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This desktop review examines the internal investigation undertaken by Tees
Esk and Wear Valley NHS Foundation Trust (TEWV or ‘the Trust’) into the
care and treatment of Mr H and includes a timeline of events leading up to the
death of Mr B.

The purpose of this review is to determine whetherthe internal investigation
undertaken by the Trust robustly considered and explored the lines of enquiry,
and to identify any areas requiring further examination.

NHS England commissioned Niche Health and Social Care Consulting
(Niche)to conductthisreview.

In March 2018, police attended Mr H’s flat following the report of the sudden
death of a man (referred to in thisreport as Mr B). Mr H was initially arrested
for supplying class A drugs but was subsequently charged with murder. The
court later found Mr H guilty of the manslaughter of Mr B.

Mr H was thirty years old at the time of Mr B’s death. One of three children,
his parents had separated when he was a child, and he had varied contact
with his parents and siblings. Mr H also had a child, although atthe time of the
homicide, they had not been in contact for over four years.

Mr H had eightreferrals and/or assessment episodes with Trust services
between 2010 to 2014, four of which resulted in an offered service. Not all
referrals resulted in an assessment.

e Trust alcohol services received referrals for Mr H once in 2010 and three
times in 2012. Mr H did not engage following these referrals.

e Mr H engaged with the Trust’s alcohol service between June — September
2013 for completion of a court ordered alcohol treatment requirement
(ATR).

e The Trust recorded three episodes during 2014 (January, June, and
November). These all related to referrals for assessmentwhen Mr H was
in crisis following self-harm and/or following offending behaviourin the
context of alcohol or substance misuse. Following two of these contacts,
Trust services directed Mr H to third sector/community alcohol services.

The Trust had no recorded contact with Mr H during 2015.

The Trust recorded three referral and/or assessment episodes during 2016
(January, February, and November), not all referrals resulted in an
assessment and none of the completed assessments resulted in treatment.
Trust Liaison and Diversion (L&D) services screened referrals but did not
assess Mr H in both January and February. The Trust Crisis Resolution Team
(CRT) attempted to assess Mr H in November, but he did not remain for the
full assessment. Referrals were made in the context of offending behaviour
and/or self-harm as well as substance and alcohol misuse and did notresult
in a service being provided.
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The Trust recorded ten referral and/or assessment episodes during 2017.

In June 2017, Mr H took an overdose, resulting in admission to the
emergency department of a general hospital. When Mr H was medically fit,
the hospital referred himto the Trust's psychiatric liaison team for a
psychiatric assessment. Mr H remained in the emergency department for the
assessment. The Trust psychiatric liaison team assessed Mr H and referred
himto the Trust Crisis team. The Crisis team assessed and admitted Mr H
informally to an acute adultinpatient ward within the Trust psychiatric hospital
based in Middlesbrough.

Mr H was under the Care Programme Approach (CPA?) from June 2017.

Mr H remained an inpatient fromthe end of June to early August2017. During
admission, the Trust's Early Intervention in Psychosis Service (EIP) attended
the ward and assessed Mr H. EIP accepted Mr H for a 6-month period of
community assessment, on the Trust's At-Risk Mental State Pathway
(ARMS), with a planned start date following his discharge from hospital. EIP
worked with Mr H from early August2017 and kept him on the caseload until
mid-January 2018. However, he was discharged by EIP in his absence at this
point.

Following his discharge from hospital in August 2017, the Trust received eight
referrals for Mr H.

Mr H’s last recorded contact with any Trust service before his arrest in March
2018 was mid-November 2017.

The Trust commenced an internal investigation on 22 March 2018, it was
signed off by the Trust Director’'s Panel on 14 June 2018 and dated as final on
18 June 2018.

We would like to express our condolences to all the parties affected by this
death.

1 The Care Programme Approach (CPA)is a package of care for people with mental health

problems.https://www.nhs.uk/conditions/social-care-and-support-quide/help-from-social-services-and-
charities/care-for-people-with-mental-health-problems-careprogramme-approach/
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This independentreview was commissioned in November 2021 and was
completed in July 2022. The review was conducted by Mary Smith, Senior
Investigator. The report was peer reviewed by Kathryn Hyde-Bales, Associate
Director, and Mary-Ann Bruce provided Partner oversight.

This review falls underthe NHS England Serious Incident Framework? and
Department of Health guidance on Article 2 of the Human Rights Act (1998).

Thisis a review of the adequacy of the internal investigation conducted into
the care of Mr H following the death of Mr B.

The review focused on the internal investigation report provided by the Trust
alongside areview of all clinical records held on the clinical information
system (PARIS) for Mr H, and paper records shared with Niche by the Trust.
We also reviewed several Trust policies (see Appendix 2). We only reviewed
information generated and provided by the Trust; no other agency records
formed any part of this review. Where we have used acronyms and
abbreviations, they are expanded in the firstinstance and a glossary is
provided at Appendix 5.

Working with NHS England, the review aimed to ensure all affected family
members were informed and had the opportunity to engage as fully as they
wished within this review. NHS England made approaches to Mr H, his family,
and the victim’s family to offerthem the opportunity to inform this review; at
the time of preparing this report NHS England had not received a response.

We have assumed that the Trust's internal serious incidentinvestigation
report authors reviewed all relevant documents in detail in drawing their
conclusions.

We shared a draft version of this report, prepared by Niche, with the Trust for
review and commentin advance of finalisation. The report was also subject to
independent legal review commissioned by NHS England.

2 https:/Ivww.england.nhs.uk/patient-safety/serious-incident-framework/
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3.1

3.2

We reviewed the Trust's internal investigation report againstthe Niche
Investigation Assurance Framework (NIAF), identifying several areas of

concern. We describe these in detail within our analysisin Section 5. Overall,

we found the Trust's internal investigation met four of the twenty-five
assessment standards, partially met seven and did not meet fourteen
standards.

| Rating | Description Number Standards

Standard met 4 Credibility4

Credibility 2
Thoroughness 5

Thoroughness 9
Impact 5

Standard partially met 7

Standard not met 14

Summary of findings relating to the Trust’s internal investigation

The scope and terms of reference for the internal investigation were
generic, without specific reference to Mr H and did notidentify specific key
lines of enquiry to support and guide the investigation.

The report methodology was unclear, withoutreference to root cause
analysis (RCA) and without a contributory factor analysis. There was no
evidence of RCA to support the findings.

There was no recorded contact with Mr H, his family or the family of the
victim and theirviews are notin the report.

The investigation metone of its nine stated objectives, did notuse the
chronology fully and made no attempt to benchmark practice.

The investigation found no care or service delivery problems, no
contributory factors or root causes. The investigation made no
recommendations and as a resultthere was no associated action plan.

The panel meetings and sign off processes were at a sufficiently senior
level in the Trust; however, we are concerned aboutthe adequacy of this
sign off and about the overall independence of the panel process.

Due to the lack of analysis underpinning the report’s findings, we were
unable to agree with its findings, and itis our view that the report would
have no impact on service improvement or change in practice.

The investigation did notinvolve Mr H, his family, or the family of the victim.

Alongside ourreview of the Trust’s internal investigation report, we also

completed a detailed chronology and carried outa high-level review of Mr H’s

care and treatment from 2010 to the date of the homicide.
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3.3

We have identified 12 significant areas that require further exploration to
attempt to preventsimilar events. We discuss these in detail in our gap
analysisin Section 6.

e The interlinks between and access to alcohol and substance misuse.
e The adequacy of housing and any impact on access to treatment.

e Engagementwith Mr H and the arrangements and policies for non-
engagement.

e Diagnosis —application of diagnoses and onward referral for treatment.
e The use and appropriateness of medication and compliance.

e Forensic Assessment.

e Hospital discharge 2017.

e Adultsafeguarding.

e Multi-agency working.

e Care planning and carer assessments.

¢ Risk management.

e The relationship between the victim’s chronology and Mr H.

Narrative summary of gap analysis

Mr H had multiple, complex needs. Poor engagement with services and
compliance with medication, unstable housing, complex family
relationships, significant offending behaviour and continued alcohol and
substance misuse all impacted Mr H’s complex presentation.

Multiple Trust services assessed Mr H throughoutthe time under review.
The assessments undertaken repeatedly identified that Mr H’s continued
substance and alcohol misuse influenced his reported psychotic
experiences. We believe this influenced how services responded.

We believe Mr H’s needs were all assessed within the context of his alcohol
and substance misuse and his associated behaviours were also viewed in
this context. As such, Mr H was not considered for referral to alternative,
more specialistservices, remaining under EIP whose remit did notfit his
needs. In addition, Mr H was not assertively followed up when he started to
disengage, his non-compliance with medication was not fully explored and
several opportunities for adult safeguarding were missed.

Between 2010 and 2017, Mr H had twenty-one referrals to Trust services,
only four of which resulted in a service being offered: twice to alcohol
services, once for an inpatientadmission and once to the EIP service.
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3.4

3.5
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Of note, during 2017 and whilstunder the care of EIP (August2017 to
January 2018), Mr H was referred eighttimes to Trust services due to
concerns abouthis mental health contributing to his offending behaviour,
self-harm and/or substance and alcohol misuse. These referrals resulted in
six assessments, however none of the assessments resulted in services
changing his care plan or considering whether he was under an appropriate
service.

Finally, Mr H was notreviewed by a psychiatristin the community and his
contacts within the criminal justice system were not monitored robustly.

For these reasons, we believe that despite multiple concerns being raised,
Mr H hita “gatekeeping wall” regarding access to increased or specialist
mental health provision.

We have highlighted this phenomenon in the chart below, showing the
pattern of referral and assessment, or referral and no assessment; and the
number of times the outcome was ‘no change in care planning or service
provision.’

The chart below graphically represents this phenomenon, or “gatekeeping
wall” which shows twenty-one referrals, (eight between August - December

2017), fourteen assessments episodes, and six screening episodes (shown in

red), across seven teams over seven years. (Two referrals in June 2017
resulted in Mr H's assessment and admission to hospital).

