




A Learning Review of mental health care for a service user who killed a family member.
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NHS England – Midlands


Date: September 2025

EXECUTIVE SUMMARY 
The circumstances of the incident 
1. Margaret[footnoteRef:1], X’s mother was attacked and killed by her son (X) whilst he was acutely psychotic. X’s father was also injured in the incident.  The recurrence of X’s psychosis was associated with an increase in illicit substance misuse and a series of stressors, including the loss of a personal relationship. [1:  Names have been changed.] 

2.  The incident which resulted in Margaret’s death occurred after what had been judged to be a period (at least six months) of relative stable mental health without antipsychotic medication. 
3. When his mental health deteriorated, X presented with a range of paranoid delusions and command hallucinations; he believed that he should kill his mother to protect her from an even worse fate; he lacked mental capacity and did not believe that he needed to be in hospital.
4.  X has now been given a diagnosis of paranoid schizophrenia, and he is currently detained under S.37 of the MHA with a S.41 restriction order.
Background 
5. X was in his late twenties when he first contacted mental health services after speaking with his GP. At that time, he was complaining of low mood following the breakdown of a relationship with a young woman with whom he had been living, and he had relatively recently returned to the family home to live with his mother, Margaret, and father and sister. 
6. X’s GP referred him to primary care counselling/psychological therapy services and in view his low mood, X was given a prescription of antidepressants. However, a week later, police and the Trust Access Team were called when X’s family became concerned for their safety. 
7. After an assessment which contained details of the risk presented to X’s parents, X was admitted on Section 2 of the Mental Health Act (MHA), given a provisional diagnosis (`first episode psychosis’) brought on by substance misuse and treated with Aripiprazole. The notes contain information about X’s social and personal history; his history of cannabis use, and occasional use of other substances such as cocaine and MDMA. It was also known that X had relatively recently learned he had a child from an earlier relationship with whom he had some limited and recent contact.
8. After a short inpatient stay, X was detained under 17A of the MHA (known as a Community Treatment Order or CTO) due to his reluctance to comply with medication and/or treatment. He was discharged to his family home, and his care was transferred to the Early Intervention in Psychosis team (EIPT). After 6 months of treatment with the EIPT, including medication, regular contact with nursing staff and two courses of cognitive behaviour therapy, X’s CTO was rescinded, and he went back to work. 
Findings
Use of the Mental Health Act
9. The decisions to admit X under Section 2 and then Section 3 of the MHA were warranted: X was mentally unwell and presenting a range of symptoms (command hallucinations associated with a risk to his family) which together indicated a first episode of psychosis exacerbated by substance misuse. Once the mental health team were contacted it appears that the assessment and admission proceeded efficiently and in line with guidance. 
10. Although there were three occasions when X left the ward without permission and he breached the terms of his detention, and although he once failed to take the medication when he was taking it in tablet form, his symptoms improved relatively quickly.

11. Our team considers that it was appropriate to move X onto S.17A of the MHA on a CTO and provide him with his antipsychotic in depot form (by injection). X’s reluctance to comply with his medication or stick to the rules meant that he could receive appropriate treatment from the community EIPT and his level of risk could be managed quickly in the event of a deterioration. 
Referral arrangements, communication and discharge procedures
12. X’s admission to hospital was relatively short and our team considers that this was appropriate given that he had improved quickly and appeared prepared to take his medication. 
13. Our team judged that it was appropriate to refer X to the EIPT whose approach using support, treatment and information would be important in the management and maintenance of X’s mental health. It meant he could be supported and treated medically by a qualified mental health nurse Care Co-ordinator (CC), receive psychological therapy, and get support from his STR[footnoteRef:2] worker in a manner consistent with the evidence. [2:  Support, time and recovery (STR) workers help adults and young people with mental health problems living in the community working alongside staff in the community mental health teams.] 

