

5. 5 September 2005.An Effective Care Coordination risk assessment form was
completed.The content of thiform remainedsubstantially unchanged from that first
recordedon the 22 March 20041owever it wasnow recognised that factors leading to
the index offence also included:

acute psychosiand the giving away of his possessions

heightened arousal

disengagement from psychiatric services

difficulties with medication compliance

relationship issues with paran

== =2 4 A4 A -2

suppression of anger and difficulty in expressing and recognising feelings

344. GP Record PP. 290
345 Trust Record P. 458
346. Trust Record PP. 41424
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deterioration in social functioning
lack of routine and increasing isolation
personality issues/develop mental disorder

isolation and withdrawal

= =2 4 A A

previous communication oliis need through avoidance and defianée&Could be

probl ematicé escalating the risk of viol:¢

Mr. Yos overall rid% was deemed to be |low

6. 6 February 2006. A risk assessment was conducted as part of the Effective Care
Coordination ReviewThe CPA and theHistoricatClinical-Risk Management 20HCR-

20) risk assessment tools were usegether for the first time

The Independent Investigation Team noted some significant contradictions when
comparing the content of this document with those previously compifezte included:
1 the HCR20 recorded no history of alcohol abuse, the previous assessments all
stated that there was a significant history of heavy drinking;
T the HCR20 placed a 6?06 by his ability to
assessments had ndtihis as being a problem;
T the HCR20 put a 6?06 next to early mal adj us:s
indicated a developmental disorder;
T theHCR20 put a 6?6 next to compliance wit
this was correct as Mr. Y had noedn on a supervision order, but this was
perhaps misleading as it was known Mr. Y had significant previous

disengagement and non compliance issues when psychotic.

It was noted that Mr. Y had good levels of insight into his illness, but poor levels of
insight into his difficulties, and that it was | i khe Wwould misread social situations and
had the potential to engage in violent behaviour if placed in certain social situations as he

was not able to modulate his reaction to stféss.

347Trust Record PP. 46011
348Trust Record PP. 31322
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7. 24 July 2006. A risk assessment was conducted as part of the Effective Care

CoordinationReview>*

By this stage consideration was being given to moving Mr. Y
back into the community and plans were being developed to facilitatd ttasCPA and
the HCR-20 risk assessmenbobls were used together. The content of theudeentation

remained the same Hsat prepared for the earlier 6 February 2006 assessment.

Pl ans focused around Mr. YOs exrgarventioe r eqgi
(unspecified) were plannedtop p or t Mr . Y6s goals for furt
was maintaining regular contact with Occupational Therapy services. The plan was to

continue assessing Mr. Yods ability *o rec

However these planswereneve devel oped beyond a simple [

Of concern to the Independent Investigation Team was the following work that was
undertaken with Mr. Y on early waing signs self management. MY.0 s coping
strategesit o pr eventur pswagildgoosiinsg rfeotr a wal k; t al k
t o t h e*®!Firstdtiisnaive to state that the above activities could actually prevent
psychotic relapseSecond: Mr. Y had previously when psychdtad ideas of reference

from the radip and when psychotic had killed his father and tried to kill his mother. It

was not perhaps the best advice to support him in maintaining close contact with his
mother if beginning to experience a relapse of his mental illness.

8. 27 November 2006The Effective @re Coordination Review held on this date served as
the pre discharge meeting. standard CPA risk assessment was completed which was
identical to those of a similar kind that had completed at previous reviewkCR-20
was also competed which was goodagpicz. It was evident that whilst the majority of
the entries were the same as those for prewt@R-20 assessmeatMr. Y was nav
beingassessed as having increased levels of insigsties relating to his mothetere
mentionedo r i ef | y u n ceesfidh mMmatherdsthissumviving victim who has been
involved throughout his admission. Home Office restrictions not tavdlion to visit her

~. 352

home address™ Concerns remained regarding Mr. Y 6

difficulties in that he misirdrpreted situations and could act impulsively when he

349 Trust RecordPP. 275311
350. Trust RecordP. 313
351 Trust Record P. 271
352 Trust Record P.225
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perceived a threat against him. He needed to be able to recognise both his emotions and

t hose of others and to develop coping

violence fi a p p e a rbe dery tspecific to the interaction and the dynamics & hi

relationship with his parenés Future risk factors were identified as being:

T

)l
)l
il
il

nRnObservabl e i ndi cweteaecwded ca$ beinge peesécutary beliefs;

withdrawal; non compliance; relationship issues; and physical violence. The plan was to

AMedication non compliance
Acute illness

Alcohol/drugs

Relationship issues

Misinterpretation of social situations armmdf t hr eat .t owar ds

monitor Mr. Y and to provide support and restrict hisvistkg and access

address. Longerm risk as recorded as requiring nursing staffed accommodation which

would be able to support and monitor M3,

s ki

hi

(0]

The risk scenario case management form stated that Mr. Y would be monitored by the

clinical team. Treatment and rehabilitation would be provided at the new placement with

the supporiof the Crisis 8rvice if required. It was also writtéhd et er i or at i on

stae. Changes in physical behaviour to demonstrate anger/haggpimeed to be picked

up quickl

y‘).354 How this was to be achieved, and by whom, was not spediigcas

I

(0]

acknowl edged t hat i f Mr . Y6s ment al healt

severe resulting indeath

355

It was apparent to the Independent Investigation Team thatYNhad been subject to risk

assessment processes throughout his time as an inpatient at the Scott Clinic broadly in

keeping with Trust policy and procedure. There were however some significant omissions in

that Mr. Y did not appear to have been risk assésuntil some four weeks after his

admission, and risk assessment could nottb@ und t o support Mr.

leave arrangements.

353 Trust Record PP. 22229, 232 (241) 250
354. Trust Record P. 250
355 Trust Record P.251
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The Trust Internal Review (2010) into the care and treatment that Mr. Y received made the

following finding about risk assessment and risk management at the Scott Clinic

1.

ASt af f reported t Hfieult to Bead @and runderstapd. Itvwas theid i
impression that he could become easily frustrated if he felt others had misread his
emotional atsatnece . e hiedenowe t o suggest é [ Mr
relationship between this and his mental disorder natfully understood.

Managed risk was too readily associated with the absence of acute mental illhess.

Review Team looked for evidencettfamulation included an acknowledgement of the
relationship between risk and €& [ Mr. YO s |
reflected in his care management plan regarding his return to the community. There an
absence of this kind of formulation the case notes.

éwhen a service user is subject to a rang:é
teams to make sense of the information generated by these assessments. This is known as
formulation. Il n é& [ Mr . Y 6f ormulaticsm exposed Alack st a n ¢
of understanding of the risks é [ Mr. Y] P
which the care team monitored hifrhis lack of understanding did not limit his progress

towards conditional discharge.

[Regarding Theory of Mnd] é Assessments hi ghbut goht e d t
intervention delivered to €& [ Mr. Y] durin
aspect of his clinical presentatién A Clinical Psychologist at the Scott
clinicéconcluded df rlpear tehses dsismemtt uofe @n[ Mr
possible to effect change and théat Mr. Y 6 difficulties most likely predated his
schizophrenia, rather than being a function of it.

éthe |Ilink between Theory of Mi nprobldnesfini ci t s
generali and the violent offences perpetrated against his mother and father in 2004
wer e not explored or under stood. éthe for
understanding of his future risk Yds]hamont h
despite the serious injuries she had previously received.

The r el ev anc ¢meatdl disérdef avid stcorrefafion and consequences to

future risk of harm was not adequately delineated and did not appear to inform future
decision maing towards conditional discharge or subsequeisk assessment and

management>>°

356. Trust Internal Investigation Report (2010). PP-209
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The Independent Investigation Team concurs fully with the findings of the Trust Internal
Review (2010). In addition it must be notiddht significant areasf risk were idenfied with

regard to Mr. Y whilst he was an inpatient at the Scott Clinic. It is apparent that these risk
factors were accepted by the treating team as they were repeated over time in every risk
assessment that Mr. Y was subject to. Hosvethe treating tm did not developthe
identified risk factors into a coherent set of risk managgnplans. There were two stages

regarding risk management that were omitted.

First: thee was a basic lack of formulation around risk. For example there was a fundamental
failure to explore the reasons why Mr. Y killed his father and tried to kill his mdthghort;
there was no evidence to suggddt. Y was understoodny better on the day of his

conditional dischargérom the Scott Clinic, thaonthe day of his admissi.

Second:the response to the identified risk factors washing more than a simple list of

standard actions, mostly relating to informing or contacting people. They cannot in
themselves be seen as comprising an appropriate risk management plararfiple, the

ri sks to Mr. Y6s mot her wer e i(ckwydsic)fisk ed f r
management plan was to introduce family therapy to explore the family dynamic. This was
never done. Ultimat el y stmbteewasraddsessedantthisgimplet o pr
statemenat the point of his conditional dischangehi s mot her s his sur vi
been involved throughout his admission. Home Office restrictions not t@ hila to visit

her home address >°’

These omissionsgand the unmitigated risks they represented, were to travel with Mr. Y as he
moved back into the community at the point of his conditional dischatgehis stage Mr.

Y6 s me n treanbinedspoaly enderstood and he was in receipt of no effective risk
management plan. These problemsre to be compounded bgubstandard management
arrangement s regarding the t er mpgoor ddndovstr . YO

processes.

357 Trust Record P.225
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Community Care Post Discharge from the Scott Clinic

At t he p oi ngchargdat waMevident Yhdtshaoderprocesses were poor and the
arrangements appear to have been rushed and lacking coordination. It is a fact that Mr. Y had
been allocated a new Care Coordinator at the point of his conditional discharge. Care
Coordinator?2 retrospectively arranged a meeting between herself, the Scott Clinic Senior
Occupational Therapist and Imagine staff on the 28 December RQOBg this visit time

was spent with the Imagine staff to provide a transfer of information that includectke

Mr. Y had undertaken in relation to hidheory of Mind difficulties. Workers were
encouraged to | ook at Mr . Y6s work book anc
through its content®® It was not evident from either reading through the @iniecords, or
undertaking witness interviews, exactly what the process was regarding a hdratovére

Scott Qinic teamto Imagine staff in relation to the risks that Mr. Y presenteavould

appear that Imagine workers wamet briefed in either a mely or comprehensiveanner

about Mr. Y; this is of particular concern in that he had been spending a considerable amount

of time at 123 Moscow Drive in the weeks prior to his discharge.

Once Mr. Y was in the community he had risk assessments on lthveifigl dates:
1. 11 January 2007.A risk assessment was conducted as part of the post discharge review.
An HCR-20 was completed. The information on thenfowas identical to that of the
HCR-20 assessment of the 24 July 2006. A remmmunity sectiorhad been @ded
which graded Mr. Y as a 6l owbd priority an
premature considering that Mr. Y had just been conditionally discharged from a medium
secure unit.
Two risk scenarios were developed. The scengoiosly identifiedthe following risks:
1 thosetoMrYés mot her ;
f any changes to the stability of Mr. YOos

9 frustration and anger.

There was no plan other than to refer to the terms of the conditional discharge and to the
support that Mr. Y could expect from comnity-based workers. It was written that his
generalstability would beensured by maintaining hisental healthandthatthis could be
facilitated by encouraging Mr. Y to keep up his interest in runnidgogrensure that his

358 CMHT Notes Post DischargePP 1-2
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home environment reaned sthle.>°

Considering that this was such a major milestone
in Mr . Yébs <care pat hway, and change t o hi
major relapse factont is incomprehensible why there was nek management plan

developed for the months eith@de of the discharge.

2. 19 April 2007. An Effective Care Coordination Review took place on this day. The
Independent Investigation Teamasnot supplied with risk assessment documentation for
this event.lt was noted that Mr. Y appeared to have settled arel that he was
socialising with Imagine staff and residents. There were no revisions made to the care
plan and the CPA documentation remained largely unaltered. Every clinical record entry
made by both Care Coordinator 2 and Social Supervisor 1 betweell January 2007
and the date of this review commented on |
which is contradictory to the statement that he was socialising well. On the 13 March
Social Supervisor 1 wrote in the CMHT record that 8he e leta saildo u t Mr . Y 6
isolation and thafi | feel he stildl presents a risk i
them build up until its too late®® There is no evidence to suggest that these concerns
were discussed at this review meeting. It would havenlpod practice for a specific

risk managemenplan to have been developed at this stage to address this issue.

3. 1 November 2007 The Independent Investigation Team was not supplied with risk
assessment documentation for this event. Two pages of CPA do@ion were
available together with a letter to the Gfese documents stated that Mr. Y was settled
and that no revisions were required to the care anthe 21 November 2007 Social
Supervisor 1 visited Mr. Y at Moscow Drive. He appeared to be gssmrg as usual. She
however recorded thdi | still worry that i f he was ex|
not discuss them with anyone. This to me is partlofe ongoi ng r 0%k with
is unclear whether or not she expressed these concethis atview meeting or at the
next meeting on the 3 April 2008. Whether she did, or whether she did not, her concerns
were not recorded within the CPA document a

ongoing risk management strategy.

359 Trust Record PP. 17897
360 CMHT Notes Post Discharge P. 5
361 CMHT Notes Post Discharge P. 59
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4. 3 April 2008. An Effective Care Coordination Review took place on this dBge
Independent Investigation Team accessed the documentédione GP record. At this
stage Social Supervisor 1 was replaced by Social Supervisor 2. We were told during
witness interviews that ndandover took placketween themNo risk assessment
documentation appears within the record. There was however6 Summar y of
Interventiora Mr . Y6s me n tedds beng shable It weecarded tieat Mrr
Y was living in 24hour supportecaccommodation and that he was receiving weekly

support and monitoring of his mental state from the Scott Clinic.

It was also noted that Mr. Y was commencing a -swflication regimen. Non
compliance had been identified on previous occasionssagpificant factor for relapse.

No medicines management plan was put into place.

5. 18 September 2008 An Effective Care Coordination Review took placEhe
Independent Investigation Teamacessedapies of the risk assessmentrirohe Imagine
records, no changdsgd been made from earlier assessméntgas noted that Mr. Y was
not on a supervision register, that it had been considered, but not thought necessary. It
was noted that he was on a Section 41. Mr. Y continued to be monitored for paranoid
thoughts. Boththe Care Coordinator and the Social Supervisor were to continue to work
with Mr. Y and liaise with Imagine staff. Early signs of relapse were identified as being
feeling tired and thinking people were watching him and talking about him. More serious
indicators included being irritable, preoccupied, withdrawn and giving his belongings
away. It was noted that his mental state was stable and his riskowa3He risk
statement for this period noted the condit

addess®?

6. 2 April 2009. No risk documentation was supplied to the Independent Investigation Team
for this Effective Care Coordination RevieWhe limitedCPA documentation supplied to

the GP noted that there were no changes to

362 GP Record PP. 820
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7. 24 Septembe 2009. An Effective Care Coordination Reviewas held prior to Mr. Y
being moved from 123 to 133 Moscow Drive. No documentation exists for this review. A
brief letter was written to the GP stating

he would lavefi mu ¢ h t Herel f supperbat the new accommodatith.

It would appear that no risk assessment was undertaken which was remiss. Neither is
there any evidence thatcare plan was develop.this was a significant omission as Mr.
Y6s r i s énts allsckeecBasgmto his environment as being a potential factor for

relapse.

8. 11 March 201Q No risk or CPA documentation was supplied to the Independent
Investigation Team for this Effective Care Coordination Review. From the letter sent to
GP it ispossible to infethat the meeting focused upon Mr. Y moving to another flat in
the near future in order to improve his levels of independence. It would appear that no

risk assessment or care management plan was considered at thﬁg“stage.