Chart 1 showing referral pattern and outcomes for Mr H (2010-2017)

: < | <] o]l o]lo|~| ]~~~ ~[~
Service/ dl a|l g9l 9| 9| 9 9 9 g9l gl a] 9| =
|l alglqQ|la|le|ls|as|lala|lala|l

date seen old|lolol|ld|lololelaldlaldl o

12/17

Sub Misuse

MHLS

Prison

Crisis

L&D

Inpatient

EIP

Key

Referred, screened, and not assessed

Referred and assessed but no service offered and no change in care planning or service provision

Service offered (and where appropriate length of time Mr H engaged)

Service offered, but Mr H did not engage, stopped engaging, or service was no longer appropriate

Referred and assessed and service offered, and Mr H engaged (due to a court order)

Following our high-level review of the clinical records, we have made twelve
recommendations. The Trust should consider these when developing an
action plan in response to the care and treatment provided.
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3.6 We have made norecommendation regarding the levels of care planning as
the national community mental health framework? will replace the CPA
framework*. However, we recommend that the Trust seeks assurance on how
it will supportindividuals with complex presentations and provides guidance to
staff to define complex needs and the supportavailable (see
Recommendation 7).

3.7 Recommendations 1-4 relate to our review of the standard of the investigation
and surrounding sign off. Recommendations 5-12 relate to the care issues
identified in our high-level care review.

Recommendation 1 — within twelve months

The Trust should implement an annual audit programme which evaluates
the effectiveness of the Trust’s investigation processes against best
practice and national guidance. This should include:

e areview of the application of RCA methodology; ensure review of
medication is a standard part of any investigation.

e the panel review process; family engagementand involvement; and the
guality assurance of the final report.

Recommendation 2 — within twelve months

The Trust should ensure that:

e the quality assurance process for signing off serious incidents/homicides
is strengthened and the reasons why this was not adequate in this case
are understood

¢ independence from services in investigations is given priority

e the Integrated Care Board (ICB) is given sufficient opportunity to sign
off and challenge the findings.

Recommendation 3 — within six months

The Trust should ensure there is appropriate application of Duty of Candour
in this case and secure assurance thatit is applied correctly in all cases of
homicide.

Recommendation 4 — within twelve months

Given the transition to Integrated Care Systems (ICS); NHS England should
ensure the North East and North Cumbria ICS and ICB learns from this case
to secure robust future sign off processes as part of the new Patient Safety
Incident Response Framework® (PSIRF)

3 https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/

4CPA s dueto bereplaced overthe next three years from April 2021 supported the new NHS Long Term Plan
investment. https://www.england.nhs.uk/publication/care-programme-approach-position-statement/

5 https://mww.england.nhs.uk/patient-safety/incident-response-framework/
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Recommendation 5 — within six months

It is important that the specific learning from this case is maximised. The
Trust should either ensure a full care and treatment review is undertaken
for Mr H examining each of the gaps identified in this review or commit to
ensuring the extent of each of the following gaps are clearly quantified for
patients across the Trust’s services and actions to address them are
referenced within the Trust’'s improvement programme. These include:

a) the impact of substance and alcohol misuse, on Mr H’'s mental health,
diagnosis, or associated behaviour; whether substance misuse impacted
on Mr H’s engagementwith services, and whether his associated
behaviours impacted on how services respondedto him.

b) the relationship with housing providers to establish if other housing
options were available, whether unstable housing impacted Mr H’s
engagementand his access to services and treatment.

c) all factors that may have impacted upon engagement, particularly
focusing on services’ responses to see whetherthey met expected
practice. We also recommend that the VCB® Guidance is considered to
establish what, if any, impact this may have had on his care journey.

d) the diagnostic managementand clinical decision-making to establish if
practice was in line with expected care and treatment. It would also
identify if there were gaps in services or whether the existing models of
service, if applied more robustly, would have been sufficient.

e) the use and appropriateness of medication and Mr H’s compliance with
this.

f) Mr H’s forensic history and engagement with the criminal justice system.

g) consideration of his discharge in 2017 to determine whetherthiswasin
line with expected practice.

h) adultsafeguarding practice to determine whether this was in line with
expected practice.

i) multi-agency working to determine whetherthiswas in line with
expected practice.

j) care planning to determine whetherthis was in line with expected
practice.

k) risk managementand crisis planning to determine whetherthiswasin
line with expected practice.

[) exploring any interlinkages between MrH and Mr B to understand if
there is any learning.

Recommendation 6 — within twelve months

The Trust should develop a system to ensure repeat referrals, screenings
and assessments across multiple services are monitored effectively to
identify potential patientrisk and ensure care plans are adequately
reviewed.

® Trust Core Visual Control Board (VCB) Guidance Version 4.0 May 2021
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Recommendation 7 — within six months

The Trust should seek assurance on how it supports individuals with
complex presentations, developing and providing guidance for staff on key
referral and care planning pathways.

This should include consideration of any additional assessments, any
referral to specialist services and specialists (forensic, dual diagnosis) and
consideration of increased psychiatric review for individuals with complex
presentations.

As part of the guidance for complex cases the Trust guidance should
develop a referral pathway for forensic assessments.

Recommendation 8 — within six months

The Trust should provide assurance that staff can access additional clinical
advice and support when working with individuals with complex
presentations. This should be provided as part of the post-publication
assurance review.

Recommendation 9 — within six months

The Trust should provide assurance thatcurrent hospital discharges are
completed in line with agreed policy.

Recommendation 10 — within six months

The Trust should provide assurance that adult safeguarding practice isin
line with agreed policy.

Recommendation 11 — within six months

The Trust should provide guidance regarding recording and oversight for
individuals subjectto public protection measures such as MARAC and
MAPPA.

Recommendation 12 — within six months

The Trust should provide assurance that carers are being offered the
opportunity to receive carer assessments as per Trust policy.

Final Report Independent Review - Tees Esk and Wear Valley NHS Foundation Trust — October 2022
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4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

This section provides a summary of the chronology of events leading to the
events in March 2018.

In January 2010, a local substance and alcohol misuse charity referred Mr H
to the Trust’'s Substance Misuse Services (SMS). Mr H did not engage with
services at that time, and the Trust closed the referral.

In early June 2012, the local general hospital referred Mr H to the Trust’'s
Mental Health Liaison Service (MHLS) following an episode of self-harm. We
did not find any corresponding record of the outcome of this referral and the
Trust closed the episode the following day.

In early August 2012, SMS assessed Mr H following his admission to hospital
from police custody. The Trust provided advice on drop-in access to SMS. On
discharge from hospital Mr H did not engage with SMS, and the Trust closed
the referral in early September 2012.

During mid-August2012, Mr H was detained in prison, and the Trust’s prison
in-reach mental health service assessed Mr H. This assessment identified Mr
H with mediumrisks to self, and historical risks to others, but stated that he
did not require inputat that time. The team informed Mr H and closed the
referral.

Probation services referred Mr H to the Trust's SMS in mid-June 2013 for
completion of a court ordered six-month alcohol treatment requirement (ATR)
programme. The Trust's Alcohol Treatment Service (MATS) received the
referral and completed a standard care plan six days later. Mr H attended six
of the nine appointments offered to him (between mid-July and mid-
September 2013). During this programme (in July), Mr H attended the general
hospital on advice from his GP after experiencing withdrawal symptoms. Mr
H’s last attended appointmentwas in mid-September 2013. Mr H did not
attend his follow-on appointmentat the start of October 2013. Mr H did not
complete the treatment programme (the notes suggest thiswas because he
was subject to a further custodial sentence although dates are unclear from
the records available).

During the third week of January 2014, a member of the public found MrH
unconscious in the street. Paramedics took Mr H to the acute hospital
emergency department who referred him to the Trust’s acute liaison mental
health team. Mr H discharged himself before liaison staff were able to speak
to himand the service closed the referral.

Mr H’s GP referred himto the CRT in June 2014, after he reported suicidal
thoughts alongside continued substance abuse. During the assessment, Mr H
advised that he wanted admission for detoxification from alcohol; the assessor
offered access to community substance misuse services. Mr H refused
community support to address alcohol misuse. CRT staff updated Mr H’s GP
and probation services and closed the referral. At this contact the Trust
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identified MrH as "green" under the Trust's traffic light system’, indicating Mr
H did not require admission to hospital at that time.

4.9  The Trust's L&D service assessed Mr H at the end of November 2014 whilst
he was in custody for an alleged offence of criminal damage. The assessment
identified that Mr H presented a significantrisk of violence to others and a risk
of accidental self-harm, all in the context of alcohol and substance abuse. The
assessor offered to refer Mr H to the Middlesbrough Recovery Together
(MRT) and Lifeline community alcohol services, but Mr H stated he would do
this himself. The assessment concluded that Mr H displayed “nho evidence of
acute mental illness of a nature or severity to warrant diversion,” and that he
was “fit to be detained and to be dealt with by the criminal justice system.”
The team closed the referral.

4.10 We found norecorded contact for Mr H with the Trust during 2015.

4.11 The Trust's L&D service received a referral in mid-January 2016 following Mr
H’s arrest for a serious offence. The assessment identified MrH’s concerns
were all related to substance misuse, not mental ill health, and the team
closed the referral.

4.12 The Trust's L&D service received a referral in early February 2016 for Mr H
following an arrest for a further serious offence. The team felt Mr H showed no
currentrisks or vulnerabilities that warranted assessmentand the team closed
the referral.

4.13 The Trust's L&D service completed a courtreport in February 2016 relating to
theirassessment of Mr H from January 2016. The report concluded thatMr H
was “able to engage in court proceedings” and there was “no requirement for
a full psychiatric report.” This court report did not detail the second referral in
early February.