14. Effective arrangements in the form of care coordination, support from the STR worker, and the consultant, including management of prescribing were made by the EIPT, although it was surprising that X’s family were not well engaged in X’s treatment given that team’s focus on delivering effective family engagement. 
Care Planning
15. A Care Plan was recorded in X’s case notes which was first written in June 2021 and reviewed in August 2021 just after X was discharged to the EIPT on a CTO. It was amended slightly in January when X started a course of cognitive behaviour therapy; in September 2022 when X was allocated a STR worker, and in April 2023 when it was noted that X declined support from substance misuse services.
16. The Trust has been implementing a process of Community Transformation, and this is influencing the way that care planning is being developed in future; the aim is to create a more personalised care framework in line with the NHS Long Term Plan. The Trust now uses Patient Reported Outcome Measures (PROMs) using an approach called ‘DIALOG’ which is completed by a service user at key points in treatment and/or care. 
17. It is solution-focused and based on strengths as well as needs and designed to provide more information about the social and familial or organisational factors which have a bearing on a patient’s personal and clinical circumstances. It is therefore predominantly a service-user led process and contains more narrative than numerical information.
Safeguarding (SG)
18. The Trust’s SG policies ratified in 2018 and 2021 are designed to ensure that any person in contact with Trust NHS services is afforded adequate care and protection under the Children Act 2004, the Care Act 2014 and the Domestic Violence Crime and Victims Act 2005. 
19. Policy sets out how a child or an adult with care and support needs or who is at risk of abuse or neglect, is potentially open to referral, and policy affirms the need to cooperate with the local authority and the police where necessary. Domestic abuse is described clearly, and the policy contains good information about the role and responsibilities of the Trust Board.
20. The SG team now consists of about 20 professionals and several administrators across five Care Groups. We noted a good range of support to deliver SG with a well-staffed team and several improvements since 2019 when the Care Quality Commission (CQC) last visited.
21. However, our team struggled to understand why no SG referral had been made and no advice had been sought in relation to risk to X’s family given the history. This is a significant shortcoming. The earlier threat from X (triggered by mental illness), the ongoing risk of a relapse, and the fact that the family were living with X means that there was a risk of domestic abuse. Advice should have been sought from the Trust’s safeguarding team.
Risk assessment
22. The electronic records show that a FACE Risk Profile was completed by the care coordinator on the 2nd September 2022. It included mention of X’s history of psychosis, his history of substance misuse, and other issues such as his impulsive webcam behaviour and spending. The Risk form was due to be repeated on 31st March 2023 (just before the CC or key worker left) but this was not undertaken. 
23. When X broke down for a second time, it did not appear to have been noted that X’s risk may have been rising when his substance of misuse continued, and he experienced the loss of another relationship. Whilst the relevant information was in the ` Progress Notes’ made by the STR worker, it would have been difficult for a locum or other senior member of staff to find it quickly, and it would have been difficult for those leading audits of clinical quality to see. 
24. At the same time, the MDT team thought that X was well; they decided not to reallocate the CC post. Importantly, no formal review of risk by trained staff had been completed. It is possible that this could have triggered a more formal re-assessment of the balance of X’s autonomy and protection for his family.
Involvement of the service user and his family
25. X’s family clearly felt insufficiently informed not only about the nature of X’s mental illness and the potential risks posed to them if X should become unwell again, but also the social and familial context within which safeguarding should be considered. 
26. There were several areas where Margaret’s family felt let down. For example, Margaret’s daughter and husband said they had not been given enough information about X’s treatment when he was first referred, or later when he was discharged. They felt that X’s risks to the family had not been articulated or shared with them. Whilst X’s family did not believe at the time that X had coerced or bullied them, they thought that X’s risks (especially in the context of his initial psychotic symptoms and his belief that it was necessary to kill them) were very significant and had been insufficiently well understood.
Recommendations
27. The following four recommendations have been developed in partnership with the Trust to strengthen the quality of mental health care. A single Action Plan with SMART recommendations is now being developed in conjunction with recommendations developed by the Panel delivering a Domestic Abuse Related Death Review (DARDR)[footnoteRef:3] [3:  Formerly known as a Domestic Homicide Review (DHR) managed under the auspices of the local Community Safety Partnership.] 

[bookmark: _Hlk206591728]Recommendation 1
The Trust should strengthen staff knowledge around safeguarding, particularly in relation to domestic abuse within the family where risk is increased due to mental ill health of a family member. 
Recommendation 2
The Trust is planning to continue to implement the NHSE inpatient mental health transformation programme. As part of this, the Trust should use its safety module to explore and deliver a project to move away from risk stratification towards formulation safety planning. The aim is to strengthen risk assessment and management, and care planning to ensure clarity of assessments, communicate risks of violence and mitigations. 
Recommendation 3
The Trust should complete an audit of the arrangements within the EIP team of engagement with families in relation to the development of the ‘Think Family’ and Triangle of Care approach to ensure that engagement with families and carers is strengthened, and that continuity of policy across the whole Trust is maintained.
Recommendation 4
We recommend that existing training for staff should be enhanced to balance their legal and professional responsibilities to ensure that two-way information is shared appropriately. This is because whilst it is important to respect patients' rights to privacy and confidentiality, assessment and ongoing communication should also usually include some information for the patient’s family, carers, and other agencies. Information-sharing decisions should be taken on a case-by-case basis, and assured in each case, checked to ensure that decisions are appropriate, evidence-based and documented in the electronic patient record.



Appendix 1 
Terms of Reference
Aims and Purpose
The Domestic Homicide Review (DHR) and the Mental Health Homicide Review (MHHR) were prepared in partnership.
Full information about the Terms of Reference (TOR) for the DHR may be obtained from [redacted] the Community Safety Partnership. 
The TOR were prepared in relation to Home Office guidelines[footnoteRef:4]. Briefly, the aims of the DHR were to: [4:  https://www.gov.uk/government/publications/revised-statutory-guidance-for-the-conduct-of-domestic-homicide-reviews 
] 

a.	Establish the lessons learned regarding the wain which local professionals and organised worked to safeguard victims.
b.	Identify timescales for agreed actions.
c.	Develop a coordinated multi-agency approach to ensure that domestic abuse is identified and responded to effectively.
d.	Contribute to a better understanding of the nature of domestic violence and abuse.
e.	Highlight good practice.
The aims of the MHHR were to:
a.	Examine the NHS contribution into the care and treatment of the service user from his first contact with specialist mental health services up until the date of the incident.
b.	Critically examine and quality-assure the NHS contributions to the Domestic Homicide Review.
c.	Examine the referral arrangements, communication and discharge procedures of the different parts of the NHS that had contact with the service user.
d.	Review and assess compliance with local policies, national guidance and relevant statutory obligations.
e.	Examine the effectiveness of the service user’s Care Plan and Risk Assessment, including the involvement of the service user and his family.
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