It was evidentto the Independent Investigation Tetimt the method of assessing, managing

and monitoring Mr. Y6s risk once he had bee
the same vein as when he was an irgrati There was strong reliance on the powers of
Opwrvisiond and Omonitoringd without ever s
was to be implemented. There appears to have d&se sense of security regardimpat

Imagine was able to provide. In reality Mr. Y was being seen once a weelhbyhes Care
Coordinator or Social Supervisor and for an hour a day by Imagine workers. It was recorded

that Mr. Y liked to keep himself to himself and would rarely initiate conversation. Mr. Y
continued to keep all social interaction to the minimum. @grhe time that he was living in

the community there were changes to the key personnel in the treating team. Social
Supervisor 1 left in April 2008, and Care Coordinator 2 left in April 2008 Independent
Investigation Team were told during witnessenviews that handover processes were poor

and it would seem that the new members of the treating team probably took Mr. Y at face
value. The fact that Mr. Y had a propensity to mask his symptoms and shield his inner world

from those around him made thisamsatisfactory arrangement.

363 GP Record PP. 666
364. GP Record PP.661
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It is evidentfrom reading the chronologyat in February2010 plans were afbdo move Mr.

Y from his accommodatiorat 133 Moscow Drivdo another flatMr. Y appeared to be

resistant to this idea as he remttledhappily into his new home tevhich he had moved only

five months previouslyDespite having identified that a stable home environment and the
avoidance of unnecessary c¢change to his rout
health, it would appear that aler move was imminent. It could be seen as fortuitous that

the move Mr. Y had undertaken five months earlier had not destabilised him, even though
there had been no coherent ragsessment onanagement of the process. Whilst it cannot be

known withcertant y what | ed to t he br,amkheusequet n Mr .
kiling of his motherin March 2010, it would seem that at this stage stressors were building

up i n Mr. Y6s | ife of t hequiridgiavoidance ihaaqssible ad b e e
The issue here is that during this potentially unsettling time Mr. Y did not receive a risk
assessent or accompanying riskhanagement plan to support him through this transition.

The reason thesemissions occurred was in part due to the fact tha treating team no

longer viewed Mr. Y through thers of his potential risko the point that once again, not

even the Ministry of Justice was consulted.

The Trust Internal Review (2018}ated that Mr. Y was subject to continued CPA and risk
asessment utilising the HGRO assessment tool. This Investigation could find no evidence
for the continued use of HGRO, or any other risk assessment tool for this periothen
Trust, the GP or the Imagieeld records. However we acknowledge that thisrmation

may have been available to the previous investigation.

The Trust Internal ReviewReport(2010) stated thai T h e | aderktanding regarding

the riskk [ Mr posed that were noted during his inpatient stay at the Scott Clinic

pervaded thessessments carried out @lling his conditional dischar@e365The reportalso

wentonto say that:

i theinitial discharge plan was basic;

1 succeeding plans contained exactly the same information;

T major changes had occurr ed fawcomnMdation)Yés pat h
1

risk assessments did not reflect the dynamic risk management of Mr. Y;

365 Trust Internal Investigation Report (2010) P. 20
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1 assessments failed to consider the ongoing risks to Mrs. Y Senior, the28i@fRjuires
an assessment consideration of previous victims, this was not conducted;

f Mrs.YSeni or was not the subject of a carer 0:
find evidence of a victimbs safety plan. I
had ongoing concerns which were not addressed,;

i it was not clear whether risk managemeformation was passed between 123 and 133

M oscow Drive3®

The Independent Investigation Team concurs with the findings of the Trust Internal Review
(2010).

Multi Agency Public Protection Arrangements (MAPPA)

MAPPA is thefarrangement irEnglandand Walesfor the Responsible Authorities tasked

with the management of registered sex offenders, violent and other types of §erdals,

and offenders who pose a serious risk of harm to the public. The Responsible Authorities of
the MAPPA include th&lational Probation DirectorateHer Ma j e sPrisprd Serviceand
England and Wales Police ForceIAPPA is coordinated and supported nationally by the
Public Protection Unit within theNational Offender Management ServiddAPPA was
introduced by th&Criminal Justice and Courts Services Act 2@d@ was strengthened under

the Criminal Justice Act 2008%°" The legislation requires ahteestage process for
managing dangerous offenders. These authorities in conjunction with partner agencies, such
associal servicesind health, need to identify three types of affnliving in their area.

There are three categories:

Category 1:Registered Sex Offenders (RSOs),
Category 2: All offenders who have receivedcastodial sentencef twelve months or
more in prison for a sexual or violent offence and whilst they remain under Probation
supervision.

i Category 3: Anyone else who poses"aisk of serious harm to the publichho has
received a conviction and whose risk would be better negnaga multiagency setting.

366 Trust Internal Investigation Report (2010) PP-221
367. http://len.wikipedia.org/wik/MultiAgency P ublic_Protection_Arrangements
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AThe | egislation requi r esriskabsassmenpfteach ofepdem ci e s

and allocate them to a tier of muéigency manageentd known as level one, two or three.

1 Level One represents the normal integency management of the offender in the
community by one agency, with some liaison.

1 Level Two means that Multi Agency Public Protection meetings (MAPPSs) will be held
where theoffender's management will be discussed between various parties involved
in their case.

1 Level Three is essentially the same as Level Two, except that senior management
representatives will be in attendance and greater resources are expected to be used in

the management of the aftien.**®

A risk assessment is conducted and a management plan put into place

It is a fact that Mr. Y had been convicted of manslaughter at the Liverpool Crown Court on
the 18 October 2004. Mr. Y met the condisari a Categoryl wo/T hree offenderit is also a

fact that Mr. Y was conditionally dischargadthout being either considered or referred for a
MAPPA.

The Trust Internal Review (2016xamined this issue and stated that the Scott Clinic became
part of Mersey Care NHS Tgiin 2002. At this stage it was appare¢hatthe Merseyside
Forensic Psychiatric Servedi wer e of the view that it was
retain their own protocols and procedures governing their care and services. The context for
this predats the inclusion of the Scott Clinic into Mersey Care NHS Trust when it operated
as a Regional Mé% iTherReviBve Team went Omtd gay that at the time

of their investigation some Mersey Care policies and procedures were either not in place or
were being implemented in an incomplete manRaradoxically it was found that the Police
liaison role to the Scott Clinic wamt as robust athatto be foundhroughout the rest of the
organisation. This was found to be a reason why MAPP Al olce National Computer
system PNC) processes were not followed through appropriatélyis information was

corroborated by the Independent Investigation Team during witness interviews.

368 http://fen.wikipedia.org/wik/MultiAgency _Public_Protection_Arrangements
369 Trust Internal Investigation Report (2004) 24
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MAPPA and PNC arrangements should have beesidered at thessestag t hat Mr .
discharge was being discusséthd these arrangements begeat into place then the visits

Mr. Y madeto his two previousemaleacquaintanceso whom he gave monag February

2004 andagain inMarch 2010, would have raised an aleid thePolice National Computer
system and mental health sees would have been notified tie fact that Mr. Y was
exhibiting significant relapse indicators and was acting out his rapidly developing delusional
thoughts The Independent Investigation Team mbteith concern that several clinical
witnesses when interviewed by this Investigation still maintained the view that Mr. Y had not
been eligible for MAPPA.

The Trust issued a revised MAPPA policy in November 2010 based upon national MAPPA
guidance (vesion 3 2009). The policy applies &t service provided by Mersey Care NHS
Trust. MAPPA runs together with Health and Risk Assessment M anagdvheetings (H

RAMM ) which aremultiageny and multidisciplinary

13.1.53. Conclusions

13.1.5.3.1Prior to the Death of Mr. Y Senior

The Trust Internal Review (2004) into the care and treatment that Mr. Y received did not
examine the area of risk assessment in depth. The report did conclude however that risk
assessments were incomplete and that the work thabdeaddcommenced did not develop

into any form of care planning.he Independent Investigation Team would concur with this

conclusion.

This Investigation also concluded thie risk assessment practice of clinicians within both

the Day Hospital and thedthmunity Mental Health Team fell below that to be expected of a
secondary care mental health servi€de failure to undertake a robust risk assessment
process ensured that no risk management plan was either developed or delivered. Mr. Y had
been newly dignosed with Paranoid Schizophrenia. He was neither taking his medication
nor engaging with services. He was noted as being paranoid and suspicious as well as

experiencing ideas of reference.
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On the 12 January 2004 Mrs. Y Senior was reported as sayihdehaoni e x pl odes i
anyone interfer es .S derhied thdi het hadhbeen aggressive tiowagl®
anyone. Mr. Y continued to refuse his medication and mental health continued to H&cline.

By the 2 February 2004 Consultant Psychiatrist 2evtbati t he ment al il 1 ness
and severity which can jeopardise his safety in the community (his self neglect) he is getting
more withdrawn and not leaving the house as he used to do. To rely on his mother is not
practical a s esehegity al lisesygmptonts arsl the stresé he is passing through.

There is a hx [Htory] of suicide in the famity®"*

The Independent Investigation Team was presented with the picture of a treating team that
was seemingly frozen by indecision as to how rhanage Mr. Y.The Independent
Investigation Teantame to the conclusion that had all of the objective evidence relating to

Mr . Y6s presentation been examined in det al
understanding of his risk would have besmparent. Had this risk been identified then a
management plan could have been developed and the hesitation and uncertainty on the part of
the treating team when deciding what to do and when to act may have been avoided and

more assertive and timely apgach could have been proactively planned and implemented in

the best interests toththe patientand his parents

13.1.5.3.2Prior to the Death of Mrs. Y Senior

Scott Clinic

Mr. Y was understood poorly in the context of his mental illness. Risk steses and
management processes at the Scott Clinic ap
[sic] syndrome. The premise is that if a frog is placed in boiling water, it will jump out, but if

it is placed in cold water that is slowly heated, itlwidt perceive the danger and will be
cooked to death. The story is often used ae&aphorfor the inability of people to react to
significant changes that either occur gradually or haebeen taken into account fully over
time. In the case of Mr. Y both his Care Programme Approach and his risk assessment
documentation remained largelynalteredfor a threeyear period.An examination of the
clinical record shows that Mr. Y was cleargat and tidy, isolated himself and did not like to

socialise or initiate conversationk.would appear that the only thing that was subject to

370CMHT Notes (200322004) P.10
371Trust Internal Investigation Report (2004) P. 18
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change was the everr i sing tolerance | evels of the tr
presentation. For eraple, what was initially identified as a source of concerthe time of

his admission (his isolation and poor social interaction) was seen as somehow being
ameliorated at the tienof his conditional discharge, when in actual fact it was not. The extant
document at i on s identitesirisk renmined ddnstant ahd that his presentation

and difficultiesalso remained constarflot hi ng had changed apart f

perception of Mr. Y.

The Independent Investigation Team would concitin whe conclusions of the Trust Internal

Review (2010)which had this to say regarding the treating teamm h e i r assessmer
interventions were limited and did not recognise the level of risk he posed to himself and
others. When discharge from the $dGtinic was proposed, the assessment undertaken

should have included informed judgements about the risk of harm to his mother and other
family members, as well as the general public, other residents of the acconomduaias

moving to and himseif*"?

Att he point of Mr . Y6s discharge sever al I de
andnne terms had been set f Dhe treMting.teanY didsnotc o n d i
addressadequatelyany of these issues in the form of a coherent andoaeimunicated risk

management strategy.

Community Care Post Discharge from the Scott Clinic

By the time Mr. Y was conditionally dischar
about his stable mental health and low risk profile had become asgreemtral to the ethos

regarding both the care and treatment that he was provided with and the manner in which it

was delivered. This served to prevent practitioners from acting swiftly with regards to any
concerns that they may have had. This can be sedhe records produced by Social
Supervisor 1 who wrote twice about the possibility that Mr. Y was masking his symptoms

and would relapse swiftly before anyone could notice. Regardless of these cowtechs,

must have been of significanéer her to ommit them to the written record, CPAS, risk
assessments and reports to Ministry of Justice continued to be pramlaced 6 up beat 6 1

than reflective manner. As Care Coordinators and Social Supervisors moved on, to be

372 Trust Intenal Investigation Report (2010) P. 25
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replaced by new colleagues, thf act oi ds6 around Mr . Y grew s
that he represented had seeryirdjsappeared from the consciousness of the collective team.
Thefact that Mr. Y had been diagnosed wiRhranoid Schizophreshad been lost.

Clinical witnessego this Investigation placed a strong relignezest dischargen the notion

that Imagineworkers were available to monitor Mr. i 2-Aour s 35 Hodvevgr @nce

Mr. Y had moved into 133 Moscow Drive he was only obliged to spend an hour each day

with stdf. This meant that in reality Imagine staff could only be relied uponto monitor Mr. Y

at a singleset interval during any twentfour hour period. The treating teaimad therefore

lulled itselfi nt o a f al se sense of s exsweretiotbedentdiddo ut hc
and managed if he wde experience an acute relapse of his mental healsingle hour each

day may not have been sufficient for staff to detect any early stages of mental illness,
particularly as Mr. Y was so adept at maskingdysnptoms.Incomplete risk management
processes coupled withopr handovers and genecalmmunication processes ensured Mr. Y

was not appropriately supervised in the community.

General Summary
There were three safety nets that failed to operate regardmgg way Mr . YOs 1

managed.

First: Mr. Y was not understood in the context of either his index offence or his potential to
commit another offenceRisk formulation was poor and management strategies embryonic.
Poor levels of active Care Coordinatioensured that communication processes and
interagency risk management operated on a superficial level only.Cahe Programme
Approach and risk assessment and management processes @idrkdio their optimum

level These essential safety nets of cliicare failed to operate.

Second the terms of the conditionaisthargewere neither addressed nor understded.
practical management plan was developed around themoaseéquently they were largely

ignored.

373 Witness Transcriptions
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Third: MAPP arrangements could have bemed to ensure that Mr. Y had an appropriately
resourced and supervised discharge plan. This would have provided the opportunity to work

with other agencies and would also have ensBdite oversight of the case.

CPA and risk assessment documentati@s woutinely compiled. However nowhere in the
clinical record is there evidence that multidisciplinary discussions took place in a reflective
manner. The Independent Investigation Team looked for evidence to suggest that a clear
rationale was recorded regal i ng t he decisions made ntabout
strategy. This was absent findhe record. It was not possible to ascertain that decisions were
based upon the best evidence, information and clinical judgement avdiaisleaccepted

that it is neither possible nor desirable for people to be locked away indefinitely in a risk free
environment. In this context moving Mr. Y in to the community was an appropriate step to
consider but each decision should explicitly have identified the benefits toYMand
weighed these against identified risks. The task of the clinical team was then to put in place a

risk management plan/strategy to minimise thosesrisk

1 Contributory Factor Five. Mr. Y was not understood in the context of his full risk
profile. Asgessments of risk were undertaken in the absence of a robust formulation of
the case. Consequently risk management plans and strategies were superficial ard non
explicit. This, when taken alongside tHailure to abide by the terms of the conditional
discharge and decision noto consider MAPParrangements ensureda critical lack of
supervisionand management . This was to the ul ti
safety and wellbeing antb the continued safety of his mother.

| 13.1.6 Referral, Transfer and Discharge Planning I

13.1.61. Context

Referral, transfer and discharge all represent stages of significant transition for a service user
either being accepted into a service, being transferred between services or leaving a service
once a care and treaent episode has been completed. These occasions require good
consultation, communication and liaison. It should be no surprise that these stages form

critical junctures when delays can occur, information can be lost and management strategies
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communicatedpoorly. Explicit policies and procedures are required in order to ensure that

these critical junctures are managed effectively.

13.1.62. Findings

13.1.6.2.1Prior to the Death of Mr. Y Senior

Referral

Mr. Y was first referred to secondary care mehigdlth services on the 10 March 2003 by
his GP. This was gogglractice. The GP prescribed antipsychotic medication with immediate
effect in line with the extant NICE guideline$his referral went through to the local
Community Mental Health Team (CMHT).