4.14 DuringJune 2016, Mr H was subject to a Multi-Agency Risk Assessment
Conference (MARAC)8 protection plan for a serious offence. Trust records
later indicate this protection plan ended (no date given), and that Mr H was
then subjectto a public protection order® alone. We found no further details on
the status or monitoring of this protection plan in the notes.

4.15 The probation service referred Mr H to the Trust's CRT for assessmentin
November 2016. The probation officer identified that Mr H was expressing

7 The Trust patientsafety lead informed this review thatthe Trust uses a traffic lightsystem to determine urgency
foradmission. We discuss the Trust's traffic light system within our gap analysisin Section 6 (see 6.19 onwards).

8 A MARAC is a meeting where information is shared on the highestrisk domestic abuse cases between
representatives of local police, health, child protection, housing practitioners, IndependentDomestic Violence
Advisors (IDVAs), probation and other specialists from the statutory and voluntary sectors:
https://iwww.gov.uk/government/publications/multi-agency-risk-assessment-conference-marac-protectionplans-
requests-for-evidence

°An order under the Anti-social Behaviour, Crime and Policing Act2014
https://www.legislation.gov.uk/ukpga/2014/12/part/4/chapter/2/crossheading/public-spaces-protection-
orders/enacted
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4.16

4.17

4.18

4.19

4.20

“suicidal ideation, superficially cutting his wrists” and was described as
‘paranoid, very depressed and anxious.” The referrer indicated Mr H was
“high-risk to others” and that “he is not currently on MAPPA?0 but is under a
single agency public protection.” There were no further details of this single
agency public protection plan in the notes, and the reference to MAPPA does
notindicate whether Mr H should have been under this process or indicate if a
referral under MAPPA was being, or had been, considered. CRT advised they
would notassess Mr H in the community at that time. The reason for this was
not recorded. CRT advised that Mr H could however attend the Trust’'s mental
health hospital for a psychiatric assessment, or alternatively probation could
seek a GP referral for Mr H to be seen in 2-3 weeks’ time by the Trust’s
Access service. The probation officerfelt Mr H should be seen that day and
advised they would provide Mr H with a bus pass to attend the Trust’'s
psychiatric hospital for an assessment of his mental state. Mr H did attend but
walked out in the middle of assessment stating he did notwantto see the
crisis team. CRT updated probation, identified MrH as "green” underthe
traffic light system, and closed the referral.

Apart from referrals for assessment by the Trust's L&D service and CRT, Mr
H was not open to any Trust service during 2016.

Mr H took an overdose at the end of June 2017. The Trust’s Liaison
Psychiatry Service assessed Mr H and referred himto CRT. CRT offered Mr
H an informal admission.

Mr H was an inpatienton the Trust's adult acute psychiatric ward from the end
of June for five weeks. During this admission, the EIP Team assessed Mr H.
This assessment suggested Mr H was experiencing a first episode of
psychosis. EIP accepted Mr H for a six-month assessment underthe ARMS
pathway, to start on discharge from hospital. The Trust’s Early Intervention in
Psychosis Service Operational Policy (dated March 2014) describes this
pathway as suitable for ‘those service users aged 14-35 years of age who are
deemed to be at high risk of developing psychosis... Decision making
regarding ARMS is informed and evidenced by the use of the Comprehensive
Assessment of At-Risk Mental States'' (CAARMS)”.

EIP worked with Mr H from his discharge in Augustand kepthimon the
caseload until mid-January 2018.

Between his discharge in August2017 to the time of Mr H’s arrest in March
2018, the police referred Mr H to the Trust's L&D service on fouroccasions.
The L&D service screened all four referrals and completed assessments with

10 Multi-Agency Public Protection Arrangements: designed to protect the public from serious harm by sexual and
violentoffenders. They require the local criminal justice agencies and other bodies dealing with offenders to work
togetherin partnership in dealing with these offenders. https://www.gov.uk/government/publications/multi-
agency-public-protection-arrangements-mappa-guidance

11 The CAARMS instrumentprovides a useful platform for monitoring subthreshold psy chotic symptoms for
worsening into full-threshold psychotic disorder (Yung AR, Yuen HP, McGorry PD, et al. Mapping the onset of
psychosis:the Comprehensive Assessmentof At-Risk Mental States. Aust N Z J Psychiatry. 2005;39(11-
12):964-971).
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Mr H twice. L&D also saw Mr H on one further occasion when Mr H attended

court intoxicated, making threats to kill himself (November 2017). L&D

determined that Mr H’s main issue related to his housing situation, advised

himto see his EIP worker, and to attend a housing review.

421

assessed Mr H once (December 2017).

4.22

with CRT in mid-December 2017.

4.23

Below is a summary timeline of Mr H’s contact with Trust services between
discharge in Augustto mid-December 2017.

From his discharge in August 2017 to the time of his arrest in March 2018, the
CRT also assessed Mr H twice, and the Trust's Liaison Psychiatry Service

Mr H’s last contacts with Trust services were with EIP and CRT (separately) in
mid-November, with the Liaison Psychiatry Service in early December, and

Date Service and nature of Nature of contact
contact
August L&D Assessment
August EIP Telephone contact (7-day discharge)
End August EIP Face to face contact
Mid September | EIP Face to face contact
Mid September | L&D Referral screened/not assessed
End September |EIP Face to face contact
Mid October EIP Formulation review
Mid October EIP Face to face contact
End October EIP Face to face contact
Mid November |EIP & L&D Joint assessment
Mid November |L&D Face to face contact
Mid November |EIP Face to face contact
Mid November |CRT Assessment
End November |L&D Referral screened/not assessed
December Liaison Psychiatry Service | Assessment
Mid December |CRT Assessment

4.24

mother’s address).

4.25

EIP attempted but did not contact Mr H just before Christmas 2017 (at his

EIP wrote to Mr H in mid-January 2018 advising him of his discharge from

services back to the care of his GP. EIP updated Mr H’s care plan on this

date.

4.26

EIP sent a discharge summary to Mr H’s GP the same day.
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5.1

5.2

5.3

5.4

5.5

Niche have developed a framework for assessing the quality of investigations
based on best practice. It is based on a set of comprehensive standards
developed from guidance fromthe National Patient Safety Agency,'? NHS
England’s Serious Incident Framework and the National Quality Board
Guidance on Learning from Deaths?3.

We assess the quality of investigations under three themes — Credibility (6
standards), Thoroughness (14 standards) and Impact (5 standards).

Our process includes reviewing the Trust's policy for completing serious
incidentinvestigations to understand local as well as national guidance to
which investigators should refer. We are mindful of the proposed changes to
NHS England’s Serious Incident Framework (PSIRF). This new framework is
dueto be issuedin Spring 2022; at the time of writing this report the final
changesto the PSIRF were not available.

Appendix 3 summarises our assessmentof the internal investigation against
the twenty-five standards within our NIAF. Overall, we found the Trust's
internal investigation met four of the twenty-five assessment standards, met
seven partially and did not meet fourteen standards.

Rating | Description Number | Standards
Standard met 4 Credibility 4
, Credibility 2
Standard partially met 7 Thoroughness 5
Standard not met 14 Thoroughness 9
Impact 5

We discuss these findings in more detail below.

The incidentoccurred in March 2018. The Trust received notice of Mr B’s
death on 15 March 2018 and began its investigation on 22 March 2018. The
Trust signed off the final report at a director’s panel on 14 June 2018; the final
report was dated 18 June 2018. This is within Trust policy time frames and the
currentnationally agreed 60-day timeframe for investigations.

12 National Patient Safety Agency (2008) Independent Investigations of Serious Patient Safety Incidents in Mental
Health Services

13 National Quality Board: National Guidance on Learning from Deaths https://www.england.nhs.uk/wp-
content/uploads/2017/03/ngb-national-guidance-learning-from-deaths.pdf
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5.6  Thereport states that the Trust’s internal investigation was a “Type 2,
Comprehensive Investigation”. The Trust appointed an investigator trained in
RCA methodology; the report does notidentify their designation, although the
Trust later identified they were from the Patient Safety Team which comes
underthe Nursing and Governance Directorate. The investigator was a band
7 nurse. The Trust’'s Incident Reporting and Serious Incident Review Policy
(2017) states “serious incident reviews are led by the Patient Safety Team
(PST) and are based in the Nursing and Governance Directorate; they are
independent of clinical services”.

5.7  The type of investigation and lead investigator appointed were appropriate to
the level of incident.

5.8 The Trust’'s IncidentReporting and Serious Incident Review Policy (2017)
states “all staff involved and identified in the 72 report and those invited by the
PST reviewer are expected to attend the Root Cause Analysis (RCA) and
feedback meetings”.

5.9 The internal investigation panel convened an RCA meeting on 30 April 2018.
In attendance were:

e Advanced Nurse Practitioner, Mental Health Liaison and Diversion Service
(L&D).

e Care Coordinator, EIP
e Advanced Practitioner, EIP.
e Team Manager, Mental Health L&D Service; and

e Team Manager, Psychosis service and EIP.

5.10 The Trust’s Incident Reporting and Serious Incident Review Policy (2017)
states “on completion of the RCA meeting the PST Reviewer will write up their
findingsin a draft report and then hold a Feedback meeting with staff from the
RCAto confirm their findings (if any) and to check for factual accuracy and
learning of lessons. Attendance at the feedback meeting is critical for the
Locality Manager (or equivalent) who will lead on any Action Plan, write the
SMART objectives and be part of the learning lessons process.”

5.11 The panel had afeedback meeting on 14 May 2018 with the Team Manager
for Psychosis and EIP, the Care Coordinator from EIP, and the Advanced
Practitioner from EIP.

5.12 The Trust's Incident Reporting and Serious Incident Review Policy (2017)
identifies that “the Service Panel will consist of the Head of Service,
Associate/Deputy Medical Director, Modern Matron, and the Consultant
Psychiatrist and will ensure there is a full account of the incident and factual
accuracy and confirm findings”.

5.13 The Service Panel signed off the internal investigation reporton 29 May 2018.

5.14 The Trust's Incident Reporting and Serious Incident Review Policy (2017)
identifies thatthe Director’s Panelis the final stage to “review and sign off the

Final Report Independent Review - Tees Esk and Wear Valley NHS Foundation Trust — October 2022 18



report and confirm if Duty of Candour applies.” Members of this panel include
the Medical Director, an Executive Director, a Non-Executive Director, and the
Head of Nursing. The policy also indicates that “when the Director Panel
confirm they accept the report that is the final assurance to the organisation of
the full governance process is complete.”

5.15 The Trust Director’s Panel signed off the report on 14 June 2018, and the final
report was dated 18 June 2018. The Chairof the Director's Panel was the
Director of Quality Governance. Also present were the Trust's Executive
Director!4, the Head of Nursing, a Non-Executive Director, and the Medical
Director.

5.16 Dueto leave of absence, we were unable to interview the lead investigator,
however, the Trust did provide a senior manager contactwho supported this
review.

5.17 We foundthe panel meetings and sign off processes to have been at a
sufficiently senior level in the Trust, however we are concerned aboutthe
adequacy of this sign off. Given the number of our findings, and the stated
challenge role for both the service and director panels, we would have
expected these findings to have been identified before the report was
completed. We further question the independence of the review process given
the large number of services involved in Mr H's care that were also part of the
investigation process.

5.18 The internal investigation report indicates the investigation was based on a
documentary review of Mr H’s electronic care record, telephone discussions,
an RCA meeting and email exchanges with external agencies. The Trust's
internal report did not provide any details of the emails or telephone
discussions. Itwould have been useful forthe investigation to have identified
the designations of author/s or participants, and other agencies contacted by
email or telephone and the detail of these exchanges.

5.19 The Trust's internal report covered all of Mr H’s involvementwith the Trust
and contact between February 2010 and 9 August 2017 was summarised.

5.20 The Trust's internal report scope states that the chronology ran between 19
September 2017 to 18 March 2018; this is differentto the actual date range
provided in the tabular chronology to the report. The report does not give a
reason for thisinconsistency.

5.21 The internal investigation attached a victim chronology as an appendix.

5.22 The report’'s terms of reference identified one purpose, nine objectives, and
one key issue, set out below.

¥ The report did not identify the designation of the attending Executive Director.
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5.23

5.24

5.25

5.26

5.27

5.28

5.29

The purpose was described as — “fo identify any root causes and key learning
from the incident and use this information to significantly reduce the likelihood
of future harm to patients.”

The objectives were to:

e establish the facts i.e., what happened (effect), to whom, when, where how
and why (root causes).

e establish whetherfailings occurred in care or treatment identifying any
care and/or service delivery problems which occurred and what caused
them.

¢ |ook for improvements rather than to apportion blame.

e establish how recurrence may be reduced or eliminated.

e formulate recommendations and an action plan.

e provide areport and record of the investigation process and outcome.
e identify routes for sharing learning from the incident.

e establish whether appropriate consideration was given to safeguarding
processes; and

e identify actionsrequired in line with statutory Duty of Candour regulation.

The key issue identified — “did the various agencies involved in supporting the
patient, work closely together to provide a coordinated plan of care?”

The Trust also completed a 72-hour report. The purpose of a 72-hour report is
to identify and provide assurance that necessary immediate action is taken to
ensure the safety of individuals, to confirm if the incident meets the criteria as
a serious incident, and if it does to recommend the level of investigation
required. The Trust's 72-hourincident report met the requirements of the
Serious Incident Framework.

The terms of reference omitted specific reference to the victim other than in
the purpose statement that references “patients” (plural). The victim
chronology, included as an appendix to the investigation report, indicates that
the victim was known to Trust services.

Overall, we found the terms of reference to be genericin format and
applicable to all investigations. Whilstrecognising thatelements of any
investigation’s terms of reference will by nature be generic, it would also have
been useful forthe investigation to develop case specific key lines of enquiry
to supporttheirinvestigation. We discuss possible key lines of enquiry as part
of ourgap analysis in Section 6 of this report.

The Trust’s Incident Reporting and Serious Incident Review Policy (version
8.1, 2017) recommends Root Cause Analysis as a methodology for
investigation. The policy identifies the need to complete a “robust internal
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investigation”in the case of domestic homicides, indicating this will be “a
structured and systematic review of an incidentto establish a chronology of all
the events leading up to the incident, identifying any root and/or other causal
factors that may have contributed to the incident. The aim of which is to
understand what happened, identify how future incidents may be prevented
and provide a set of conclusions in the final report that are fair, evidenced and
reasoned.”

5.30 The Trust's internal report describes the RCA method used as “Telephone
discussions, Information gathering via a root cause analysis meeting, review
of the patient’s electronic care record, chronological timeline, via email with
external agencies and contributory Factors Grid. Identifying contributory
factors & root causes Generating solutions.”

5.31 The report does notdetail the result of the comparison with the Contributory
Factors Grid>. The report does not explain the application of RCA
methodology or give detail of specific areas of enquiry.

5.32 We foundthe terms of reference were too generic and did notguide the
investigation to consider specificissues or key lines of enquiry. This resulted
in a descriptive report that did not offer any analysis of events or any
consideration of factors or root causes. We found no evidence of a
comprehensive RCA having been undertaken to support the findings.

5.33 The report identified three areas of learning which are discussed in the
section below on report findings (5.46 onwards).

5.34 The Trust's IncidentReporting and Serious Incident Review Policy states in its
introduction “the needs of staff, patients and the family affected are our
primary concern, it is important that all parties are involved and
supported throughout the review process.” (Trust bold emphasis)

5.35 The policy states that reviews should (“unless informed otherwise”) contact
families and carers to clarify actions, offer condolences and offerthemthe
opportunity to be involved in the review process. On completion of the review
the family should also have the opportunity of a meeting to considerthe
findings and lessons for learning, in conjunction with senior staff from the
service involved.

5.36 The Trust internal investigation report states “no involvement has been sought
from the patient or relatives, until consent has been received from the police
that they are in agreement for the lead reviewer to contact them.” The report
does not indicate how, or if, the investigation followed up contact with the
police, and does not provide detail of the outcomes of any attempted contacts.

5 The contributory factors grid isused to guide and organise the analysis of interconnected, contributory, causal and mitigating
factors when investigating patient safety incidents (also see https://www.engand.nhs.uk/patient-safety/patient-safety-
investigation/)
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5.37

5.38

We found no evidence that contact occurred with Mr H, his family, or the
family of the victim at any part of the investigation. There is no evidence that
the Trust discussed or shared the report terms of reference or the findings
with Mr H or the affected families before, during or after publication.

The Trust report followed a standard template format. The template provides
advice and guidance for completion of the report. The template includes
sections for terms of reference, background and context, chronology, a
findings section (including incidental findings, care / service delivery problems,
root cause, contributory findings, lessons learned) and a conclusion section.
We discuss the completed sections below.

Trust Report section on Background and context

5.39

5.40

5.41

5.42

The background and context section gave a narrative summary of Mr H's
history and contact with services from 2010 to the date of the homicide. This
section also details a discussion between the Trust's lead reviewer and a
consultant psychiatristfromthe Trust's acute inpatientservice. The report
does not detail if this consultantwas engaged in Mr H’s care, however, the
wording indicates thatthe consultantwas familiar with Mr H’s care and
presentation on the ward. The record of this discussion was regarding Mr H’s
diagnosis and whether he would have been appropriate for an assessment by
a forensic psychiatric service.

At the time of his discharge from hospital Mr H’s diagnosis was “Delusional
disorder and Depression, Mild episode.” The report gave details of the
relevantICD:10%% diagnostic code. The report then indicates thatthe
consultant “felt this may not have been the outcome, if the patient had been
discussed in a multidisciplinary discharge meeting. As no CPA [Care
Programme Approach] /discharge meeting had been completed, a unilateral
diagnostic decision was made.” The report is unclearwhy Mr H’s diagnosis
was under discussion, does not indicate whetherthiswas a key line of
enquiry, and does notgive any analysis or consideration of this discussion.

Regarding the discussion and consideration of a referral to a forensic service,
this appears to have been a benchmarking exercise to consider best practice
againstactual practice. The report does not indicate whether, orwhy, this was
a line of enquiry. The consultantwas clear in their view that there was “no
indication for inpatient forensic services to be involved.” However, the
consultantalso indicated they might consider discussing patients with similar
presentations with a community forensic service in the future. The report does
notinclude this within either the findings or lessons learned sections and
makes no recommendation aboutthis for future practice.

There was no furtherdiscussion or analysis of Mr H’s admission and
discharge in 2017 and this section of the report does not contain any further
comment or analysis on Mr H’s background, care, or treatment.

16 International Classification of Diseases (ICD) codes are the main basis for diagnostic purposes, health
recording and statistics on disease https://www.who.int/standards/classifications/classification-of-diseases
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Trust Report Chronology

5.43 The report chronology of events starts on 9 August2017. This is a descriptive
timeline of events.

5.44 The report highlighted and commented on three events:

e In September 2017, police arrested Mr H for a serious offence. The report
noted from the discussion atthe RCA meeting that Mr H had not denied
this offence and that the event had occurred in response to a previous
event. This was a new risk incident. The Trust report did not detail
expected practice in relation to recording of this risk information or
examine actual practice in relation to this. There is no further consideration
of this event, or indication asto its relevance for the investigation.