Mr. Y was seen 18 days later by Consultant Psychiatrist 1 at Moss kdwsenade a

provisional diagnosisoi a psychotic ill ne s.§74,Duripgathe pariedi d s c |
of time thatit took, between the referral being made and Mr. Y being,2eéenGPcontinued

to provide primary care based inpuBansultant Psychiatrist 1 decided to refer Mr. Y to the

Day Hospital for further assessmeamtrder to clarify that his symptoms were genuine prior

to accepting him onto the CMHT caseldAlT he referral waseceived at Arundel House on

the 11 April and he was admitted the Day Hospitdior assessmeran the 25 April. During

this period Consultant Psychiatrist 1 wrote teling the GP he could stop prescribing
antipsychotic medi cat iwancompletedinleffedilit took e a s s €
weeks before Mr. Y was admitted for assessment; during this period Mr. Y was receiving no
treatment which was poor practice. The referral process at this stage did not provide timely
intervention for a person who w#sought to besuffering from acute psychosis amtho had

been given a provisional diagnosis of Paranoid SchizophidmriaY met the criteria for the

CMHT caseloadand he should have been managed by this team from the outset due to the

fact that he was eeriencing severe psychotic symptomsie CMHT Operational Policy

(2002) in place during this period stated that all service users with severe mental illness (e.g.

Paranoid Schizdprenia) should be referred to and acceptethieyn.

Transfer and Discharge
At the end of July 2003 it was &evident t hat

stage he was referred to tB&MHT for a Community Psychiatric Nurse assessménm.the

374 GP Record PP.585
375 Trust Internal Review Report (2004) P. 24
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15 August Mr. Y was discharged from the Day Hospital as he was refusatigetal. From

this point forward he was managed exclusively by the CMHT. At this stage Mr. Y was non
compliant with his medication, engaging with services in a sporadic manner and was
experiencing severe psychotic symptoms which were obstwusel worsenig At this stage

an inpatient admission should haveabeconsideredand the Mental Health Act (1983)

consideredn the best interests of the patient

13.1.6.2.1Prior to the Death of Mrs. Y Senior
Referral, Transfer and Discharge

Mr . YO s r ssfteetherSeott Clipia falawveng the killing of his father followed all due
process. The Independent Investigation Téasino other findingto make regarding the care

and treatment that Mr. Y received during this particular transition

Mr. Y was dischargd from the Scott Clinic on the 20 Deceml#§06 following his

conditional discharge on tHEs December 200@ischarge preparations commenced in July

2006. It was recorded on the 3 July that the Social Worker had started liaising with 123
Moscow Drive andt h at work relating to Mr. Y6 s ear |

completed’®

It was recorded at the 24 July 2006 Effective Care Coordination meeting that a Mental Health
Tribunal was to be pursued and that planning was underway to identify a gtlaffechent at

123 Moscow Drivelt was decided at this stage to take Mr. Y to view the accommodation.

Mr. YOs mot her and aunt, who wer ehappywithent at
the plan and the progress that Mr. Y was makihgvas also rearded that Consultant
Psychiatrist 3 had spent some time with Mrs. Y Senior to distub® v e | o pitmeer’{ s 0

The care plan was to address -salfering and budgeting as part of a discharge strategy.

On the 24 August Mr. Y visited Moscow Drive. Hedikit and said that he would be happy

to live there when he was dischargbtk. Y had been having Section 17 unescorted leave in

the communityfrom May 2006, the condition beingh a t he did not visit
Consultant Psychiatrist 3 wrote iishreports to the Ministry of Justice that between May and

September 2006 Mr. Y had been monitored whilst on léaveas not clear how hiead been

376. Clinical Records Set2 P. 279
377. Clinical Records Set2 P. 291
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monitored) and that he had not shown any signs of aggression or violence since the time of

his admission.

On the 5 September the Senior Occupational Therapist wrote that she intended to make plans
to take Mr. Y for further visits to 123 Moscow Driv& It was recorded on the 11 September

2006 that 123 Moscow Drive had accepted Mr. Y for placement and he viasmedo

make visits to acclimatise hims&ff On the 27 September the Manager at 123 Moscow

Drive was contacted by the Scott Clinic in orderatcange periodsf leave for Mr. Y.The

Manager was unable to make or confirm any arrangensrdssaid thatthB agency who
runs this service isurrently restructuring. She hoped to be able give more information the
following week?®

On the 11 September Consultant Psychiatrist 3 wrote to the Ministry of Justice requesting
overnight leave for Mr. Y at 123 Moscowride as this placement had been identified as his
potential place of discharge. It was stafeéd Mr. Y] has utilised unescorted leave without
incident now for some time. He has taken up various opportunities to utsiseatae which

has also allowed hinto visit Moscow Drive, his identified residentalacement within the

community.®**

On the 28 September the Social Worker visited Mrs. Y Senior at her. Bbm&vas confused
about the forthcoming Tribunal and what it would mean. Moscow Drive was newey

from her home and did not feel she could bear Mr. Y coming back into the house; her
feelings were described still beifigr a.vWtdvas clear that members of the extended family
had very strong negative feelings about Mr. Y. They were angry with MiSenor for

accepting her son and felt that she should fialeo c k ed him up and®thr own

On the 13 October 2006 Consultant Psychiatrist 3 recorded that he was going to write to the
Home Office to request overnight leave for Mr. Ydiay at1l23 M oscow Drive prior to Isi

Mental Health Tribunal planned for DecemB&Mr. Y had not been able to revisit since the

24 August.On the 24 October 2006 Mr. Y asked the ward staff wed happening with

378 Clinical Records Set2 P. 317

379 Clinical recordsSet 2 P. 320

380. Clinical Records Set2 P. 329

381 Ministry of Justice Records Vol. 1 P. 10
382 Clinical Records Set 2. P. 330
383Clinical Records Set2 P. 337
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regards to his movas he was growing anxiousle was told that there were orgaai®nal

issues whichlwere causing delay3§f1

On the 6 November 200&t the clinical team meeting it was noted tNat. Y hadasked
whether he could use some of his unescorted leave to visit Moscow Drive as he wanted to
view his future accommodation. It was noted that this was not possible and that it was hoped
Imagine would be able to sort out the issues stiowas also noted that a Social Supervisor
and Care Coordinator would need to be allocated soon and that the (lisyaziiologist

would be avail abl e to discuss Mr® Y6s O6Theor

On the 7 November 2006 the Sociablker visited Mrs. Y Senior dter home. Clarification
around the likely Section 41 conditiomss given toher. Mrs. YSeniorsad thatshe would
like to visit Moscow Drive and she was told that this would be possible once Mr. Y had been

given the opportunity to familiarise himself with the plate.

On the 12 NovembeR006 the Social Workeexplained to Mr. Y hat Imagine, the
organisation that ran 123 Moscow Drive, was undergoing restructuridgtiaat this was

causing delaysShe promised to try and arrange SectiorleB¥veto commence that week a

the new accommodatiofi’ On the 20 November 2006 a clinical team meeting was hblel. T

situation at 123 Moscow Drive had still to be resolved. Mr. Y was described as being anxious
because he thought he wiasn e gaing to get out. Consultant Psychiatrist 3 pointed out

t hat Mr . YOs Ment al H eveekks time dnd thdeuneedet to mages d u e
had some leave at the new accommodation before it took Piadtr. Y had received
permission from the Home Office for the leab®th for the day and overnight take place

at Moscow Drive It had been arranged for the 123 Moscow Brivst af f t o at t en

Effective Care Coordination meeting due on the 27 November.

On the 24 November the Social Worker met with the Manager at 123 Moscow Drive. It was
i neg o tthah MreYdwould be able to spend some time there on Section 17 lieaxas
agreed t hat Mr . Y6s time at Moscow Drive s

tribunal he was spending more time at the new accommodation than at the Scott Clinic. It

384. Clinical Records Set 2 P.344
385. Clinical Records Set 2 P.353
386. Clinical Records Set 2 B51

387. Clinical Records Set 2 P. 355
388 Clinical records Set 2 P. 259
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was also planned that he would need at least avernight stay priootthe tibunal.It was

h3®In the event

arranged for Mr. Y to visit the following Sunday (RBvember)for lunc
this did not take place. 123 Moscow could no longer collect Mr. Y and he felt that he did not
want to take public transport on a Sunday as it waliable. It was recorddd n e ¢odhes

arranged for another day>%

On the 27 November the Effective Care Coordination Review was held. The staff from
Moscow Drive sent their apologies and did not att&hdt was recorded that Mr. Y needed

an overnightstay prior to the tribunal and that this was being pursued. It had been arranged
for Mr. Y to visit Moscow Drive the next day. It was also arranged for him to have an

overnight stay on the Saturdéy Decemberand to stay on for Sunday lunch afterwafts.

On the 28 November Mr. Y attended Moscowwverfor day leave aplanned. The dawent

well. It was agreedhat he would visit Moscow Drive again on the Friday the eventa
worker at Moscow Drive telephoned the Scott Clinic to say that Mr. Yildamot have
overnight leave until the tribunal had takdaqeand his tenancy confirmgtiowever the day
leave could continue as planndédwas agreed that Mr. Y would attend for as many days as
possible and that the Senior Occupational Therapist wouldwisit. Y&s new Key
provide ahandver relating to the work she had been doing regardingflish e or y o f

p roblems®®?

Onthe 1, 3 and 5 December Mr.Y visited Moscow Drive for the%%@n the 10 December

Mr. Y attended Moscow Drive for lunciindon the 12 December for the afternoon. Mr. Y
was conditionally discharged by the Mental Health Tribunal on the 15 December. It was
agreed that he would be dischatga the 18 December which was the following Monday.

In the event although Mr. Y went tovéi at Moscow Drive on the 18 December he was not
formally discharged from the Scott Clinic until two days I&t8At this stage it was rexded

that the Social Worker whioad been involved with himhilst aninpatientwould become his
Social Supervisor. MrY was also alloated a Care Coordinator from tRerensic Integrated
Resource Team whom he had not imefore.

389 Clinical Records Set2 PP. 3883
390 Clinical Records Set2 P. 365
391 Trust Record P.222

392 Clinical Records Set 2 P.365
393 Clinical Records Set 2 P. 367
394, Clinical Records S PP. 368372
395. Clinical Records Set2 P. 378
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It was apparent from reading through the clinical records and from interviewing witnesses

that the landoverprocess between the Scott Clinindalmagine were poorOn the 18

December 2006 a letter was written by Consultant Psychiatrist 3 to the Manager of 123
Moscow Drive. This letter set out o6follow ufg
followed up by the Forensic Integrated ReseuiTeamand the names of the Social
Supervisor, Care Coordinator and Responsible Medical Offieeg given together with their

contact details. The conditions of dischavgere recordedas beingit hat he compl i
appointments with his RMO and withshbocial Supervisor that he resides where specified

and he does not visit his mother at home or
inform the care team of anylgmned meetings with his motlderA very brief psychiatric

history was given. At thistage no relapse signature indicators were identifiéé. date of

the CPA review meeting that was due to be held on the 11 January 2007 wa&’given.

The only other extant documentation in the clinical record relating to the discharge is a two
page syopsis from the Forensic Occupational Therapy and Rehabilitation Dep arthiet
documentation recordethat Mr. Y had significant difficulties in understanding his own
emotional sates and also those of othefdie document went on to say what psychokidgic
interventions had been covered whilst Mr. Y was an inpatient at the Scott Clinic. They were
recorded as being:

1. Aldentifying his own emotions and how thes
2. Recognition of emotions in other people.

3. Development of coping strategi).397

This documentalso mentioned that Mr. Y held his own personal file and that he could use
this as a futureaurce of reference. It was recordéat Mr. Y had clear likes and dislikes but

that he had a tendency tamic the responses of the peopfeund him rather than stating
what it he himself actually wantel.is probable that his document was taken to 123 M oscow
Drive on the 28 December when Care Coordinator 2 and the Senior Occupational Therapist
visited to provide a handover. It would app#aat this rather limited intervention was all that

actually occurred.

396. Imagine Notes PP. 723
397. Imagine Notes PP. 78D
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When examining the clinical record the Independent Investigation Teafd &od no
evidence of Section 117 aftercare arrangements having been made. It was evident that the
predischage CPA served as a Section lhéeting;however no documentation could be
brought forward todemonstrate what arrangements had been made and how these

arrangements were to bethfundedand reviewed

At the point of discharge Mr. Y required registeringh a new GP. This was not achieved
until the January and caused subsequent delays to his financial situation as a sick note for
benefits could not dissued. It would appear thdtet care planning process was limited and
that there werem protective pdns put into placesgarding his conditional discharge and the

safety of his mother.

13.1.63. Conclusion

13.1.6.3.1Prior to the Death of Mr. Y Senior

Referral, Transfer and Discharge

Referral processes were managed poorly by secomndagynental helth services during this
period. The ethos of the CMHT Operational Policgs not adhered to and this prevented Mr.
Y being referred to the appropriate service in a timely maftnisrnot possible to draw any
conclusion as tdow this may have impactegan his longerm mental health or the death

of his father andhewounding of his mother.

13.1.6.3.2Prior to the Death of Mrs. Y Senior

Referral, Transfer and Discharge

The process of discharge from any mental health inpatient setting representsile&eone

on a servi ce yaene whicls carcpaeseat signiicanhriskswas evident that
plans were afoot to discharge Mr. Y for at least six months prior to the event taking place.
The Independent Investigation Team found it surpridiag in the event the actual discharge

itself appeared to have been rushed and lacking in coordination.

It would appear that progress reports to the Ministry of Justice and the 11 October 2006
report for the Mental Health Tribunal (held on the 15 Decer2b@6) may have presented an

impression that the plans for discharge were more advanced than they actually were. It is
unfortunate that the treating team did not state clearly that Mr. Y had yet to have an overnight

stay at 123 Moscow Driveand that hisnduction to the accommodation had been severely
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disrupted. Thedischarge, rather than ocomg with immediate effect, could have been
delayed until such time as the necessary geraents had been put into place. Thias
within the powers of the TribunaHad it been appropriately informetien the Tribunal
might have agreed to the conditiomhscharge being deferred until all of the arrangements

were complete.

It was not good practice for the treating team to have proceeded with such haste knowing that
the Imagine service had experienced significant organisational difficulties which had led to
serious delays in facilitating the discharge process. Mr. Y was ill prepared and a professional
and timely handover did ndike place.It was not good practiceothave allocated a Care
Coordinator that Mr. Y had not met beforethe point of his discharge. Neither wagad
practice to hold the handover meeting with Imagine ten days after Mr. Y had gone to live at
his new accommodation. The wisdom of dischargipatient so close to Christmas is always
questionable; leaving the Imagine staff with the instruction to contact the Crisis Setviee

event of Mr. Y relapsing;ould be seen to have been irresponsible.

In effect Mr. Y was discharged without a lad@ver, a robust risk assessmenta coherent

care planConsultant Psychiatris2 had been party tthe development of the terms of the
conditional discharge. The treating team knew what these conditions were likely to be;
therefore it is difficult to undrstand why robust care plans were not developed in adgance
the Tribunal taking placeT he letter sent to Imagine by Consultant Psychiatrish 8he 18
December 2006vas not helpfuin that it only mentioned four out of the nine conditions of
the disclarge. Nowhere in any of the extant documentation (developed during the period of
the discharge) can it be noted that relapse signatures were ideaifiesent to the Imagine

team
As has already been mentioned abd&PPA was not considered to have beppropriate
and was so was not considered. The Section 117 aftercare arrangements were not explicit and

this was to prove problematic in the years to follplease see Subsection 13.1.9. below)

The essentiadafety netof carewere not put into placprior to Mr. Y being moved back into

the community This is of concern for a number of reasons.
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1 First: it had been identified that Mr. Y could relapse if subjected to unmanaged change
(disruption to his home environment had been cited as a particirar tth avoid/or
manage carefully)

1 Second: Mr. Y was eligible for Sectiobl7 aftercare which shouldave ensured his
future aftercare needs webeth funded and providedl'he aftercare arrangements were
not explicit

1 Third: Mr. Y was subject to a conditial discharge which required careful plargin
implementation and monitoring

1 Fourth: Mr. Y was erroneously not considered eligible for Multi Agency Public
Protection Arrangements (MAPBAwhich rendered him invisible to other statutory
services such asélPolice.

T Fifth: Mr s . Y Senior was the surviving vi
protection plan to be placed around her.

1 Sixth: Mr. Y had a severe and enduring mental illness which would require ongoing care

and treatment.

At the pointo f Mr . Y6s discharge the abiding impre
in haste and the omissions thaatcurredat this stage were not rectified at a later datese

omi ssions wer e thexare@sdertatmenhtbat MroYwatoeike@ver the

following three years.