¢ In November 2017, police arrested Mr H for an alleged assaulton a
relative he was visiting. The report did not comment on this alleged assault
or any impact on Mr H’s housing situation or continued family
relationships. The lead reviewer did however discuss rehousing and risk
profiling with Mr H’s probation officer. The probation officer confirmed
housing services had been aware of Mr H’s offending behaviour. There is
no further analysis of risk due to housing factors, or any indication as to its
relevance for the investigation.

e In January 2018, EIP completed a six-month review in Mr H’s absence.
The plan was to discharge Mr H. The report notes this plan. The RCA
meeting discussed Mr H’s discharge from services. Staff informed the lead
reviewer that if Mr H had wished to receive help after discharge, he had
the resourcesto do this. The report did not discuss or analyse this further.
The report did notindicate whether Mr H’s pattern of engagementor his
discharge from services informed the investigation’s lines of enquiry.

5.45 Aside from these three sections of commentary, the report does not identify
any other events in the chronology for further review or analysis. The report
does not highlightfrom the chronology any area of actual practice against
expected practice. The internal investigation reportdoes not detail how the
chronology informed the analysis stage of the investigation or contributed to
the findings.

Trust Report Findings and Recommendations

5.46 The report states there were no contributory factors.

5.47 The report states that there were no root causes and no care or service
delivery problems. Whilst notall investigations identify a single root cause, itis
unusual thatthere were no identified care or service delivery problems given
the detail of the case.

5.48 However, the report did identify three lessons for learning!’” as follows:

17 The Trust's Incident Reporting and Serious Incident Review Policy states that “investigations identify how and
why patientsafety incidents happen, the analysis identifies areas for change, and make recommendations which
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e “No evidence of consideration of adult safeguarding processes in relation
to Mr H developing a relationship with a female whilst both were inpatients.

¢ No evidence of a multi-agency meeting during or after admission to clarify
who would be the lead agency for the care and support offered.

e No evidence of a multidisciplinary Care Programme Approach (CPA)
meeting taking place prior to his discharge with family who he was going to
be living with, or the multiple agencies involved in his care.”

5.49 We considerthese to be findings of the investigation rather than learning
points. The report did not provide any further detail to support these three
learning points, make any comment on actual against expected practice, or
establish if there were related care or service delivery problems.

5.50 Allthree findings indicate potential care and service delivery problems: in
safeguarding systems, in discharge planning systems, within care planning
processes and within multi-agency working.

5.51 The report made no recommendations.
5.52 We discussthe report's lessons/findings furtherin Section 6 below.
Trust Report Conclusion

5.53 The report has a concluding section. This section does not provide any
evidence of how the investigation reached its conclusions. The conclusion
lacks any analysis of the reasons why events happened.

5.54 The conclusionidentifies four aspects relating to care and treatment -
diagnosis, alcohol and substance misuse, engagement, and hospital
discharge in 2017 - butdoes not indicate why these were of note to the
investigation and does not consider them further. We comment on these four
areas in our gap analysisin Section 6 below.

5.55 Finally, the report does not compare actual practice against Trust expected
practice, Trust policy or national policy and the reader is left withoutan
understanding of whether practice was in line with Trust policy.

5.56 The report concludes that “based on the outcome of this review that harm was
not caused as a result of an act, omission or mistake made during the
provision of this persons [sic] care and treatment.”

5.57 Dueto the lack of analysis underpinning the report’s findings, we are unable
to conclude thatthis investigation was adequate.

5.58 Based on ourreview of the investigation’s terms of reference, the report did
not meet the purpose nor eightof the nine objectives. The review met one

deliver safer care for our patients.” This process should generate lessons for learning to ‘prevent/minimise the
same incidentoccurring elsewhere’
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5.59

5.60

5.61

5.62

5.63

5.64

objective - “to provide a report and record of the investigation process &
outcome.”

As previously highlighted, the terms of reference were generic, they did not
reference any detail of the incidentfor consideration and did not identify
specific factors for exploration or analysis.

The report did not examine why events occurred and did not offer any form of
analysis, benchmarking of practice, discussion of key events, or consider how
to reduce or eliminate recurrence. The investigation did make one attempt to
benchmark practice (in relation to the discussion with the consultant
psychiatristabout forensic services) but they did not expand on this. This was
a missed opportunity to considerwhetherthe consultant’s view was a lesson
for learning and/or even a recommendation.

We found no evidence of RCA methodology and no supporting evidence of
further analysis as to why events occurred or factors that may have influenced
events. The report did not identify any contributory factors, care, or service
delivery problems or recommendations. The internal investigation made no
recommendations, so an action plan was notdeveloped.

These findings mean thatthe report would have no impacton service
improvement or change in practice.

One of the objectives of the Trust’s internal investigation was to “identify
actions required in line with statutory duty of candour regulation.”

We found no evidence thatthe investigation considered whether there were
any actions required underthe Trust's Duty of Candour Policy or the national
regulations!®. Neither did we find evidence of Duty of Candour considerations
in the records provided.

Recommendations 1-4

Relate to our review of the standard of the investigation and surrounding
sign off.

18 hitps://www.gov.uk/government/publications/nhs-screening-programmes-duty-of-candour/d uty-of-

candour#duty-of-candour-regulations
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6.1

6.2

6.3

6.4

6.5

From ourreview of the Trust’s electronic and paper records we developed a
chronology.

In developing this chronology, we have highlighted the following 12 key areas
which if explored as lines of enquiry, may have strengthened the internal
investigation’s analysis and findings. The Trust's internal investigation report
does not explore these areas.

This information was relevantto enable a fuller review of the care and
treatment provided to Mr H. We discuss the impact of not considering all
relevantand background information within this gap analysis of care and
treatment.

e The interlinks between and access to alcohol and substance misuse.
e The adequacy of housing and any impact on access to treatment.

e Engagementwith Mr H and the arrangements and policies for non-
engagement.

e Diagnosis—application of diagnoses and onward referral for treatment.
e The use and appropriateness of medication and compliance.

e Forensic assessment.

e Hospital discharge 2017

e Adultsafeguarding.

e Multi-agency working.

e Care planning and carer assessments.

¢ Risk management.

e The relationship between the victim's chronology and Mr H.

The Trust’s internal investigation identified in the conclusion thatMr H’s
alcohol and substance misuse, including "street purchased" medication such
as Zopicloneld, was a factor throughout his time under the care of the Trust.
The Trust’s investigation did notanalyse or explore this and does notidentify
whether substance and alcohol misuse had an impacton Mr H’s mental
health, diagnosis, and associated behaviour, or whether substance misuse
impacted on Mr H’'s engagement with services.

The Trust's Care and Management of Dual Diagnosis Procedure (2012)
identifies dual diagnosis as relevantto an individual with concurrent needs
arising outof their mental disorder and/or learning disability and their
substance misuse. This document details “the procedures to be followed

19 Zopiclone - used to treat bad bouts of insomnia. https://bnf.nice.org.uk/drug/zopiclone.html
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6.6

6.7

6.8

when caring for individuals with concurrent mental health and substance
misuse needs.” The procedure indicates that where necessary “dual
diagnosis practitioners will provide information and guidance regarding access
to service in each locality.” These practitioners are described as “staff with
capabilities in working with dual diagnosis who have a role in supporting and
developing other staff in working with this client group.”

Mr H may have benefited from a referral to a dual diagnosis practitioner—we
found no evidence that his care team considered this.

The Trust's Care and Management of Dual Diagnosis Policy also notes that
Trust services should notdiscriminate against service users due to their
mental health needs perceived as drug or alcohol induced.

In mid-January 2014, a referral to the Trust described Mr H as a “known drug
and alcohol user” and probation staff described Mr H at the end of June 2017,
as having "no boundatries... can be "very nasty" and is "one to watch out for".
We suggest these terms indicate personal judgements. The investigation did
not consider the impact of such statements on the Trust services that received
them. For example, whetherthey influenced service provision, personal
interactions, or services’ expectations for engagement.

Key finding

From our high-level review, itis evidentthat services should have
considered Mr H for referral to the dual diagnosis practitioners.

Records also indicate an element of personal judgementrelating to Mr
H’s drug and alcohol misuse. This high-level review cannotdetermine
whetherthis impacted on how services responded to Mr H. We do
however recognise that when staff supportindividuals with complex
needs, they require specialistknowledge and increased levels of personal
support and supervision.

See Recommendation 5 — with particular reference to 5a.

See Recommendation 7 — The Trust should seek assurance on how it
supports individuals with complex presentations, developing and
providing guidance for staff on key referral and care planning pathways.

This should include consideration of any additional assessments, any
referral to specialist services and specialists (forensic, dual diagnosis)
and consideration of increased psychiatric review for individuals with
complex presentations.

See Recommendation 8 — The Trust should provide assurance that staff
can access additional clinical advice and supportwhen working with
individuals with complex presentations. This should be provided as part of
the post-publication assurance review.
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6.9 The Trust's internal investigation discussed housing and accommodation with
probation services in relation to risk but did not explore furtherwhether
adequacy and provision of housing impacted on Mr H's care or his access to
treatment.

6.10 Mr H hada history of unstable accommodation, and he moved between
homeless hostels, B&B provision, the family home, and an unfurnished flat.
On discharge from hospital in 2017, Mr H had a tenancy. Records indicate
that Mr H felt this flat was too far from the family home, and that the flat was
unfurnished. The report made no comment on whether staff explored this with
Mr H or the housing provider in advance of his discharge from the ward.

6.11 Mr H gave differing accounts regarding whether he still used the flatduring
November and December 2017, and at the time of the incident, Mr H was
usingthisflat, but he also used temporary (bed and breakfast (B&B) style)
accommodation.

6.12 Following his discharge from hospital we identified eleven occasions when Mr
H indicated that housing issues were impacting on his ability to engage with
services.

Date Contact

August 2017 Mr H told L&D staff he is anxious as his flat is unfurnished
and he does not like being there away from family. He also
told staff he had not taken any medication since his
discharge two days previously.

August 2017 Mr H told EIP staff he was currently staying at his family
home until his flat is ready. His family were away. Mr H said
he had not left the house due to anxiety and had not taken
his antipsychotic medication (Quetiapine?) since discharge
due to his GP being too far away.