1 Contributory Factor Six. The discharggrocess did not address in sufficient detail
either the needs of MrY or the continued safety of the public, with particular reference
to Mrs. Y Senior The process appeared ttave been rushed and coordinated poorly. As
a consequencehe essential safety nets of care were not put into place to the ultimate
detriment of the care, treatment and supervision that Mr. Y received up until the time of

the killing of his mother.
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| 13.1.7. Service User Involvement in Care Plannin@nd Treatment I

13.1.7.1. Context

The engagement of service users in their own care has long been heralded as good practice.
TheNHS and Community Care Act 1990 stated that:

At he 1 ndi vi duwdadormall with hica heuagreemeng any carers, should be
involved throughout the assessment and care management process. They should feel that the

process is aimed at meeting their wishes

In particular the National Service Framework for Mentahlte (DH 1999) stated in its

guiding principles thati peopl e wi th ment al health proble
involve service users and theirltasastaedtbat i n t h
it wouldii o f f eces whidh promotenid e pen.denceo

13.1.7.2. Findings

Prior to the Death of Mr. Y Senior

Due to the paucity of the available clinical record charting eveettween March 2003 and
February 2004t has not benpossible to understand exactly how services involved Mr. Y
with his care planning and treatment. It was evident that attempts were made to engage him
and that his views were listened to with respect. At times Mr. Y was even permitted to dictate
the course of his care and treatment in ways that were neither best practicenis best
interests. Two issues were of particular note. The first being his refusal to allow his parents to
be spoken to, the second being his refusal to comply with his medication even when it was

evident he had an acute psychosis that wassaious nature.

Witnesses to this Investigation remarked that Mr. Y was difficult to engage and to get to
know. It was evident that the treating team did not know how to work with Mr. Y in the light

of his refusal to comply with either medication or treaht.A view was taken mistakenly

that the service user had thght to disengage and to demyputs from family members.
Whilst this is in the main true, this stance must be reviewed when a service user is unwell
with an acute, severe psychotic illneskietr impairs both their wellbeing and capacitjhe

lack of an assertive stance on the part of the treating team led to significant delays in

providing the care and treatment that Mr. Y required.
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Prior to the Death of Mrs. Y Senior

EngagemenWhilst in the Scott Clinic

During Mr. YOs time at the Scott Clinic it
to engage Mr. Y and to work with him in a therapeutic marih@ras apparent however that

Mr. Y engaged on a superficial level with staffypicd entries in the clinical records were

ne [ Mr. Y] remained blemaslsdsssmemtabstaﬁgst?a‘{/éryshd]tﬁ'tet
and isolative, responds to direct questioning only initiates interactions on a needs led basis,
does not appear to have socidlg agement wWrfihnbohewesd; & [ Mr . Y]
conducting KGV felt he was masking his symp
stated he has been symptom freeestmging nursed on Hawthorn Waed® fiwhen querying

e [ Mr . Y] o nrelated & thé mdeu gohftfsence he s a™d 61

A1 nc o n gffecti smil;xg aad laughing evident for no apparent reason when discussing

hallucinations/delusio@ Mr. Y] denied any symptom‘1§02

It would appear that clinical and social care stafigls approached Mr. Y wittourtesy and
kindness. Whathey did not appear to do was approach Mr. Y with any degree of challenge.

Had a more challenging approach been taken as part of a therapeutic engagement strategy it
is possible that Mr. Y would havesbn understood better as challenge appeared to provoke
emotion and strong feelings in him. An interesting example of this took place following Mr.
Y6s first period of wunescorted | eave when h
of his personabpace made himups et and ulnwas pndbably tha firdt ene

that his privacy had been invaded for some time and his reaction to it was inte“lpééthig.

was an example of placing Mr. Y, albeit inadvertently, in a position where he felt
uncombrtable. For several years whilst at the Scott Clinic he had been able to largely avoid
interaction, answer questions in a short and nonspecific manner and remain in a self
contained world of his own. Staff did not appear to push any boundaries withndim a
maintained a peacefgtatus quoWhilst this was both respectful and kind, it may not have
been the best t herapeutic approach. At t he

world full of challenge outside of the structured environment of aatiapt setting. At the

398Clinical Records Set 2 P. 295
399.Clinical Records Set 2 P. 256
400Clinical Records Set 2 P. 270
401Clinical Records Set 2 P. 275
402Clinical RecordsSet 2 P. 265

403Clinical Records Set2 P. 271
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point of his discharge his resilience to stress and his coping strategies remained largely

untested.

Therapeutic WorkMhilst in the Scott Clinic

It is evident from examination of the clinical record thdtilst Mr. Y wasin the Scet Clinic

time was spent with hiron a regular basis helping him to understands 6 Theory of
problems andis early warning signs of relapse. This was good practice. What however was

of concern to the Independent Investigation Teamthaway inwh ¢ h Mr . Y6s sugg
and inputswent unchallenged-or example on the 21 July 2006 when asked how he would
prevent a relapse Mr. Y responded that he wauldi k e t ootalkloenis bratHereevety

dayo.*** In reality thebrother lived in Germany, claied to no longer speak English and

wantel nothing to do with Mr. YOn the 27 July2006in anotherearly warning signs session

Mr. Y suggested that if he thought he was relapsing he would talk to his mother. This should
have been identified as being a putally problematic strategy due to the fact that Mr. Y had

been identified as being a risk to his mother when psychotic. This particular coping strategy
was not appropriate in |ight of the connect.
future harm to his mother. The point being made here is, that it was good practice to work

with Mr. Y on his early warning signs and coping stratedies, thatit was neither helpful,

nor professional to support him in identifying unrealistic and potentiallafenslansit was
alsodemonstrativef the fact that Mr. Y had a limited insight into his situation.

Involvement in Care Planning whilst in the Scott Clinic

During the time that Mr. Y was in the Scott Clinic he refused to attend CPA meetings. It is

not certain why work was not undertaken to ensure that he engaged more positively with the
process. A read through of the clinical record shows that it was common practice for Mr. Y to
sign documentatiorfcare plans)sometimes three months after the CPA reviead taken

place?® |

n the |l ead up to Mr. Yb6s discharge he b
part of a strategy to engage with the discharge process rather than a genuine example of

engagement. It would appear that Mr. Y engaged in the mostf&igl enanner possible and
that whilst staffperseveré in ensuring Mr. Y filled in LUNSARS and KGV assessment

forms his trudevel of involvement was minimal.

404 Clinical Record Set 2 P. 281
405. Clinical Records Set 2 P. 260
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Involvement and Engagement Whilst in the Community Post Conditional Discharge

When Mr. Y wasconditionally discharged into the community wasretainedoy Consultant
Psychiatrist 3 and the Social Worker (Social Supervisor 1) who had been part of his inpatient
treating teamAt the point of discharge he was allocated a Care Coordinator who wa® ne

his caselt was evident that Social Supervisor 1 was concerned aboptrolgeess Mr. Y was
making, that his engagement was minimal and thatwald be able to relapse without
anyone being the wiser until it was too laBae wrote on the 13 MarctD@7, some eight
weeks following his dischargdat i | feel he stild]l presents a

406

and letting them build up until it®o lated. ™ This was written by a person whad known

Mr. Y for some time

Care Coordinator 2 did nappear to hav&nown Mr. Y well despite her attempts to engage
with him. She visited Mr. Y on a weekly basis and engaged with him by talking to him about
his life and general activities. During these conversatstie took the opportunity to monitor

his menal state’”’

Efforts weremade to ensure that Mr. Y involved himself in the world
around him andncreasingly the meetingsith Care Coordinato? were heldn public places
which Mr. Y enjoyedHowever due to the fact that Mr. Y seldom initiated convereatis
guestionable how much actual involvement Mr. Y had in developing his care and treatment

programme.

On the 6 February 2008 Social Supervisor 1 was replaced by Social Supervisor 2 who had not
met Mr. Y before. She engaged with Mr. Y by taking hirh fow lunch which happarently
enjoyed During this period it was notethat Mr. Y was thinking about returning to driving a

taxi, that he wished to resume his studies and that he even had plans to travel abroad on
holiday. In April 2009 Care Coordinatd was replaced with Care Coordinator 3. Once again

this individual had not nteMr. Y prior to the case being allocated

During the period that Mr. Y was living in the community there is no extant record to suggest
that Mr. Y was actually involved in thdevelopment of his care and treatment plans. In fact
there is no extant documentation to suggest that care and treatmeninpdagsmeaningful
senseactually existed.It would appear that Care Coordinators and Social Supervisors met

with Mr. Y on a rotaing wekly basis. Most of these meetings took place in cafes or

406. CMHT Notes Post Discharge P. 5
407. Witness Transcription
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restaurants and as such efforts were made t
and about 0. However the clinical record sh
beyond a certaitevel and rarely initiated conversation. The weekly meetings ensured that
services remained in contact with Mr. Y but these meetingmdidensure that he was

involved in a therapeutic engagement as no active care and treatment plan was being

implemented

131.7.3. Conclusions

Prior to the Death of Mr. Y Senior

The Independent Investigation Team concluded Beatveen March 2003 and February 2004

it was evident t hat Mr. YO6s treating team at
him. Howeverthis meant that, at times, there was no assertive management of his medication
regi men or l iai son with his family. Whi | st
were not always in the best interests of @ithimself or those around hirA. great debof

emphasis was placed on the need to build a therapeutic relationship with Mr. Y prior to any
assertive intervention being made. Whilst to some extent this can be seen as, launtaioée
personbs ment al heal t h has rd#otidympsyohotendd t o
continuing to detedrate, therdnas to be an assertive stance takefulfd the duty of care.

This was not achieved.

Prior to the Death of Mrs. Y Senior

Mr. Y was a difficult person to get to know. Following his admissiorihig Scott Clinic

consigent attempts were made ¢ngage with himThis consistent activity, both before and

after his conditional discharge back into the community, coupled with the fact that Mr. Y
appeared to be relatively pleasant and symptom freg¢pléde assmption that Mr. Y was
engagedand that the treating team understood his situation well. The fact was that no one
actually knew whether Mr. Y was engaged or not, and no one actually understood this very
6closed of fd man ddid. Witht aecase like thikii ism grobably endre t h ey
professional for a treating team to acknowledge that despite its best efforts engagement and
understanding will always remain subject to debate and that increased supervision and

vigilance will always be reqred.

The Independent Investigation Team concluded that there was a reasonable degree of activity

regarding inputs to Mr. Y in order to involve and engage him. It was evident that his likes and
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dislikes were always taken into account and that he wasetten a respectfuhanner at all

times. Thisactivity was in itself judged by the treating team to be evidence that meaningful
engagement was taking plac¢oweverMr. Y was adept at masking both his emotions and

his symptomsIn situations such as thidealth and Social Care professionals have to be
realisticabouh ow ef fective interventions can be. I n
been unreasonable for his involvement with services to have been managed in a more
assertive manner which wouldhve afforded greaterdegree of therapeutic challenge. In the

event Mr.¥s i nvol vement wit h hi semaireed & asupediciat r e a't
level. Staff identified the fact that he frequently told people what he thought they wanted to

hear, lut never really examined this tendency in relation to the consequehbesongoing

recovery. This lack of engagement may have fostered the rather enthcisesponse on

behalf of the treating team to any suggestions that Mr. Y made about his relapeggement

plan and future stance to his recovery regardless of either how unrealistic or inappropriate
they were. Of more concern is tiiact that it was the erroneous belief on the part of the
treating team that they knew Mr. Y well which perhaps lechtet 61 ower i ng of t h
that the basic protective factors (already discussed in the Subsections above) were not put

into place.

It Is a fact that ultimately Mr. YOS Vviews
January and March 2010 was evident that he did not want to be moved to a more
independent mode of accommodation. It is obvious from reading through the clinical record

that Mr. Y was, uncharacteristically for him, actually making hisutints and feelings very

clear.lt isunfot unat e tshcenterndMere.nd addressed appropriately at this stage

and the pressure on him to change his mind was signifi¢gdmtst it cannot be known to

what extent this last planned move had on Mr. Y, it is not unreasonable to speculdte that i
played a substantial part in the relapse of his mental héalthange such as this had long

been predictedy t he treating t eam dtawashlernefargnotagoop ot e nt
practice to apply such a high degree of pressure without atralmnagement strategy having

first been put into place.

Mr. Y was not understood well by his treatiream; lowever thereating team thought that
he wasand were genuinely of the view that Mr. Y was involved watitd committed tahis
recovery planAs a consequenocmutine protective plans were not put into place with the

rigour that was required. This meant that when this very private and difficult to igedow
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man began to relapse there were few measures in place to monitor his mental state and few

safety nets in place to ensure a safe and timely resolution.

Mr. Y was generally perceived as being a quiet and private person by members of his treating
team and this appears to have become a barrier to a genuine therapeutic relationship being
built up with him over time. His lack of involvement in his care planning and treatment,
whil st ostensibly regarded as being Mr. Y
challengedvia the building and maintenance of a therapeutic relationship so that he could

havegenuinely engaged more fully in his own recovery.

1 Contributory Factor SevenMr . Y&6s i nvol vement i n his <car
was superficialat best The treating team placed too much confidence in his ability to
work with his recovery mygramme and consequently failed to put routine protective

plans in place to the ultimate detriment of the health and welliogiof Mr. Y.

| 13.1.8. Carer Assessment and Involvement I

13.1.81. Context

The engagement of service users in their own cardohgsbeen heralded as good practice.

The NHS and Community Care Act 1990 stated th#he individual service user and
normally, with his or her agreement, any carers, should be involved throughout the
assessment and care management process. They dbeluttat the process is aimed at
meeting their wish@s In particular the National Service Framework for Mental Health (DH
1999) stated i n i tpeoplegvithimagritahhgalthpproblems cap dxped that h a t

services will involve service useaad their carers in the planning and delivery oféare Al s o

that it will fideliver continuity of cae f or a | on g, naffer cholesesnmhichi s n e e
promot e i nahdfibeacassible s that help can be obtained when and where it is
needea.

Carer involvement
The recognition that all carers require support, including carers of people with severe and/or
enduring mental health problems, has received more attention in recent years. The Carer
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(Recognition and Services) Act 1995vegacarers a cleaedal statuslt also provided for

carers who provide a substantial amount of care on a regular basis the entitlement to an
assessment of their abjl to carellt ensured that services take into account information from

a carer assessment when making dedsn's about the cared for p e

service provision required.

Further to this, The Carers and Disabled Children Act 2000 gave local councils mandatory
duties to support carers by prdwig services directly to therft.also gave carerde right to

an assessment independent of the person they care for.

The Carers (Equal Opportunities) Act 2004 placed a duty on local authorities to inform
carers, in certain circumstances, of their right to an assessment of their needs. Also that it
facilitated cooperation between authorities in relation to the provision of services that are
relevant to carers.

In particular in mental health, Standard Six of the NHS National Service Framework for
Mental Health (1999) stated that all individuals who provetgilar and substantial care for a

person on CPA should:

1 have an assessment of their caring, physical and mental health needs, repeated on at

least an annual basis.

1 have their own written care plan which is given to them and implemented in

discussion witithem.

13.1.82.Findings
Prior to the Death of Mr. Y Senior

Between the time that Mr. Y was referred to secondary care mental health services on the 10
March 2003 and the killing of his father on the 19 Fabyu2004 he lived at his paradt

home.

From an early stage Mr. Y made it clear that he did not wish for his parents to be edntact
by mental health serviceBollowing the referral to secondary care mental health services in
March 2003 it was evident that Mr. Y wasutely psychoti¢ was not complying with

medication andhat his mental healtvas continuingo deteriorate. On the 23 June 2003 the
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Staff Grade Doctoat the Day Hospitatecorded that collateral information was required
from Mr . WMa¥refysedrtogmet cansent for his paret be contacte® At this
stage it was agreed that the Day Hospital staffldvoantinue to discuswith Mr. Y the need

for his parents to be contacted.