September 2017 Mr H attended EIP review and told staff his flat was out of
area and not near his family. Mr H said he did not want to
be there. Mr H also said he had not had any medication
since his discharge.

November 2017 EIP and L&D assessed Mr H and noted that he could not
return to the family home. Services advised Mr H to seek
alternative accommeodation.

20 An anti-psychotic medication used to treat certain mental health conditions (such as schizophrenia, bipolar disorder)
https://bnf.nice.org.uk/drug/quetiapine.html
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6.14
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November 2017 EIP and CRT both assess MrH. CRT record noted “no
report of voices till homeless and without support from
family ... no shift in his thinking — he is homeless, he feels
he is ill and wants to be in hospital.”

End November 2017 | EIP completed a 12-week formulation meeting and
identified housing issues were contributing to MrH’s
hopeless thoughts. They also noted that a lack of mobile
phone limited their ability to provide support.

December 2017 EIP spoke to probation officers who told staff Mr H still has
the flat but is not going there as he has no furniture. EIP
note they are not able to contact Mr H (no phone) and so
he is not able to pick up his new prescription.

December 2017 Liaison psychiatry assessed Mr H and identified issues with
his housing.

Mid December 2017 | Mr H told CRT he was staying at B&B and does not like it
due to “druggies and winos” and claimed this was making
him turn to alcohol and drugs.

Pre-Christmas 2017 | EIP attempt to contact Mr H at family address

Mid January 2018 EIP discharged Mr H in his absence and noted that due to
missed appointments they were unaware of his current
circumstances.

Key Finding

The Trust investigation did not consider whether housing had any impacton
Mr H’s mental health, his continued alcohol and substance misuse or his
engagementwith services.

See Recommendation 5 — with particular reference to 5b.

The Trust’s internal investigation did identify engagement as a factor in Mr H’s
care, concluding that attempts to engage Mr H achieved “little or no positive
results, and that Mr H focused on wanting an admission to deal with his
problems.” The conclusion placed the emphasis on Mr H’s responsibility to
engage, and, due to the lack of furtheranalysis, could be perceived as
directing blame towards Mr H.

We found no evidence thatthe investigation considered why MrH may have
struggled to engage with services, whether Mr H was able to effectively
engage, or whetherthere were other services better placed that could have
increased Mr H’s engagement. In addition, the investigation did notanalyse
Mr H’s disengagementfrom EIP, explore why he missed appointments or
consider whether EIP made appropriate attempts to re-engage Mr H. Mr H’s
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6.15

6.16

6.17

6.18

6.19

last contact with EIP was in mid November 2017, eightweeks before his
discharge from EIP in January 2018.

Finally, the Trust's investigation did notexamine whether any factors
impacted on Mr H’s ability to engage with Trust services, and/or consider
whether there were actions staff should have undertaken in response to this
(e.g., guided by DNA policy).

The Trust’'s Did Not Attend (DNA) Policy (2017) identifies that “When a current
service user fails to attend a follow up appointment, the health or social care
professional should consider the options and take the most appropriate
action, depending upon risk assessment.”

Our review of the evidence indicates that Trust staff saw Mr H’s risks in the
context of substance misuse, and this impacted the service’'s assessment of
his mental health. We identified the following factors that may have impacted
Mr H’s engagement with services:

e we found evidence throughoutthe notes that Mr H struggled to engage.
e Mr H found keeping appointmenttimes confusing.

e services did not always send outthe correct appointmentdetails and did
not always arrange follow up appointments at the end of a contact.

e Mr H lacked a permanentaddress and had limited access to a mobile
phone;and

e appointments were on at least one occasion double booked with court
dates.

Throughoutthe time under review Mr H also requested hospital admission.
On at least two of these occasions CRT assessed and "traffic lighted" Mr H as
"green” (June 2014 and November 2016).

We discussed the process of "traffic lighting" individuals with the Trust lead
supporting our review, who informed us that this process indicated an
assessment for admission. Green means admission is not indicated. Until
May 2021 the Trust did not have a written procedure for this system. The
Trust have however now published a procedure called ‘Core Visual Control
Board (VCB) Guidance’ Version 4.0 May 2021. We have not reviewed this
procedure as it was notin place during the time under review. We do however
recommend that this procedure is considered as part of the review into Mr H’s
care and treatment to establish whatif any impact this may have had on his
care journey.

Key Finding

Services did not effectively engage with Mr H and due to risk assessment
being related to substance misuse and not mental iliness, did not follow up
robustly when he started to disengage.

See Recommendation 5 — with particular reference to 5c.
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6.21

6.22

6.23

6.24

6.25

The internal investigation did seek an inpatient consultant’s view on diagnosis.
The consultantreported that “as no CPA/discharge meeting had been
completed, a unilateral diagnostic decision was made.”

We identified that multi-disciplinary team (MDT) meetings occurred prior to Mr
H’s discharge, including in early August2017 (on the date of Mr H’s
discharge). These meetings took place daily on the wards, and whilst not
always multidisciplinary, on most occasions at least one doctor was in
attendance alongside ward nursing staff. These meetings had standard
agenda items including psychosocial presentation, interventions, medication,
and risk.

The Trust's internal investigation made no further comment on diagnosis. Itis
unclearwhetherthe investigation felt Mr H’s diagnosis was a factor, and if so,
why.

Mr H had multiple diagnoses, including mental and behavioural disorder due
to the use of opioids, paranoia, post-traumatic stress disorder (PTSD), mild
symptoms of dissociation and mild depressive episodes. These differential
diagnoses formed part of Mr H’s complex presentation.

One assessment also indicated Mr H had a diagnosis of bipolar disorder
(December 2017), howeverwe found no furtherreference to this diagnosis
and at the time of the homicide Mr H had a diagnosis of delusional disorder.

The following is a summary of Mr H’s symptoms and diagnoses. Apart from
the assessments completed whilst Mr H was an inpatient (end of June to early
August2017) we found no reference to a formal review by a psychiatrist.

Date Summary of diagnosis

2010 — 2014 Alcohol and substance misuse, suicidal thoughts, and self-
harm

January 2016 Low mood plus alcohol and substance misuse

November 2016 Paranoia plus alcohol and substance misuse

June 2017 Depression, low mood, paranoia, hearing voices, anxiety and
alcohol and substance misuse

End June 2017 Depression, psychotic features, first episode psychosis

July 2017 Assessed as paranoid, with voices (telling him to harm others)

Mid July 2017 Assessed as having Post Traumatic Stress Disorder (PTSD)
Mild symptoms of dissociative experiences

August 2017 Cluster record noted first episode psychosis

August 2017 Diagnosis on discharge delusional disorder, depression (mild
episode)

September 2017 Mr H describes dissociative experiences with voices (telling

him to harm others)

Final Report Independent Review - Tees Esk and Wear Valley NHS Foundation Trust — October 2022 31



6.26

6.27

6.28
6.29

6.30

6.31

November 2017 Delusional disorder

December 2017 One reference by psychiatric liaison service to a diagnosis of
bipolar disorder, however we found no further reference to

this diagnosis

From the case notes, Mr H reported hearing voices whilstan inpatientin
2017, including derogatory voices that told himto harm others. In addition,
following his discharge in August2017 Mr H reported:

e increased anxiety later in August.
e hearing mumbling and drums in September.

e hearingvoicestelling himto harm someone alongside dissociative
experiences in September.

o feelingtargeted by others (“people out to get him”) in October.
e hearingvoicesin November 2017.

Despite multiple diagnoses and his presenting symptoms, no service (MHLS,
CRT, SMS, MATS, L&D) determined that Mr H was presenting with a mental
iliness requiring their intervention (otherthan during his inpatientadmission
and subsequentadmission to EIP underthe ARMS pathway).

Mr H was under the care of EIP between August2017 to January 2018.

The Trust's Early Intervention in Psychosis Service Operational Policy (March
2014) describes this pathway as suitable for “those service users aged 14-35
years of age who are deemed to be at high risk of developing psychosis. This
is termed At-Risk Mental States (ARMS).” The policy also indicates that for
people on the ARMS pathway, “an assertive engagementapproach is not
indicated in this client group owing for the necessity of help seeking to part of
the presentation. On this basis a lower intensity care package is offered than
with first episode psychosis cases. Antipsychotic medication is not indicated in
this presentation and will not be prescribed unless clear rationale identified.”

We found no evidence that services considered whether Mr H should remain
on the ARMS/EIP pathway when he started to disengage, or any
consideration of whether he was under the care of the correct service.

The EIP formulation meeting at the end of November 2017 took place in Mr
H’s absence. This was a thorough and detailed assessment of Mr H’s history
including his voice hearing experiences. The agreed plan howeverwas for
EIP to continue trying to engage Mr H up to the planned discharge date in
January 2018, with the final plan that Mr H would be followed up by probation
services. The EIP assessment concluded ‘there is no indication to indicate he
would transfer to the FEP [First Episode Psychosis Pathway] pathway for
further involvement.”
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6.33

6.34

6.35

6.36

The Trust's internal investigation did not consider whether follow up by
probation services alone was an adequate care plan.

We identified that Mr H was referred twenty-one times to Trust services during
the period underreview. Following these referrals Mr H was seen and
assessed on fourteen occasions (sometimes by more than one service on the
same day) and he was notseen or assessed on six occasions. Of the 21
referrals, four resulted in a service being offered. Once for alcohol services,
once for a court ordered alcohol treatment plan, once for an inpatient
admission and once to EIP for a longer period of assessment.

Eight of all twenty-one referrals were made whilst Mr H was under the care of
EIP (August2017 — January 2018), five of these referrals followed an arrest
for assaultive behaviour. Six of these referrals resulted in an assessment.
None of these six assessments resulted in consideration of an alternative
service, consideration of the need for a review by a psychiatrist, or
consideration of any changesto Mr H’s care plan.