On the 28 July Mr. Y was still refusing to comply with his medication. He described
delusional thoghts and was becoming increasingly paran@idce again it was recorded that

he refused to allow his parents to be cont ac
deteriorated to the point that a Community Psychiatric Nurse (Care Coordinator 43keds

to visit him at his home. At this stage no ¢

On the 11 August 2003 a review meeting was
was continuing to worsenThe Consultant Psychiatrist once agaisked Mr. Y for
permission to contact his parents. On this

Shortly after this time Mr. Y wadischarged frm the Day Hospital.

On the 18 August 2003 a risk sessmentwas conductedwhich stated that Mr. Y had
paranoid thoughts about both his neighbours and members of his family. Mr. Y did not think
that he had any risk factors and did not want his mother involved in any cardt ples.
recorded under the carer sectiors 0 o pi ni o no sou ghto.

On the 26 Augst 2003 it was recorded that both Mr. Y and his mother needed to be told that
when a service usero6s ment al heal ttdctawdds det

needs be, a Mentalddlth Act (1983) assessment would be conducted.

Throughout theautumn of 2003 Care Coordinator 1 visited Mr. Y at his home, often with his
mother present. It was evident that Mr. Y was still not complying with his medication and

that his mental state was not improving.

On the 7 January 2004 another home visit waslen®n this occasion Mr. Y Senior

mentioned that her sache x pl odes i f anyone i nbuwshédemeds wi t

408 Trust Internal Investigation Report (2004) PPL09
409. GP Record P. 51
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he had been aggressive towards anyone. It was also recorded that Mr. Y continued to refuse

to take his medicatioft®

The situatim continued unaltered until the -16 of February 2004 when a home visit was
made by an Approved Social Worker and Consultant Psychiatrist 2. On this occasion it was
made clear to both Mr. Y and his mother that the situation cwildeallowed to contina

as it was and that Mr. Y required an inpatient admissiowhich he agreedn an informal

basis. At this staghirs. Y Senior is recorded as beginning to understand the seriousness of

her sonos amektasumplort thel stiggestisnsof the inpatamission'

Four main findings were made in relation to the involvement Mr . Y besweep ar en't
March 2003 and February 2004.

First: the Independent Investigation Team was letthvthe impression that clinical staff

believed that Mrs. Y Senior wasn deni al about the seriousne:
problemsand did not take his condition seriouslyt was recorded i n Mr.
subsequent to the Kkiling of his father, that no one had ever told Mrs. Y Senior about the
natureofher sonds ment al il Il ness. She was,to te
following the killing of her husbandhat she had not been told about the seriousness of the
diagnosis and that she would have advised her son differently with regardagement with

services had she known. She stated that she genuinely did not know what Schizophrenia was

or why the medicatiomegimen vas important.She also stated that with the bfnef

hindsight had sonmme spent time with her explaining the sitoatishe would have tried

more assertively to have supported her $itnesses were asked at interview whether or not

any educational wor k had b egrior touhe dilkng of hikk e n  wii
father Witnesses stated tham their view discgsing Schizophrenia with Mrs. Y Senior

would potentially have led to heotal disengagementvith any treatment plaWitnesses also
expressed the view thatiagnosis was perhaps not a helpful model to dioe to the

2 The Trust Internal Review (®4) into the care and treatment Mr. Y received prior

family .
to the killing of his father stated tht mor e effort should have be

family members particularly bearing in mind that, when his mother was in attendance, during

410 CMHT Notes (20032004) P 10.
411 Trust Internal Investigation Report (2004) P. 20 and GP Records F37. 36
412 Witness Transcriptions

228



Mr. Y Investigation Report

a home visit on 1&ebruary 2004, she became aware for the first tini¢heseverity of his

B3 The Independent Investigation Team cosaeuith this finding.

conditioro.
Secondthe main reason given for services not contacting the family directly was that Mr. Y

did not wsh them to. The Trust Internal Review (2004) stated the followilgh e Dat a
Protection Act (1998) allowthe processing of data under a number of conditions, other than
with the subjectbés <consent. There isof indee
circumstances, t o wheh the judgesfarind ¢h&t oldainiig Nhformation]
without t he peamiitehnttblse cojseeantt o f obtaining
patientods risk ar emited ender Englishdlaw't* e antema

Review Teamwas o f the view that Mr . Y6s family sho

obtain a collateral history. The Independent Investigation Team concurs with this finding.

Third: acarer assessmemtas not of f er ed t nadepéhdentInYeStgatignar e n't
Team acknowledges that in 2003/2004 carer assessments were implemented poorly across the
countryas a wholeThe Team also acknowledges that this concept was understood poorly by
the communitybased treatingeam who thought that his kind of intervention was not
relevant Had it been decided that a carer assessment was not relevant, then other extant
guidance in place at the time (NICE and Care Programme Approach policy and procedure)
should have been considered. NICE guidance@®A guidance all place a duty of care on
secondary care mental health teams to involve carers in order to ensure that support and
advice is available. It is a fact that Mr. Y was suffering from an acute psychosis and had been
diagnosed as having ParanoidhBophrenia. It is a fact that Mr. Y was living at home and

that his family was described as being supportive and thus cited as a protectivia fdutor
maintenance of his health and wellbeihgthis regard they werde factobeing identified as

cares. At no stage were they given the support and advice they needed to fulfil this role

appropriately.

Fourth: safety contingency and crisiplanning processes were not considered through the
lens of either carer participation or risk. It had been recbttiat Mr. Y was harbouring
paranoid thoughts about his neighbours and his family. Unfortunately the extant clinical

record does not detaithat these paranoid thoughts consistedoivhether his parents were

413 Trust Internal Investigation (2004) P. 30
414 Trust Internal Investigation (2004) P. 30
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thought to be at riskit was evident that MrY was deluded and paranoid, suspicious and
experiencing ideas of reference. It was known that he was not taking his medication and that
his mental health was deterioratiigh e par ent 6s of Mr . Y shoul d
information regardinghe nature of his mental illness and also what actions they needed to

take if his condition grew worse or reached a state of crisis. This was not done.

Prior to the Death of Mrs. Y Senior

Support to Mrs. Y Senior Following the Index Offence

Following the @ath ofMr. Y Senior, and the attack that was perpetrated upon her by her son,
it would appear that Mrs. Y Senior receiveeithercounsellingnor supportfrom the Trust.

At the present time a Trust would be expected to put into place an ongoing cogasellin
support programmdor any surviving victim of an attack perpetrated by a mental health
service user. The events of 2004-peted the national 20@eing Operguidancewhich sets

out the requirements for thislowever given the severity of the attatke fact that Mr. Y
was an inpatient at the Scott Climind thathe requirement fdiamily therapy interventions
had been identifiedand that Mrs. Y Seniowas regardedis a future potential victimt

would have beegood practice for this to havedsetaken into consideration and acted upon.

Clinical Assessmeit@ontacts with Mrs. Y Senior

On the 14 July 2004 the Soci al Wor ker made
was noted to havdelt better able to talk on this occasion (there isremmrd of what the
previous occasion had consisted of). She mentioned that Mr. Y had always had a loving
relationship with his father, that he liked history and keeping fit. She also said that Mr. Y had
never been an aggressive person and had never béghntsn Mr. Y had recently written a
letter to his mother. The letter was reported to have been full of love for his mother and regret
for kiling his father. Mr. Y had requested that his mother visit him. At this stage Mrs. Y
Senior felt that she couldoh visit him, but may be able to do so in the future. She said her
sister would probably visit him in the meantiff2lt is unclear what the purpose of this visit
was, whether it was to provide support to Mrs. Y Senior, or to gain some understanding of
Mr. Y.

415, Clinical Records Set 2. PB2-83
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On the 6 September 2004 the carer perspective was recorded as being that Mrs. Y Senior was
grieving for her husband, but at the same time felt she had lost her son for whom she could

not grieve. She felt it would have been better if her son had kiéedis well. She could not

feel sorry for her son, nor sympathise, as she was still trying to come to terms with what had
happened. Mr s . Y Senior said that she had n
in the past or about what signs and sympgdo be aware of. Any perceived roomp liance

on herpartinthepastwésdone in compfete ignorance

During September 2004 the Psychologi st reco.i
child, he periodically held his breath until he went bluerder to get his way. Upon starting

school she described him as anxious not wanting to be separated from herself or travel on the
school bus. Mr. Y had expressed feelings of jealously about his brétbemately Mr. Y

said thatwhilst he had a closeelationship with his mother; she was amxious woman who

wasf i ndrirgy cbntrolling and criticad. He said that her intrusiveness had undermined his
confidence. As a consequence he withdrew and bottled up his feelings. Shortly after leaving
school hehad left home, but his motherh@ddo r d er e d h iltrwastamund thig time n 0 .
that Mrs. Y Senior started to be described as berey 6 hi gh EE®& mot her i n
record. High EED or high expressed emotion is a term used to destn&ddehsiour of

people who ar@ery critical and at timeshostile. These peop@o not know any other way

to help support a family membeavith mental illness.They feé that the illness can be
controlled by the service usefrhe oty way they feel that the sace usemill change their

behaviour is through criticism which actually often contributes to a relépseuld appear

that the evidence used to make this judgement was based solely upon the history given by
Mr. Y. Witnesses to this Investigation disaglestrongly with the notion that Mrs. Y Senior

was a 6hi g EEd6 mother.

On the 4 October it was noted in the Effective Care Coordination Review that the Social
Worker and Clinical Psychologist had visited Mrs. Y Senior in ordegatoassisancewith

Mr . Y6s assessment . Nuoy supyeont that she maw lzage reguaredl@t a b o |
this stage in her own right® At this stage Mrs. Y Senior did not feel able to meet with her

son and was worried about the possibility of his returning home in thefutur

416.Trust Record PP. 48991
417.Mr. Y Trust Record PP. 581
418Trust Record PP. 685
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In December 2004 Mrs. Y met with her son for the first time following the index offence; she

was accompanied by members of her family. From this time forward there is little evidence to
suggest that she took part in any other kind of clinical assesgmaecessAt the 4 October

2004 Effective Care Coordination Revigtwvas noted under loAgerm risk management that

the required plans would be clarified after
issues and family dynamiéé? At the 5 Septerher 2005 Effective Care Coordinatiosview

it was noted that future lonterm risk management plans should consider exploring the
family dynamic (this was resultant on the outcome of a pending neurological asse$&ment).

No further family-focused work tookplace even though it had been identified that Mrs. Y

Senior remained at riséf future harm from her son and any possibility of future offending
appearedtobevery specific to the i nt egrgatonshpn bet

with his parents. **

Care Programme Approach

Mrs. Y Senior attended Effective Care Coordination meetings at the Scott Clinic; the first
beingont he 7 March 2005. She always came saccomp
attendance commenceace she begato visit her son on a regular basis$.is not clear what

kind of involvement she actually had at these meetings. It is a fact that the carer sections on
the CPA documentation remained | argely Dbl an
recorded but these views afpé¢o have been restricted to saying that she did not want her

son to return to the family home and that she was pleased with his prddnesEffective

Care Coordination meeting that t ook ©place
forthcoming MentaHealth Review was discussed. It was noted that she was happy with what

was being proposed and that she had met with Consultant Psychiatrist 3 who had discussed
the forthcoming process with her. However it was recorded on the 28 September that the
Social Waker visited Mrs. Y Senior at her home. On this occasion Mrs. Y was reported to be
confused about the forthcoming Tribunal and what it would mean. Moscow Drive was not far
away from her home and did not feel she could bear Mr. Y coming back into the heuse;

feelings were described still beifigr a.vitavas clear that members of the extended family

had very strong negative feelings about Mr. Y. They were angry with Mrs. Y Senior for

accepting her son and felt that she should fiaveo chkneupl and throwmway the key. 422

419 Trust Record P. 482
420. Trust Record P. 407
421 Trust Record P. 187
422 Clinical Records Set 2. P. 330
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Whilst it is not unusual for carers to find it difficult to express their views during ward rounds
and Care Coordination meetings, it is always regrettable. Mrs. Y Senior had been visiting her
son at the Scott Clinic for a period of tweays at this stage and the treating teamhiaadhe
opportunity to get to know her well. It would app gamweverthat she was not able to discuss

her concerns in such a public forrand that there was a limited therapeutic relationship

developed with her

Foll owing Mr. YO s conditional di scharge int
Senior no longer attended the CPA reviews. It is not clear why this was the case. The
Independent Investigation Team noted however the following entry in the clinicatirec

dated the 9 November 2006¢é Secti on 37/ 41 MHA Rights rea
understood these. Next review date set for 9/2/07Mr. Y] does not wish for his nearest

relative to be sent a copy thfe section information leaftef It is speculabn only, but it is

possible that as Mr. Y prepared himself for his discharge he may not have wanted his mother
involved in his care and treatment any longer. Whatever the rgasoserved to isolate Mrs.

Y Senior from the care, treatment and monitoripgocess. It is a fact that once Mr. Y was
dischargedinto the community ongoing communicatiorisetween Mrs. Y Senior and

members of the treating team dwindled significantly.

It became apparent when the Independent Investigation Team interviewed witthegses
liaison and support to hisiother was not considered to be a part of the Care Coordination
process and for this reason neither Care Coordinatas 3 ever met with Mrs. Y Senior.

This lack of association between Care Coordination and family riaieay also have
contributed to Mrs. Y Senior no longer attending Effective Care Coordination meetings once

her son was living back in the community.

Conditional Discharge Arrangements

It was evident that Mrs. Y Senior and her family were concerned él@oubntinued safety

when faced with the prospect o0 The Bubsectiovi® s d i
above detailing riskassessmentcare planning and discharge processes have already

described in detail the fact that the terms of the conditdischarge were translated poorly

423 Clinical Records Set 2 P.353
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into a coherent set of care plans. In effect at the point of discharge Mr. Y washgyenme

responsibility to regulate his own contacts in relation to meetings with his mother.

Mrs. Y Senior 6s ¢aadmotitobe lmappy with the dischdrge areapgpments

and they set up their own procedures to keep her safe. One such arrangement was that Mrs. Y
Senior left her porch light on when she went out and turned it off again on her return. This
provided a cleas i gn al to anyone O0in the etyframmady t hat
visit to her sonlt was this arrangement that signalled all was not well on the night of her
death and led to her neighbours reporting her missing to the Police when she fatiachto re

from the visit to her son which took place on the 30 March 2010.

Support and Protection

It has already been statédat neither Care Coordinatallocated to Mr. Y following his
dischargesver met Mrs. Y SenioiTheroleo f | i ai s i n g othweifell tbh theNbocial Y6 s |
Supervisors who when interviewed by this Investigation appeared not to undesgtaind

levels of communication and involvement Mrs. Y Senior should have expected from
secondary care mental health services. The Social Supervisarsetb their activities in

relation to their role of monitoring the terms of the conditional discharge and appeared to

have focused upon this alon@n the 14 October 2008ocial Supervisor 2 visited Mrs. Y

Senior at her home. The visit was described inclimcal record adi | e n gahdhfocused

upon the issues |l eading up to Mr. YOs admi
advised that she should contact Social Supervisor 2 if she needed any further input that may

help her**

The Independent Invegttion Team make the observation that this offer of help,
whilst well meaning, could not be described as timely seeing that it was made four and half

years after the killing of Mr. Y Senior and the attempted manslaughter of Mrs. Y Senior.

It was recordedhat on the 29 May 2009 Social Supervisor 2 visited Mrs. Y Senior once
again at her home. On this occasion Mrs. Y Senior was said to be pleased withther so

progress“.z‘r’There are no further reammtheded i ntervent

424. CMHT Notes Post Discdrge P. 48
425 CMHT Notes Post Discharge P. 41
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13.1.83. Conclwsions

Prior to the Death of Mr. Y Senior

The Trust Internal Review (2004) stated that ami | y contact coul d ha
element in his care and treatment and should have been pursued insp o f Co [ M

reluctance.**®

The Independent Invagation Tem concurs with this conclusiofad Mr.