Key finding

Services assessing Mr H repeatedly identified that his continued substance
and alcohol misuse influenced psychotic experiences. We found no
evidence that Mr H’s diagnosis or presentation triggered a psychiatrist
review or that staff explored these experiences with Mr H.

See Recommendation 5 — with particular reference to 5d.

See Recommendation 6 — The Trust should develop a system to ensure
repeat referrals, screenings and assessments across multiple services are
monitored effectively to identify potential patientrisk and ensure care plans
are adequately reviewed.

See Recommendations 7 & 8 — Whilstthis high-level review cannot
determine why services responded in this way, we would requestthat the
Trust considers the implications of this finding. In particular, the implications
for increased monitoring, support, and assessment when individuals
present with similar multiple, complex needs. In addition, we would request
that the Trust consider the implications for supporting staff who work with

service users with similar complex needs.

The investigation did not consider medication prescribed, or Mr H’s
compliance with medication.

Following discharge from hospital in August2017, Mr H quickly became non-
compliantwith medication. Mr H informed services of this at the assessment
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6.38

6.39

6.40

in early August, his 7-day follow up telephone call four days later, and at

review visits in late Augustand mid-September. EIP reviewed medication with
Mr H at the end of September. At this and other meetings, Mr H requested an
anti-psychotic medication as he reported they had helped with his symptoms.

Following the assessmentat the end of September, EIP prescribed an anti-
depressant, rather than an anti-psychotic medication. Mr H had stopped this
medication by the time of his EIP review in mid-October. Mr H repeatedly
reported that the anti-psychotic medication had helped him and there was
evidence from his stay on the ward that this medication did reduce his
reported symptoms. It would have been helpful if the investigation had
explored the EIP decision notto prescribe anti-psychotic medication and the
underpinning rationale, with a view to assessing whether this decision wasin
line with expected practice.

Key finding

Following his discharge from hospital Mr H quickly became non-compliant
with medication. Mr H repeatedly requested anti-psychotic medication,
reporting this helped with his voices. The Trust internal investigation did not
explore the use and appropriateness of medication and compliance issues.

See Recommendation 1 — as part of the quality assurance for internal
investigations the Trust should ensure review of medication is a standard
part of any investigation.

See Recommendation 5 — with particular reference to 5e.

The investigation soughtthe view of an inpatient consultant regarding whether
Mr H would have met the criteria for a forensic assessment. We feltthis was
an attempt to benchmark practice, however the investigation did not comment
on the consultantview that in future similar cases they may consider referral
for forensic assessment; the report made no comment regarding referral
criteria for forensic assessments and no further analysis of the impact of Mr
H's forensic history on his care and treatment.

Mr H had an extensive history of contact with criminal justice services for
violentoffences and criminal activity, often relating to misuse of alcohol,
substances, and associated risk behaviours.

Police arrested Mr H five times between his discharge from hospital in early
August2017 to the date of his arrest. We set out details below:

e August2017,for an alleged serious offence. This was two days after his
discharge from hospital.

e September 2017, for an alleged serious offence.
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e November 2017, following an alleged serious offence againsta relative he
was visiting.

e November 2017, for an alleged serious offence.

e December 2017, for an alleged offence.

Key finding

The forensic history and Mr H’s engagementwith the criminal justice
system were significant events that may have impacted on this case. The
internal investigation did notanalyse any impact of Mr H's forensic history
on his care and treatment, and despite the inpatientconsultant view that
they would consider referral for a forensic assessmentin similar cases the
investigation made no recommendation regarding this.

See Recommendation 5 — with particular reference to 5f.

See Recommendation 7 — as part of the guidance for complex cases the
Trust guidance should consider developing a referral pathway for forensic
assessments.

Mr H was an inpatientfrom the end of June to early August2017. At the point
of discharge from hospital Mr H had a tenancy and moved under the care of
EIP. The internal investigation report detailed the hospital discharge process
in its conclusion stating there were issues with discharge planning,
multidisciplinary working and the engagement of Mr H and his family in care
planning. The investigation however did notanalyse whether these factors
impacted Mr H’s hospital discharge, did not explore why certain processes did
not happen, and did not explore actual compared to expected Trust practice.

The Trust's Admission, Transferand Discharge of Service Users within
Hospital and Residential Settings Policy (2016) indicates that discharge
should be a planned collaborative process involving the service user, their
family and any other relevant services people are engaged with.

The ward planned Mr H's discharge early in his admission. Ward staff
informed Mr H of his planned discharge at the end of July (4 days before his
planned discharge date). When told, Mr H became distressed and agitated. In
addition, the ward held a pre-discharge meeting in mid-July, butdid notinform
Mr H or his family.

Key Finding

The internal investigation report did not comment on Mr H’s delayed
discharge from hospital. Mr H did not have a collaborative discharge from
the ward in 2017.
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See Recommendation 5 — with particular reference to 5g.

See Recommendation 9 — The Trust should provide assurance that current
hospital discharges are in line with agreed policy.

6.44 The Trust investigation identified as a lesson learned, the lack of adult
safeguarding processes applied in response to Mr H developing a relationship
with another patienton the ward. Thisis a finding ratherthan a learning point
as the finding itself would not prevent recurrence.

6.45 The investigation identified Trust services should have considered Mr H’s
relationship with another patient under the safeguarding framework. We found
no evidence that the investigation explored or analysed why this did not
happen and no evidence thatthe investigation considered whether actual
practice met the standard expected by Trust policy. The Trust internal report
had no actions or recommendations relating to this finding.

6.46 From the chronology we identified five opportunities for ward staff to consider
concerns underthe adult safeguarding framework relating to Mr H’s growing
relationship with anotherinpatient; these are set out below:

e Mid-July 2017, Occupational Therapy (OT) staff noted that Mr H told a
female patient he “had a crush on her”. This is the first recorded instance
when Mr H talks about a female patientin this way. This was an
opportunity for nursing staff to discuss with Mr H the appropriateness of
his behaviour and to consider under the safeguarding framework, whether
the female patient could be at risk of abuse due to her mental health or
other vulnerabilities.

e EndofJuly 2017, OT staff noticed that Mr H gave a heart shaped box to a
female patient. We found no record of further actions taken. This was a
further opportunity for nursing staff to review this growing relationship
underthe safeguarding framework.

e EndofJuly2017, OT staff noticed that Mr H “focused his attention on a
female patient”. Other patients told staff they were “in a relationship that
had started over the weekend.” The records do indicate thatthe OT
informed nursing staff on the ward, highlighting potential risks as they
believed Mr H was underthe MARAC framework. This was in line with
policy and expected practice. However, we found no evidence thatnursing
staff took any action in response to this or considered whether this was a
concern under the adult safeguarding framework.

e Early August2017, OT staff observed Mr H “kissing and hugging a female
patient”. Records indicate that Trust nursing staff completed an incident
form (on the Datix system) and recorded that “both were spoken to.” There
is norecord of the outcome of this discussion, and we found no evidence
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6.49

6.50

6.51

6.52

that staff referred this as a concern under the adult safeguarding
framework.

e Early August2017, the multidisciplinary ward meeting noted “report of
kissing female patient”. We again found no evidence that staff considered
this or referred this as a concern underthe adult safeguarding framework.

In addition to concerns aboutthis growing relationship we also noted that in
early August 2017 the multidisciplinary ward meeting recorded Mr H had
“attempted to restrain a peer.” We found no evidence that staff considered this
as a concern or made a referral for the other inpatientunder the adult
safeguarding framework.

Finally, in early August (two days after his discharge from hospital), police
arrested Mr H on suspicion of a serious offence. The referral identified thatthe
alleged victim had been an inpatientunder Trust services at the same time as
Mr H. The risk assessment completed whilst Mr H was in custody noted under
adultsafeguarding, “noissues evident and nothing from alleged offence to
indicate safeguarding concerns.” We found no evidence that staff considered
thisas a concern under adultsafeguarding.

Throughoutthe period preceding the eventin March 2018 (from January
2010) we found no records of referrals made for Mr H under the adult
safeguarding framework.

Thisis a significant area of practice that requires further examination.

Key finding

We identified seveal occasions when Trust adult safeguarding practice for
Mr H and individuals he was associated with, fell below expected
standards.

See Recommendation 5 — with particular reference to 5h.

See Recommendation 10 — The Trust should provide assurance thatadult
safeguarding practice is in line with agreed policy.

The Trust internal investigation identified missed opportunities for effective
multi-agency working within the discharge processes. We found no evidence
that the investigation considered or explored why services missed these
opportunities.

Within the section on notable practice, the report does identify that probation
services felt communication and information sharing had been “a positive
venture, with both parties being proactive and sharing information relevant to
care decisions.”
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6.53 Sharinginformation isin line with policy and expected practice, howeverthe
Trust internal investigation did not explore whetherthe communication and
information shared was adequate and effective. From the case noteswe
identified confusion around the recording of multi-agency public protection
systems and processes in relation to whether Mr H was under MARAC and/or
MAPPA. This is of concern. Individuals subjectto public protection measures
require an increased level of supportand monitoring and mental health
services, where involved, should play a key partnership role.

6.54 We found no evidence of multi-agency working beyond contact with probation
services.

Key Finding

The Trust's internal investigation did not explore or consider how the Trust
interacted with the public protection processes or explore the effectiveness
of any joint working with the criminal justice system.

See Recommendation 5 — with particular reference to 5i.

See Recommendation 11 — The Trust should provide guidance regarding
recording and oversightfor individuals subject to public protection measures
such as MARAC and MAPPA.

6.55 The Trust internal investigation made no comment on the use, recording or
effectiveness of the care planning process, did notbenchmark actual and
expected Trust practice against policy, and did not explore whether Mr H was
underthe correct level of care.

6.56 The Trust Care Programme Approach and Standard Care Policy (2016) lists
characteristics to consider when deciding whether an individual should be
under standard care or underthe Care Programme Approach. These include
a view on complex needs, numbers of agenciesinvolved, levels of risk, level
of engagementand levels of support.