Y6s par ent sbytheteatingteamt the auiset, in a manner in keeping with both

NICE and CPA policy guidance, it is probable that Mr. Y would have receivedrifeemed
supportwhich couldhave made a substantial contribution to his care and treatmethte

event theywere not told about his diagnosis and did not understand the importance of the
medication regimen that he was so rejectingldfe Trust Internal Review did, however note

tha t Mr s . Y Senior was not subject to a Care
Trust statedi A review of the arrangements in place

the Scott Clinic should be undertaken. All Carers should be offered a @ as s es s ment

At no stage did the treating team seem to consider the practical and emotional difficulties that

Mr . Y6s parents may have experi ewmassaftering n pr o
from an acute episode of psychosieithersupportnor advice wereffered to them. It was

al so apparent t hat Mr . Yébs paranoid thinki
volatile and angry within the home. Knowing this, it is of concern that rdegihg team did

not developa risk management strayeg f or Mr . YO&s parent s.

Had Mg paren¥steen engaged witha mannem keeping with extant national and local
policy and procedure it is probableahthey would have understood better the situation they,
as a family were in, and could have been kedrwith to manage it bettdt is also probable

that Mr. Y could have been engaged with his care and treatment regimen more effectively

with his parentdés informed support

Prior to the Death of Mrs. Y Senior
The Trust Internal Review (2010) into theeand treatment Mr. Y received following the
kiling of his mother did not examine carer issues and therefore it is not possible to include

any Trustbased conclusions stemming from the internal investigation process.

426. Trust Internal Investigation (2004) PP -28
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The Independent Investigatidreamconcluded thaMrs. Y Senior did not at any stage have
her own needs as a victim of the index offence, a carer, and a potential future victim of
violence assessed. Mrs.Séniorappeared from the outset, to have been treated exclusively
by the Scott Clini@s a source of collateral information as it pertained to her son. Whilst there
are references iIMr . chhidad record tothe possibility offamily interventions and faryi
dynamicswork comprising a future plan of actiomf no time were these ever éqed
beyond a rudimentary levellhis was contrary teextant NICE guidelines which in the

circumstancesshould have been implemed as they were most cleanmhdicated.

Throughout Mr. YOs time as an 1| npcarhentagtiont at t
stated that Mr . Y6s future potential for v
mother. It was recognised that, although in the opinion of the treating teamabmnsadered

unlikely, Mr. Y was capable of a relapse and that his nhdr@alth could deteriorate in the

future. It was understood that if that occurred it was possible that he would repeat the
behaviour associated with his index offersced that he could kill againrhe risk Mr. Y

posed could not have been more clearly staiéhat is incomprehensible is why no robust

risk management plan was put into place to protect Mrs. Y Senior. The terms of the
conditionaldischarge sebut clearly what actions needed to be considdrsmvever instead

of working these conditions into ableerent management plarhey were left as simple
statement®f intentwhich were rendered meaningless because:

1 they were not communicated effectively to partner agencies (such as Imagine);

1 they were not broken down into a series of planned interventions;

1 they wee left largely to Mr. Yto self regulate;
1

they were not monitored appropriately.

It was not good practice to isolate Mrs. Y
conditional discharge into the communiue to the fact that the Caredgramme Approach

and Care Coordination failed to provide ongoing liaison and support it is doubtful if she
understood what crisis or contingency plans were in place, or howcahlé summon
assistance for either her son or herself if the need drodeeevent this elderly lady and her

family were left to put their own protectiogolan in place. Unfortunately whilst this plan

proved to be effective in raising an alert, it proved not to be effective in saving Mrs. Y

Senior 6s i fe
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1 Contributory Factor Eight. The Scott Clinic failed in its duty of care to Mrs. Y Senior.

This left her unsupported and without the protection of risk management plan.

| 13.1.9 Housing I

13.1.91. Context

Supporting People

Supporting Peoplés a United Kingdom governmenprogramme helping vulnerable people

in England live independently and keep theocial housingenancies. Itis run by local
governmentand provided by theoluntary sectarlt was launched on 1 Ap 2003. The

Office of the Deputy Prime Minister wrote on the introduction of the schemé@atl April

2003 theSupporting Peoplgprogramme was launched. The programme is committed to
providing a better quality of life for vulnerable people to live mandependently and
maintain their tenancies. The programme provides housing related support to prevent
problems that can often lead to hospitalisation, institutional care or homelessness and can
help the smooth transition to independent living for thossvihg an institutionalised
environment. Th&upporting Peopl@rogramme provides housing related support services
to over 1.2 million vulnerable people. The programme is delivered locally by 150
Administering Authorities, over 6,000 providers of housielgted support, and an estited
37,000 individual contracts**’

Supporting Peoplelient groups

Supporting Peoplés a wide and varied prograne that reaches out thfferent vulnerable
members of society. Client groups include:

people who have been hom&t or a rough sleeper;

exoffenders and people at risk of offending and imprisonment;

people with a physical or sensory disability;

people at risk of domestic violence;

people with alcohol and drug problems;

teenage parents;

= 4 4 A -4 -a -

elderly people;

427.http://Iwvww.peoplefirsthousing.co.uk/downloads/Info%20What%201s%20Supporting%20P eople..pdf
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young peopletarisk;
people with HIV and AIDS;
people with learning difficulties;

travellers;

= 4 A4 -—a -

homeless families with support needs.

The Office of the Deputy Prime Minister has the main responsibility forSungporting
Peopleprogramme. It allocates Supporting Peoglgrant to Administering Authorities and

monitors their performances. Administering Authorities (unitary authorities and counties in

two tier areas), are responsible for implementing the programme within their local area. The
Administering Authorities coméct with providers and partner organisations for the provision

of Supporting Peoplservices. A Commissioning Body (a partnership of local housing, social

care, health and probation statutory services) sits above an Administering Authority and plays

a keyrole in advising and ap provingSupportingPeoplestrategy**®

Al n October 2003, the Government commission
Independent Review &upporting Peoplas a result of the significant and late growth in

costs by £400 mitin between December 2002 and April 2003. The Independent Review was
asked to consider the value for money and the variation in unit costs and services across
local authorities. TheIngeendent Rev i e wl1l.& lwlliorcid tap dnact to pak fart o]
the | egacy provisioné It is important that ¢t
with the proper market rate for good quality strategically relevant housing services. Itis also
important that efficiency savings are optimised and secured dg @&ampossible toelease

funds f or nAepnogramme uof ivarki hasnbéen developed to take forward many of

the recommendations. This focuses on improving how Administering Authorities, service

providers and commissioning bodies raga and deliver alue for monet‘y.429

Background to the Senvices Provided at Moscow Drive

The accommodation provided at Moscow Drive by Imagine was initially setup as a joint
venture with the Scott Cliniand the Primary Care Trusb provide step down care for
individuals within the forensic servicas there was a lack of resource in the commuiiihe

financial model was that 8fer centof the funding would come througbupporting People

428http:/lwww.peoplefirsthousing.co.ukdownloads/Info%20W hat%201s%pp8rting%20P eople.pdf
429 http:/lwww.peoplefirsthousing.co.ukdownloads/Info%20What%201s%20Supporting%20P e ople .pdf
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and the remainder would come from the Primary Care Tr0sthis joint commissioning

arangement was developed because therewilisgnessfor the different agencies to work
together. This was a meldcharacteristic of Liverpoollhe service was provided by the
voluntary sector (Imagine) and was funded through Section 64 (joint commiggioni

arrangements.

The Imagine Internal Review (2010)tinthe care provided to Mr. Y pralesa useful
synopsis of the services provided at Moscow Dawe the contracting arrangements that

were in place at the time Mr. Y lived there.

123 Moscow Drive

AThere appears to have been an informal arrangement betiveescott Clinic and Imagine

to provide residential support for service users being discharged from the forensic service.
This arranggment was set up b é the then community services managerthe Mersey

Forensic Psychiatry Service.

In 123 Moscow Drive there had been five places three of these were occupied by former Scott
Clinic patients the other two were occupied by service users from the gesgchligtric
service.é € The then CommupitManaget arranged for regular support to all 5 residents

not just the former forensic patients. In practice this meant that when a forensic CPN was
visiting he would discuss any patient the imagine staff had concerns about not just the
forensic patientsas problems for any resident could have knock on effects on the whole
house. This informal arrangement had been put in place around eight years ago by a
different generation of staff and in a different contracting culture; it would not be possible to

replicate this arrangement today.

The inquiry panel heard from a number of different sources that there were 3 forensic beds in
Moscow Drive commissioned and funded for the use of the Scott Clinic. No such contract
ever existed and decisions regarding whereplace clients have always been made by the
Vacancy Panel, Multi disciplinary clinical teams can and do recommend particular

placements. This may be due to the experience and expertise of particular agencies or

430. Witness Transcriptions
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perhaps because of the accessibility of theapc e ment to a clientds r el

(or lack of access in some cases).

The four agencies involved in this contract (directly or indirectly) are Imagine, Mersey Care
NHS Trust, Liverpool PCT and Liverpool City Council. All four agenciesehsignificant
responsibilities for the welfare and safety of service users, staff and the general public yet it
seems there is never an occasion when they come together to discuss the strategic direction

of these services dieir operational effectivenegs™

133 Moscow Drive

Rn133 Moscow Drive has four flats for servi
tenants who transferred to the flats in 2009 included three former forensic patients who had

been resident at 123 Moscow Drive. The essenffi@rence at 133 is that eagerson has

an individual tenancyor their own flat.

As part of the tenancy the service user has exclusive access to their flat, staff do not have
spare keys and can only enter the flat by invitation. There are no commeaalather than

the hall, stairs and laundry facilities. This requires staff to actively engage with tenants and
discuss the kind of support the tenant requires at any given time, e.g. budgeting, social
support or just for some company. Tenants can visistaff accommodation and regularly

doso,iné [ Mr] caseth® svas usually at the initiation of staff.

The individual contracts for each service user detail the range of issues and quantity of
engagement required from the Imagine staff. In the aurfieancial climate even greater
scrutiny is being exerted to ensure goals are being identified and aclasveost effectively

as possible.**

13.1.92. Findings

The Placing of Mr. Y

Mr. Y was ultimately placed at 123 Moscow Drive following a requestnfr the Social
Worker at the Scott Clinic in thegpringof 2006.The Independent Investigation Team was

told during witness interviews thagferral proceses were usually initiated by tladlocatel

431 Imagine Internal Review (2010) PR10
432 Imagine Internal Review (2010) P.10
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Care Coordinatorln the case of Mr. Y who had no Care @inator his Social Worker

initiated the referral.

The Imagine Internal Review (201@)sefully clarified that previous psychology reports
prepared on Mr. YO6s behalif. [Mr. Y] wil o dffexechla e r 20
psychological intervention lich will start on a ondo-one level and will have several aims.

It is acknowledged however that, there is little evidence or research on the effectiveness of
teaching theory of mind skills to adults with such disordiris likely that any intervention

will be a long process and will require exterrgalt r uct ur e and manshgement
foreseeable future as it is unlikely that he will ever develop these skills aativefy use

them independently

i For -tdrmoaccgmmodation .[Mr. Y] is mare likely to cope within a small home in the
community containing a stable small group of people for him to interact regwihlyAsé

[Mr. Y] requires such a structured, predictable environment in order to feel safe and secure,
he would benefit from gported accommodation with staff input who have an awareness of
his limitations and will continue developing his lifestyle skills. His level of risk and
management would not suggest a high level of physical security requirements if the above

interventionswere to catinue in his new accommodatinf™>

The Effective Care Coordination Review held
for a small group home in a predictable environment with staff experienced in autistic
spectrum disordér’

The Imaginelnternal Review (2010) discussed tliiea p p ar e n t betees whatr had y 0

been identified as being required for Mr. Y amntat was in actual fact put into placd he

Internal Review stated thdiThe firstqud at i on strongly swogldjest s
require support indefinitely and even then would be unlikely to benefit sufficiently to live
independently.The description of accomodati on required itthe suppo
second quotation is consistent with that provided by Imagine in Moscow driwe.
inconsistency arises in an implicit assumption that Moscow Drive staff would have the skills

and training to support a client with such complex needs and undsush gnosi s as &

433 Psychology Records PP.-230
434 Trust Record PP377-382, 388-399, 400-411
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Y]. In reality these skills are clinical and the input would be reeghiirom Mersey Care staff.
It is unlikely that a single weekly visit from the social worker or Cd#N, pr ovi ded t o

Y], would be frequent enough to provities care.**®

The Independent Investigation Team concurs with this findlirgas apparenthat the Scott
Clinic was aware of exactly the kind of care and support that would be provided at 123

Moscow Drive.However theTrust clinical record constantly states that Mr. Y wasiid-

hoursupporteca c commodat i ono. It was tdhhvelesseaesl Mu mpt i c
YO6s r i sk ptisiadactithatithe MentaloHealth Tribunal when making the first of
nine conditions for Mr. Y 6 sTo reside dtil23, Moscew di s

Drive, Liverpool (2-hour supported accommodatmin436 A witness to this Investigation
from Imaginesaid thatfiwe never sought to offer 2#bur care. Our staff would be working
with the other users in the premises and would have left the building freqUdrghe was

never any suggestion that we hadfstafon site 24 hours a dayéod

It woul d appear t hat at the point of Mr . Y
decisions made about his supported living accommodation ran counter to those made
previously regarding his longerm needsAssumptionsappear to have been made about the

levels of support and supervision that he would be able to receive at 123 Moscow Drive
which were erroneous and provided a false sense of secrity. t he st age when
community placement was being plantbé trea i ng t eamdés perception
and needs were not congruent. Risk assessments stated that he would need a structured
management plan around any chatméis environment and that any accommodation move

could trigger a relapse. It was identdfithat Mr. Y would need ongoing support and that his
O0Theory of Mindé problems would continue fo
therapeutic inputThe Independent Investigation Team found that the Imagine care workers

were neitherappropriaty skilled nor qualified to provide the ongoing levels of therapeutic

input that Mr. Y required. This could have been ameliorated by the required therapy being
provided by the Scott Clinic team, but at the point of digghtine Scott Clinicdam ceased

abruptly alltherapeutic inputs and segued into a monitoring and supervision role only.

435Imagine Internal Review (2010) P. 13
436Trust Internal Investigation Report (2010) P. 22
437.Witness Transcription
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Handover Processesnd Multiagency Communication Processes
As has been concluded in Subsection 13.1.6. abloealischarge planning processes that

took place when MrY left the Scott Clinic to at 123 Masw Drive were poorly executed.

Care Coordinator 2 and the Senior Occupational Therapist from the Scott Clinic visited the
Imagine staff at Moscow Drive on the 28 December 2006. The purpose of this visit was to
providea transferof information which included the previous work done with Mr. Y whilst

an inpatient regarding hisTheory of Mind difficulties. Imagine staff were given the
opportunity to | ook at Mr . Y6s work goil e an
through the contents. Mr. Y was told that the therapeutic intervention that he had previously
received from the Senior Occupational Therapist would now &hres unclear why this

kind of conversation was not instigated with Imagine in the summ20@® prior to Mr. Y

taking Section 17 leave at Moscow Drive. Whilst it was evident that Care Coordinator 2 (who
was new to the case) had facilitated this sensible input, this intervention should have taken
place at least six months previously. The Indeleemn Investigation Team concluded that it
was not appropriate for such a complex notion to be handed over to unqualified staff for

future therapeutic input with such a fleeting set of instructions.

As has been discussed aban previous gbsectionsthee is no evidence to suggest that a
managementplan h a d been developed to ensure that
discharge were met. It remains uncertain as to what exactly the Imagine workers knew about
Mr. Y and the expectations that the Scott iClieam had placed upon them by default. It is a
fact t hat | magi ne workers were invited to ¢
Coordination meetings once he was in the community. Unfortunately most of these meetings
were either not recorded, dod the documentation not filed in the Trust record keeping
system andor not sent to the Imagine workerR. is difficult thereforeto understand what

took place at these meetings in any great detail. It is possible that these meetings fostered
discussio about how Mr. Y was to be managed, but frexaminingthe extant Trust and
Imagine record formulated about Mr. Yhis does nbappear to have been the cabbis

view is supported by the findings dhe Trust Internal Review(2010) and the Imagine
Intemal Review(2010) It was also supported by the findings of this Investigation when

interviewing Imagine witnesses.

438 CMHT Notes Post Discharge PR21
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Moving On Processes

The Move from 123 to 133 Moscow Drive

The Imagine mternal Review (2010) identifiedoncerns in that Mr. Y was being weml from

123 MoscowDrive, where his supervision and therapeutic inputs from the Scott Gl

were already minimal, to an environment that would offer even tessitoring andsocial

care input.The Review statedThese concerns apply particularly toe apparent haste to

moveé [ Mr from Yk flat in 123 Moscow Drive to less supported accommodation
elsewhee in the community. This drivseems to havehee based on an assumg
[Mr. Y] could manage without the level of sopppreviously conslered tobe essentialor

him to prosper in the community.

A further concermr el at ed t o'st@nsferflom 123¥Wscdw Drive to 133 Moscow

Drive is the assumption that the accommodation in the new building was equivalent to that in
the former poperty, this was not the case. As stated prevu s | vy &] ngwMr . Y
accommodation was a selbntained flat with 24 hour support available. This afforded him
greater privacy but also the opportunity to isolate himself more. One of the terms of his
conditional discharge was that he should be resident at 123 Moscow Drive any change of
address required the notification and prior permission of the Ministry of Justice. This was not

sought and consequently an important external check was missed.

Perhaps the mosignificant omission from the Mersey Care records is any risk assessment,

formal or informal,r egar ding é [ Mr s. Y Senior]. é [ Mrs
[Mr. Y] and his next of kin/carer. She was his principal suppotd only visitor,
YoJsauntad uncl e came as supmoen dlme évi[Mirtsed,Y IS

[Mr. Y] themselves). There is no satisfactory explanation for thissionis**°

The Independent Investigation Team concurs with these findings. Additional findswgs al

include the following:

1 no risk management plan was put into place by the Scott Clinic team regardingMr. Y
move it had been identified that a change to his environment could cause a relapse in his

mental state therefore this was a significant omis§tomust be noted that Imagine put a

439 Imagine Internal Review (2010). 13
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risk management into place, but this was a basic plan that identified accidental fire setting
and food poisoning issues around fridge hygiene);

91 the actual level of required 1:1 input each day was identified as legiaghour;
somewhere along the line staff-Béur support/supervision had been reduced to a single

hour each day of social contact

It i's not clear what exactly prompted Mr.
September 2009The Independent Investigan Team wastold by a Trustwitness that a

Local Authority assessor (an agency social worker employed during 2009) had assessed Mr.

Y in the spring of 2009 as requiring a-B&ur input for support rather than aB@ur level of

input, hence instigatinthe move.The Independent Investigation Team vesotold by an

Imagine witnessvhen interviewed that 123 Moscow Drive was no longer considered to be a
suitable place of residence for building reasons and that the landlord was not prepared to
make the apmpriate change&”® (The Local Authority was however at pains to shgt a

reduction in an individu& support hours wouldot automatically mean that the individual

would needo move accommodation agsdividuals have a tenancy and any move to another
accommodation would be part of an agreed plan with the individual servicg Uses

mat er i al sense the move might have been a b
aversion to change; it was not necessarily psychologically so beneficial. Therevisi@rce

of appropriate psychological preparation for this move. It appears, however, that the move
went well and Mr. Y reported that he enjoyed his new accommodation and had friadd

(possibly for thdirst time in his life) There is no account whiin the clinical record that any
discussion took place either within the Scott Clinic team or during Effective Care
Coordination Reviews as to whether this mov:«
of increased independence was decreased superviBhis does not appear to have been
reflected upon or included in a risk assessmeftf obvious concern is the fact that the

Ministry of Justice was neitheonsultedhor informed.

The Planned Move from 133 Moscow Drive
Mr. Y had been a resident at 3B1oscow Drive for approximatelfour months when plans
commenced to move him to another place of residence that would offer him more

independenceThe Independent Investigation Team interviewed both Trust and Imagine

440. Witness Tanscription
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witnesses and also held a meeting witital Authority and Supporting People diagersit
has proven impossible to understand why this move e Iplanned. Very little survives
in the extant clinicéocial carerecord about the reasons why this move was being

considered. However the evidin such as it is, is as follows:

Trust Perspective

1. Witnesses at interview denied having any knowledge of an imminent move being
planned. Witnesses understood that some discussion had taken place but had not thought
anything to have reached an implemeiotaphase. Recollections weat distinct odds
with the extant clinical record whiathetailedthat a move was indeed imminent. A letter
sent to the Gy Consultant Psychiatristf8llowing the 11 March 2010 Effective Care
Coordination Reviewstated thatiiThe main focus of the discussion was around
consideration for slightly more independen
has also not required access to the 24hr staffing over the past three years.
Accommodation being considered is the Cluster FldieBe where he wouldceive
support one to one ]sisulpegmmingt to cdresider this aaré [ Mr .

appropriate move for himself'**

Whet her the move was Oi mminentd® or not it
for Mr. Y to move into andhat he was being actively advised to consider this option. Of
concern to the Independent Investigation Team was the fact that Mr. Y having not
accessed stafSupportin over the past three years was an indication that he did not
require ongoingsupervisim, as one could not be reduced without the otihes was
problematic Trust witnesses claimed not to have been the instigators of any proposed
move. The fact remains however that the Scott Clinic team appeared to have supported
the idea and were not adserto this move taking place. At no time did the Scott Clinic

team consider consulting with the Ministry of Justice as required to do so.

Imagine Perspective
2. Witnesses at interview were of the view that the urgencyndwe Mr. Y from 133
Moscow Drive mayhave been prompted by an ongoBigpporting Peopleeview. As a

result of the review it was decided that Mr. Y no longer required the level of support that

441. GP Records P. 60
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he had enjoyed previously and that his support hours could be cut. This would have
necessitated aowe to less supported accommodation.

Mr. Y would have been eligible for Section 117 aftercan@ngementsvhich should

have ensurd that his care in the community needs would be funded in full by both the

Local Authority and the Primary Care Trust. Anjraoge to a Section 117 plan of
aftercare should have been needs drjvant funding drivenandthe decision to instigate

any change should have besrade in an appropriataultiagencyforum. If indeed it had

been decided t hat M,rard that & subseqaeatdclsangdnia fangdic h a n g
and support was indicatethenan appropriatenultiagency discussiodid not appear to

have taken place

Regardless of where the impetus came from to move Mr. Y, it was Imagine workers who
took Mr. Y to visit the ew accommodation and who spent time with him persuading him

that the move was in his best interests.

Local Authority and Supporting People Perspective

3. Local Authority and Supporting People Managers denied being the instigators of a plan to
move Mr. Y fran 133 Moscow Drive to the Cluster Flat Scheme. The Managers told the
Independent Investigation Team that this kind of assessment and decision would not have
been an appropriate thing for their services to leen involved witkand that thikind

of activty would not have framegart of an individualised care plan

The Independent Investigation Team knows that a further move was pleinged
imminently from 133 Moscow Drive to the Cluster Flat Scherfiis move ran counter to

t he t er ms s enditiorahdisciMuge andXhe 8/1inistry of Justideo had not ben
consulted. It was evident from reading through the extant clinical records that Mr. Y was not
happy about the move, and had uncharacteristically made his views very clear. Despite Mr.
Y 8 ohjections thereappeared to have been a great deal of pressure being exeotedim. |t

is inexplicable as to why such a move was in fact being considered so quickly following his
move the preceding September out of 123 Moscow Drive. It is also inede kel no risk
management plan was put into place as moving Mr. Y had been identified as a major risk

factor in the pastand he was actively expressing misgivings about this new venture
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13.1.93. Conclusions

The Independent Investigation Team concatudieat the care and suppoprovided by the
Imagne teamat both 123 and 133 Moscow Driveas of a diligent and robust natutewas
characterised by social activities, like gym attendance and encouraging Mr Y to pursue
interests However, in the absena# skilled therapeuticputs fran the Scott Clinic team, it

was unlikely that Imagine workers would have been able to provide the level of supervision
and support that Mr. Y required. Indeed this was an unreasonable expectation on behalf of the
Scott Clinc team.From the outset there was an over reliance upon the Imagine workers to
provide a level of support (2dour supervision) and therapeutic inputs (Theory of Mind) that
they were not contractetb provide. These unrealistic expectations were to lead false
senseofsecurtg b out Mr . YOs obeiggdastergd byntherScajteChime ream.

Mr . Y6s discharge and aftercare arrangement s
Scott Clinic to 123 Moscow Drive. Both Imagine workers, and Mhinvself, were prepared

poorly for this transition. That being said Mr. Y lived in the community with no seeming
difficulties until a few weeks prior to the killing of his mother. However the failure to ensure

t hat Mr . Y6s aft er c,alocemerded, raadrcgremnrecateéd detweaenrale ¢ |
of the agencies involved with him, ensured that ovéer me M r . o both simseli asdkes  t

others wereninimised to the point thatey wereno longer an active consideration.

Weak Sectionll?7 dtercare arragements contributed to a lack of clarity around the short,
medium and longerm planss ur r oundi ng Mr . Y 6 sregdrdutd hig e, Wi
requiredaccommodatiomeeds These needs had been identified statutorily (by the Ministry
of Justice) and clically (by psychological assessmerfatutory agencies did not appear to
have understood their obligatiomither with regard to Section 11@ r Mr . YO6s part

requirements

Poor levels of Care Coordination, Social Supervision and clinical oversighired that Mr.

Y 6 accommodation requirementgeres y nchr oni sed i n aThé tnap haz
abiding factor that had been identified as a {tergn protective factor for Mr. Y was
environmental stability. It was poor practice to have ignahéslas p e c t of Mr. Yo&s
risk management plan and to have pushed him into considering a second move within a four
month periodof a previous change to his place of residefdee Forensic Psychiatrist

preparingthe Crown Court reporfor the ProsecutioatMr .  Yos trial foll owi
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his mother stated that | t I's plausible that the stress
(independent living) accommodatoma s a cont r i b.yMr.oY seportsanctt or . |

wishing to move on to alternativeammodatiorthat was being explored for him®**?

It is regrettable that none of witnesses interviewed by this Investigation could explain what
instigated the pending move early in 2010. It is also regrettable that none of the witnesses
appear ed ependidigonawe éand thehrisk management procedures that were required

in order to ensurelagal and safe transition.

It was the conclusion of t he | ract@mmedatiore n t [T
and Supported ilzing arrangements were an essdnpiart of his short, mediurand long

term plan of care and risk management strat8gp.ervision arrangements, and the terms of

Mr . Y6s conditional ,dffussant rmisugderstoodv €he BcotwQlincp e c i f
placed an over reliance upon Imagito fulfil this responsibility when it was something that

could be delegated in part only as 123 Moscow Drive could not provide the degree of
monitoring, support and supervision that Mr. Y required. Consequently the terms of the
conditional discharge wemsot implemented in the spirit in which they were intended. From

the out set this aspect of Mr . Yé6s ongoing

detriment to his health, wellbeing and safety, and to that of his mother.

1 Contributory Factor Nine.Signi fi cant fail ures t aftetemen age M
arrangementsand terms of his conditional dischargmeant that his Suported Living
provision was inadequately planned from the outset. This had the effect of creating a
degree of instability in te life of a person who required structure and certainty and

also prevented realistic protective measures being put into place.

442 Psychiatric Court Report P. 30
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| 13.1.1Q Documentation and Professional Communication I

13.1.1Q01. Context

Documentation

The General Medical Council (GM@nd the Nursing and Midwifery Council (NMC) have
issued clear guidance regarding clinical record keeping. All of the other statutory regulatory

bodies governing all other health and social care professionals have adopted similar guidance.

The GMC stateshat:

AGood medical records whether electronic or handwritteéin are essential for the continuity

of care of your patients. Adequate medical records enable you or somebody else to
reconstruct the essential parts of each patient contact without refetenceemory. They

should be comprehensive enough to allow a colleague to carry on where you.Iéﬂ%ff

Pullen and Loudon writing for the Royal College of Psychiatry state that:
ARecor ds remain t he mo s t tangi bl e ead i dence
increasingly litigatious environment, the means by which it may be judged. The record is the

cliniciands main deisionnarescvei strutimse®’e s s ments or

Professional Communication

AOEf fective 1inter agencydelwoyrokgoadgnentalshealttaxen d a me n

and mental health promotior'*®
Jenkinset al(2002)

Jenkinset al describe the key interagency boundary as being that between secondary and
primary care. The Care Programme Approach when used effectively shouldtéas lneth

interagency communication and working takes place in a service@isgic manner.

Since 1995 it has been recognised that the needs of mental health service users who present
with high risk behaviours and/or have a history of criminal offervegsot be met by one

443 htitp://www.medicalprotection.org/ukifactshe e¢slords
444Pullen and Loudomdvances in Psychiatric Treatmehfproving standards in clinical record kaeg, 12 (4): (2006) PP 28286
445Jenkins, McCulloch, Friedli, Parkedbeveloping a National Mental Policy2002) P121
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agency aloné™® The Report of the Inquiry into the Care and Treatment of Christopher Clunis
(1994) criticised agencies for not sharing information and not liaising effectVélf he
Department of HealtlBuilding Bridges(1996) set outhie expectation that agencies should
develop policies and procedures to ensure that information sharing can take place when

required.

13.1.1Q2. Findings

13.1.10.2.1Prior to the Death of Mr. Y Senior

The Independent Investigation Team found it difficdt assess the quality of the clinical
record during this period as very little of it was available for scrutirfye Trust Internal
Review (2004)stated that there were no Physical Health Care Records (P.H.C.) records for
the period of time that Mr. Y was patient at the Day Hospital (Marelarly August 2003). It

was identified that all P.H.C. records after the beginning of August 2003 had been made by
Care Coordinator 1, however it was not clear whether these notes represented the full record

of activity.**®

Day Hospital records were maintained in a spiral bound notebook and these provided a brief

overview of the care and treatment that Mr. Y recef/ed.

O0Clinical Recordsdéd (presumably medical recor
17 March2003 to 16 Februg 2004>°

The Trust Internal Review (2004) found evidencewb risk assessments, neither of which
were complete and one Effective Care Coordination Review (18 August 2003). It was noted
that the documentation did not adhere to theggalequirements then in place for Effective
Care Coordination. The clinical record indicated that a review also took place on the 31

October 203 however the documentation content was of a poor stafidard

446.Tony RyanManaging Crisis and Risk in Mental Health Nursihgstitute of Health Services, (29) P144.
447. Ritchieet al Report of the Inquiry into the Care and Treatment of Christopher Ql:8&4)

448Trust Internal Review (2004) P. 20

449Trust Internal Review (2004) P. 21

450Trust Internal Review (2004) R3

451Trust Internal Review (2004) P. 24
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Interagency Communication

The Trust Internal Reew (2004) said that it couldbe seen frm the GP record that
secondary care services maintained communication. However it was apparéhe B& had

not been incorporated into Mr. Yébs care pla

the EffectiveCare Coordination polic§>*

13.1.10.2.2Prior to the Death of Mrs. Y Senior

The basic standard of the clinical record generated whilst Mr. Y was an inpatient at the Scott
Clinic looks at first glance to be of a good standbtolwever a close examinati@mows that

a Ocut edanadp ppracsatc h was often taken; this was
Effective Care Coordination and risk assessment document@arsequently the clinical

record suffers from a constant repetition of information wiaslely appears to have been
informed by any ongoing workwith, or assessmerdf, Mr. Y. Of notable absence was any
evidence ofmultidisciplinary discussion, risk assessment or care planning. Rationales for
decision taking were not recorded. The IndependevestigationTeam expected to find

cleaty recordedrisk assessmergrocess with clear rationales setting outaalbects of Mr.

Y6s discharge and t he r i subsequentywgedsre putintet r at e
place These were absent. Cenquent |y it is difficuldt to un
managed as it wad¥nfortunately the witnesses to this investigation could not always give a
rationale for the decisions that were taken and, thliden unsupported by any
contemporaneous clinicaécord, leaves health and social care professionals open to criticism
which they find difficult to defend.

This trend continued once Mr. Y was conditionally discharged into the community in
December 20068However it must be noted that Imagine workemintained an excellent set

of care records, anthat Scott ClinicCare Coordinators and Soc@lipervisors maintained a
good series of progress reports. Unfortunately a significant amount of Effective Care
Coordination and risk assessment documentatiom ibnger extant in the clinical record for

this period. It is unclear whether this documentation failed to be developed in the first place

or has been subsequently lost.

452 Trust Internal Review (2004) PP.-22
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Interagency an ProfessionalCommunication

Professional Communication

Once Mr. Y wa conditionally discharged into the community it was evident that levels of
professional communication between members of the treating team were poor. Consultant
Psychiatrist 3, the Social Supervisors and Care Coordstarr med a o6t ri add o
sccial care managementhe communication betwedhem howeveappeas to have to been

minimal and confined to Outpatient clinics and Effective Care Coordination rewaelyslt

was evident that the Social Supervisors contacted Mrs. Y Senior on a minsislaba
communication processes with herere poor during this period as she was no longer
attending the Effective Care Coordination meetings. It was also evident that the Social
Supervisors did not di s cus farelMoodinairsyandSeain i or 6 s
they consequently had no understandihghe issues regarding the terms of toaditional

discharge and their rola ensuring her continued safety and wellbeing.

Interagency Communication
It was evident from examinindhé GP record that fensicservices sent regular letters and
updates. However it was also evident that not all Care Programme Appandchsk

assessmerdocumentation was sent in accordance with the Trust Effective Care Coordination

policy.

It was noted in the Imagine i@ad that on occasion the Scott Clinic failed to send copies of

Care Programme Approach and risk assessment documentation to them. The Imagine record
pertaining to Mr. Y held very little in the way of Trugénerated documentation. This
Investigation couldonly find two sets of complete Effective Care Coordination and risk
assessment documentatidrhis in conjunction with the poor handover process at the point of

Mr . Y6s conditional di scharge into the c¢ommi
information in order to understand Mr. Y in the full context of his mental illnEss.Trust

Internal Review (2010) stated thatl magi ne st af f in daily <cont:
[the Internal Review] that all of them were not told of his relapse indisatord , therefore,

some had no knowledge of his diagnosis, with particular regard to the Theory of Mind
deficits highlighted while he was an inpatie@onsequently, the prompt reaction of staff to
changes in é [ Mndex.offencg is tp eimoendebl’d® TheHnelepéndent

453 Trustinternal Review (2010) P. 23
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Investigation Team would concur with this finding. However it should be noted that whilst
the Scott Clinic were remiss in not ensuring a robust brief was supplied to Imagine, Imagine
must also be held accountable in part forensuring that the little that was known about Mr.

Y wasshared appropriately throughout the service.

It remains unclear exactly how the Scott Clinic, the Primary Care Trust, Imagine and the
Local Authority worked together and communicated with othiéh wegard to services users
eligible for Section 117 aftercare arrangemefitse Imagine Internal Review (2018)ated

that there was no mechanism in place for Mersey Care NHS Trust, the Local Authority,
Imagine and the Primary Care Trust to come togetbediscusseitherthe residents at
Moscow Drive or the strategic direction in which the service was required 8o . Y o s
circumstances and the manner in which his accommodation moves were planned and
implemented is an example of how poorly managedragency communications were. To

this day no single agency seems to be aware of exactly what occurred with either the move
from 123 to 133 Moscow Drive, or the proposed move from 133 Moscow Drivheeto t
Cluster Flat Scheme. This moor practice for statoty agencies responsible for providing

support to vulnerable adults.

The Independent Investigation Team noted that correspondence with the Ministry of Justice
failed to communicate essential information about Mr. Y at crucial stages on his care
pathway.This Investigation was told by thd inistry of Justice that consultation processes
about changes t o Mrhactyaband ptarcnedo madnmmod oaduriredhe |, bot
manner expected by the Secretary of State. This is a serious omission on theégqragryf

forensicserviceand represents a significant error of judgement and failure in duty of care

Archiving

The Independent Investigation Team noted that a significant amount of clinical
documentation was missing from the extant clinical recore. Titust Internal Review (2010)

made no mention of the quality of documentation and general record keeping except to state
that there was evidende o f regul ar CPA reviews and risk

455

accordance with Mersefare policies and procedeaso. This Investigationhowever

found the content of the clinical record made available to it to be of an unsatisfactory nature.

454 Imagine Internal Review (2010) P. 10
455, Trust Internal Review (2010) PP.-18

254



Mr. Y Investigation Report

It I's regrettable that documentation pertail

missing.

13.1.103. Conclusions

Prior to the Death of Mr. Y Senior

The Independent Investigation Team was able, with the assistance of the Trust Internal
Review Report (2004) and clinicalitnessinterviews, to work with the extant clinical record

in order to understand the caratpway tlat Mr. Y undertook. It is fortunate that in cases
such as this, when Trust clinical records are largely unavailable, then a great deal of
duplication is often to be found in the GP record as was the case in this Investigation.

Archiving
It was evident that the Trust Internal Review Team had access to more clinical documentation
than was supplied to this Investigation. Missing documentation is of concern for two reasons.
1. Essential information about a living service user is not available to thentureating
team.
2. Essential information cannot be made available to an Investigation of this kind which
consequently can place both the Trust, and individual health and social care professionals,
in a position vulnerable to criticism as kegtions, rabnales and revieware no longer

recordedwithin an extant clinical record and cannot be proven to have taken place.

Prior to the Death of Mrs. Y Senior

Documentation

It was the conclusioof the Independent Investigation Teahat the clinical record vsanot

of the standard to be expected from either a secondary or tertiary care mental health service.
An individual such a Mr. Y required the development of detailed care and risk management
planswhich could provide both clarity oformulation and rationel for all aspects of the
planned care and treatmetd be deliveredThis did not occur, and when coupled witte

missing documentation in the cliniaacord, leaves an impression of poor clinical standards

and professionalism

Interagency Communicatian
Interagency communication processes were poor. The Scott Clinic team has to take

responsibility for the poor quality dhedischargegprocess and handover informatiaten
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Mr. Y initially went to live at 123 Moscow Drive. However the Independent In\agig
Team concluded that Imagine workers could have been more proectdath obtaining
additional information and in sharing it on

the service.

Communication processes between the Trust, the PrimaryT@ast Imagine and the Local
Authority werepoor. This is evidenced by the fact that no single agency understands to this
day what h ap p e n e deganinghishaccivhmodatiomioges and Supported
Living arrangementd t i s a f acdewasma mandded well ahd that valaerable
adults were being moved through the system iimanner that placed both them and those

around them at riskFor this each agency has to take equal responsibility.

Issues regarding MAPPA and PNC processes havédeen included in this Subsection as

they have been detailed in other Subsections above; however a key finding of the
Independent Investigation Team is that this failure to communicate appropriately may have
prevented other statutory agencies fromwterni ng i n a timely manner

health began to relapse in March 2010.

Archiving

The Independent Investigation Team fousignificant documentatiorto be missingn Mr.

YOs extant clinical record. ddiirsi sltnevreds t e xgpalt a
this. However once again it has to be pointed out that missing documentation potentially
compromises the qualitany future care and treatment fiong service users such as Mr. Y,

and missing documentation alptaces both té Trust, and individual health and social care
professionals, in a position vulnerable to criticism as &etons, rationales and reviewase

no longerrecordedwithin an extant clinical record and cannot be proven to have taken place.

Summary

Had the tinical documentation contained a more detailed set of explanations, formulations
and rationales for the care and treatment decisions takeould have beema more straight
forward task when trying tanderstand how the treating team worked with positisk
taking in the case of Mr. .YThis was absent and consequently an abiding impression is left
that diagnostic formulation andlinical assessmerngrocesses wemgnderstoogoorly by the

treating teamThis view is reinforced by the fact thdiet extandocumentation wafund to
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be of a very basic standawhere CPA documentation, for examplemained unaltered over

time, even though Mr. Y&s circumstances wunde

Health and social care provision and the protection of the publiccomplex individuals

such as Mr. Ycannot be successfully delivered by a single agency dlbisepoor practice

to imagine that this is the casPoor interagency communication processes served to
minimise both the risks that Mr. Y posed and thegoimgcareneeds that he continued to
have. This made a substantial contribution to the poor synchronisation of the services that
were delivered to Mr. Y (for example accommodation and ongoing community placements)
andprocesses that could have ensuredcbistinued risk management (for example MAPPA
and PNC processe$)f particular concern was the failure of the Scott Clinic team to fulfil its
statutory responsibilities to the Secretary Stéites represents a serious omission and failure

in duty of care

1 Contributory Factor Ten The standards of clinical record keeping and interagency
communication were poorThis made a significant contribution over time to MY
being neither understoodnor managed in the full context of his mental illnesa a

multiagency arena

| 13.1.11 Adherence to Local and National Policy and Procedure I

13.1.111. Context
Evidencebased practice has been definediash e conscienti ous, expl i

845 N ational

current best evidence in making decisions altbetcare of intvidual patient
and local policies and procedures are the means by which current best practice evidence is set
down to provide clear and concise sets of instructions and guidance to all those engaged in

clinical practice.

Corporate Responsbility. Policies and procedures ensure that statutory healthcare
providers, such as NHS Trusts, make clear their expectations regarding clinical practice to all

healthcare employees under their jurisdiction. NHS Trusts have a responsibility to ensure that

456. Callaghan and Waldoc&xford handbook of Mental Health Nursi{@006) P. 328
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policies and procedures are fit for purpose and are disseminated in a manner conducive to
their implementation. NHS Trusts also have to ensure that healthcare teams have both the
capacity and the capability to successfully implement all policies andgwn@seand that this
implementation has to be regularly monitored regarding both adherence and effectiveness on
a regular basis. This is a key function of Clinical Governancehwibiexplored in section
13.1.13 below.

Team Responsibility. Clinical teamleaders have a responsibility to ensure that corporate
policies and procedures are implemented locally. Clinical team leaders also have a
responsibility to raise any issues and concerns regarding the effectiveness of all policies and
procedures or to raisany implementation issues with immediate effect once any concern

comes to light.

Individual Responsibility. All registered health and social care professionals have a duty of
care to implement all Trust clirat policies and procedures in fulthere posible, and to
report any issues regarding the effectiveness of the said polices or procedures or to raise any

implementation issues as they arise with immediate effect.

13.1.112. Findings

Prior to the Death of Mr. Y Senior

The Trust Internal Review (2@) into the care and treatment Mr. Y received prior to the
kiling of his father concluded that the Effective Care Coordinationcge® was not
implemented in keeping with Trust policy and proceddree Independent Investigation
Team could not access allfget of policy documentation fno this period, but made the
finding that the treating team did not adhere to the policies and procedurewsédieat
available, and neither dithe teamadhere to what would have been deemed to be good
practiceon anationallevel for this periodOf concern to the Independent Investigation Team
was the fact that several of the clinical witnessd®en interviewed(December 2011) still
maintained a poor understanding of policy and procedure and national best practice
expectaton. This was of particular note regarding the implementation of the Mental Health
Act (1983 & 2007).

258



Mr. Y Investigation Report

Prior to the Death of Mrs. Y Senior

Quality of Local Policies and Procedures

The Independent Investigation Tedound the policies and procedures tlvaere made
availableduring the course of this inquiry procdssbe of an excellerdtandard. The palies

areevidencebased and providerobust set of guidance for practitioners.

Non Adherence Issues

The Trust Internal Review Team (201Mto the careand treatment Mr. Y received prior to

the kiling of his mother explained th&tT he Scott Clinic became pa
Trust in 2002ééThe Review Team found that
were of the view that it was more appriate for them to retain theiown protocols and
procedures governing their care and servici
Mersey Care policies and procedures were not in place, or were being inconsistently
followed, a the Scott Clinic and urged immeeliaction to remedy this situation™’ The

Internal Review Team found that, for example, the MAPPA and PNC processes that were in
place throughout the rest of the Trust worked well, but that the Police liaison service with the

Scott Clinic was not as robtas for the rest of Mersey Care.

The Trust Internal Review Team (2010) also found that the Scott Clinic team appeared to
adhere to CPA and risk assessment processes in accordance with Trust policy and procedure

in that CPAand risk assessment weretofbe und wi t hin Mr . Y6s clini

The Independent Investigation Team concurs broadly with the findings of the Trust Internal

Review. However this Investigatiddentified on close examination of the cliniagcord that

seriousomissions with regais to CPA and risk assessment processes werefooite: The

following policy and procedures were not adheied

1 NICE Guidelines: Mr. Y did not receive@mprehensive care and treatment programme
in accordance with national best practice guidelines.

i Effective Care Coordination: care planning was embryonic and Care Coordination

effectively did not exist.

457. Trud Internal Review (2010) P. 24
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1 Risk assessmentisk management plans were limitedd did not follow through from a
clear formulation of the issues. Risk assessments were not suifiltiary and
rationales for decisions taken were not recorded.

i Discharge planning processes: communication and liasere poor and did not adhere
to the ethos set out in the Effective Care Coordination Policy.

1 MAPPA and PNC: Trust guidance was not daled and neither were any other robust
alternative arrangements.

1 Ministry of Justice communications: consultation and communication failed to adhere to

the statutory expectations of the Secretary of State.

At the time the Independent Investigation Teawonducted its inquiry procesand
interviewed witnesses it was evident that many individuals still maintained the view that the
Scott Clinic was somehow different and it was evident that Twudé¢ policy and procedure

may still not be widely understoodr ancorporated into dayo-day practice within this

service.

13.1.113. Conclusions

The Independent Investigation Team concluded that policy and procedure adherence was
poolly executed over time by the treating teams providing care and treatment to Wuas

evident that individual practitioners did not know what was detailed in policy and procedure
documentation and neither did they understand tlmaportance of either reading the
information or adhering to .itMany witnesses when talking about thesecawith the
Independent Investigation Team maintained vi¢heat still ran counter to both Trust policy

and procedure and national best practice expectathus.is a grave concern.

Whilst a treating team should be able to reserve the prerogative tmwtsikle of policy and
procedure guidelines, this should only be done in exceptional circumstances and then as a
part of a structured multidisciplinary team approach which is documented rigorously.
Departures from Trust policy documentation should notHeeresult ofeither anad hoc
decision making procss or an ongoingollective team rejection of Trust corporately owned
procedure
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Local policy and procedure and national best practice guidelines are developed as a result of
ongoing research into thevidence base for care and treatment delivery. The resultant
guidelines form a robust framework for health and social care practitioners to work within.
These frameworks form the essential safety nets of care and treatment and ensure that health
and socialcare practice is as effective and safe as it can possiblif Heze is a tripartite
responsibility on the part of thérust corporate body the servicemanagement team and
individual practitioners to ensure that policy and procedure and best practidsngsidee

followed. It was the conclusion of thtndependent Investigation Team that the culture,
custom and practice of the Scott Clinic had fallen out of step with the rest of the Mersey Care
Trust and that consequently policy and procedure was no ladpered toConsequently

Mr . Y6s care and treat ment was delivered tc
more problematic following his conditional discharge from the Scott Cliffies made a
direct contribution t o pkbvidedinyad sncoardginated mammetr t r e
and to his not being subject to the levels of supervision that he required via MAPPA and

Ministry of Justice processes.

1 Contributory Factor Eleven Policy non adherence made a significant contribution
to the poor overh | management of Mr. Y6s case whi

of his health, safety and wellbeing.

| 13.1.12 Overall Management of theCare and Treatment ofMr. Y I

This subsection serves to examine the overall impaof the care and treatmentMr. Y
received upon his mental health and continuedwellbeing. This subsection also serves to
summarise the clinical findings set otiin subsections 131.1-13.1.11 Above.

13.1.121. Findings

13.1.12.1.1Prior to the Death o Mr. Y Senior

The Independent Invegation Team found that the care and treatment of Mr. Y was of a
poor general standard between March 2003 and February 2O@t. policy and procedure
werenot adhered to and this meant that CPA and risk assessments were not implemented to
theultimatec t r i ment of MM the safety of hissnhothér and fatder.
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