6.57 Mr H was underthe Trust's standard care from early June 2012 to the end of
June 2017. Mr H had a standard care plan dated mid-June 2013. This
covered Mr H’s relationships, support, substance and alcohol misuse, risks,
accommodation, and his short-term goals.

6.58 On admission to hospital Mr H was supported underthe CPA. The ward
completed daily care plans during his admission in 2017. Mr H was
discharged from the ward under CPA. We did not find a discharge CPA care
plan related to that date.

6.59 Mr H did have a CPA care plan started by EIP in mid-September 2017, and
finalised and dated mid-January 2018. This care plan detailed the purpose of
the ARMS assessment. The care plan aims included engaging in
interventions covering recovery focused work, assessment of physical health
needs, family appointment, vocational needs, psychiatric and psychological
assessment. The care plan does notdetail outcomes, was not signed by Mr
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6.64

6.65
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H andthere is norecord that he received a copy of the plan.

The Trust internal investigation made no comment on the involvement of Mr
H’s family, or provision (or not) of carer assessments to supportthem in their
caringrole.

The Trust's Care Programme Approach and Standard Care Policy (2016)
states “Carers, families and other supporters are seen as partners and a vital
support to the person in their recovery and wellbeing. There is evidence that
outcomes are improved when they are appropriately informed, consulted and
involved in decisions about the care and treatment of the person they
support.” The policy also provides guidance on referrals for carer
assessments, stressing the importance of providing appropriate information
and support.

Throughout Mr H’s contact with the Trust, case notes indicate that Mr H had
contact with his family, and thattheir relationship was being impacted upon by
his continued use of alcohol and substances. In addition, following his
admission in 2017, Mr H was discharged to his family home, and it was to this
address EIP wrote offering Mr H appointments.

Mid-June 2014, during an assessmentby CRT, a family member was offered
but declined carer support. We found no otherrecord that Trust services
offered Mr H’s family support through provision of a carer assessment.

Key finding

The Trust internal investigation made no comment on the use, recording or
effectiveness of the care planning process, did notbenchmark actual and
expected Trust practice against policy, and did not explore whether Mr H
was under the correct level of care. The Trust internal investigation also
made no comment on the involvement of Mr H’s family, or provision (or not)
of carer assessments to support them in their caring role.

See Recommendation 5 — with particular reference to 5j.

See Recommendation 12 — The Trust should provide assurance that
carers are being offered the opportunity to receive carer assessments as

per Trust policy.

The Trust's internal investigation discussed risk assessment with probation
services in relation to Mr H’s housing needs butdid notexplore further
whether assessment of risk impacted on Mr H’s care and treatment. The
internal investigation made no further comment on the use, recording or
effectiveness of risk management processes and did notbenchmark actual
practice against expected Trust practice and policy.

The Trust Clinical Risk Assessmentand Management Policy (2014, amended
2015) states that managementof risk should be an ongoing, dynamic
process, kept under constantreview with assessments updated after
significantevents. These eventsinclude amongstothers any incidentduring
contact with Trust services, after discharge or change of service, or following
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any significantchange to the service user’s presentation, physical or mental
state.

6.66 Services did complete risk assessments on multiple occasions, adding
information to past risk assessments, howeverwe found no evidence that
services routinely updated these assessments following Mr H’s contact with
the criminal justice system, particularly when informed of incidents butthen
did notassess. In addition, we found no evidence that Mr H had an updated
risk assessment on his discharge from hospital.

6.67 As previously identified, following his discharge from hospital in August 2017,
services assessed Mr H six times. All resulted in updated risk assessments,
some very detailed; however, all the assessments also concluded thatMr H's
issues related primarily to his continued alcohol and substance misuse. None
of the assessments resulted in consideration of achange in service,
consideration of his engagement pattern, consideration of the level of
increased referrals and his risk-taking behaviours, and none considered any
changesto his care plan.

6.68 The Trust Clinical Risk Assessmentand Management Policy also identifies
that service users should have active crisis plans. We found no evidence of
crisis planning within MrH’s care records.

Key finding

Mr H had a lengthy forensic history, sometimes resulting in custodial
sentences. The investigation did notexplore risk or consider whether
compliance with risk management systems impacted on Mr H’s care and
treatment.

See Recommendation 5 — with particular reference to 5k.

6.69 The Trust's serious incidentreportprovides a chronology as an appendix for
the victim, Mr B. The report does not reference or discuss this chronology.

6.70 The Trust's serious incidentreport provided no information as to the nature of
Mr H’s relationship with the victim, Mr B, nor did the report detail how they
knew each other, or how the fatal contact occurred. The investigation did not
offerany assurance thatthere had been no known contributory factors
relating to this relationship prior to the homicide.

Key finding

The Trust’s serious incidentreport included a victim (Mr B) chronology as
an appendix, but the investigation made no reference to this, and its
purpose for inclusion was unclear.

See Recommendation 5 — with particular reference to 5I.
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7.1

7.2

7.3

7.4

7.5

7.6

The Trust commissioned a suitable level and type of investigation. We have
identified areas of concern however, regarding theirinvestigation and
therefore, are unable to agree with the report's conclusion. Further, we do not
believe the currentinvestigation and report would have any impact on future
practice or prevention of future re-occurrences.

Using the Niche assurance framework, the Trust internal investigation met
four of the twenty-five assessment standards, partially met seven and did not
meet fourteen standards.

As part of our review againstthe twenty-five standards we identified the
following areas of missed opportunities for the Trust investigation to provide
assurance:

e The investigation required clearlines of enquiry to guide the terms of
reference.

e The investigation panel and sign off processes should have provided
challenge and oversight.

e The report should have been clear aboutthe investigation methods used.
e The report required a more comprehensive chronology.

e The investigation should have explored Mr H’s interactions with the Trust
and detailed any known interactions with the victim.

e The investigation should have involved both Mr H and any relevant family
members.

e The investigation should have explored whether Mr H’s care and treatment
met expected standards.

e The investigation should have explored what happened against expected
practice, and using a clear method of analysis, established whetherthere
were any contributory factors. Using these factors, the investigation should
then have identified whether changes in practice could prevent
reoccurrence.

We also completed a detailed chronology, a high-level care and treatment
review and a gap analysis. From these we identified twelve areas that we
believe require further investigation to determine whether Trust practice was
at the expected level for Mr H before drawing any conclusions about care
and/or any service delivery issues and/or root causes.

We have therefore recommended that the Trust arrange a review of Mr H’s
care and treatment covering these twelve areas.

We have also made a further eleven recommendations relating to both the
Trust investigation processes and oversight, and around specific practice
issues that we feel require immediate attention and assurance that cannot
wait the completion of the fuller review.

Final Report Independent Review - Tees Esk and Wear Valley NHS Foundation Trust — October 2022 41



Terms of Reference for Independent Review under NHS England’s Serious
Incident Framework 2015 (Appendix 1)

The Terms of Reference for an independentreview of case 2018/7083 have been
set by NHS England and NHS Improvement North East and Yorkshire region. The
Terms of Reference will be developed further in collaboration with the investigative
supplier and family members however the following will apply in the firstinstance:

Purpose of the Review

To undertake a desktop review of the internal investigation into the care and
treatment of Mr H undertaken by Tees Esk and Wear Valley NHS Foundation Trust,
to determine whetherthe internal investigation lines of enquiry were robustly
considered and explored, highlighting any areas requiring further examination.

Based on review findings, formulate recommendations which would lead to
sustainable and measurable improvements.

Involvement of the affected family members and the perpetrator

In collaboration with NHS England, ensure that all affected family members are
informed of the review, the review process and are offered the opportunity to
contribute including developing the terms of reference and agree how updates on
progress will be communicated including timescales and format.

Involve affected family members throughoutthe review as fully asis considered
appropriate, in liaison with Victim Support and/or other support or advocacy
organisations.

Share the report in an agreed format with the affected family, seek their comments
and ensure that appropriate supportis in place ahead of publication.

Offer Mr H a minimum of two meetings, one to explain and contribute to the review
process and the second to receive the report findings.

Scope of the Independent Review

To undertake a critical analysis of the internal investigation’s approach and key lines
of enquiry, to determine whetherthese were appropriate at that time, adequately
considered and explored, highlighting any areas requiring further investigation.

It is NHS England’s expectation thatthis will incorporate the following considerations:

e Review of the clinical records, to determine the relevant historical context, identify
the significant periods of care delivered of relevance to the incidentwhich
occurred.

e Developmentof a comprehensive chronology of events, againstwhich the
internal investigations’ findings will be considered.
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e With a focuson learning, identify any gaps, deficiencies or omissionsin care and
treatment of the service user not adequately addressed within the investigation
undertaken by Tees Esk and Wear Valley NHS Foundation Trust.

e Assessment of the care and treatment received by Mr H including review of the
adequacy of risk assessments and risk managementincluding the risk of harmto
others.

e Exploration of whether Mr H’s family had alerted professionals to any mental
health concerns and if so, how was this acted upon.

e Review the appropriateness of the treatment of the service user in the light of
identified health and social care needs, identifying both areas of good practice
and areas of concern.

e Assessmentof compliance with local policies, national guidance and statutory
obligations including safeguarding.

e Based on overall review findings, constructively review any gaps in inter-agency
working and identify opportunities for improvementincluding making
recommendations for expected standards and modes of communication between
organisations.

¢ |dentify any notable areas of good practice and further opportunities forlearning
determined throughoutthe review activities and outline whatis expected to
change as a result.

Deliverables

Based on review findings make organisational or service specificrecommendations
which are outcome focused with a priority rating and expected timescale for
completion.

Provide a written report to NHS England and NHS Improvement that includes
findings recommendations for further action where necessary. The report should
follow both the NHS England style and accessible information standards guide.

Provide a concise case summary clearly indicating learning points and opportunities,
to enable wider sharing of learning.

Provide an opportunity for the families to receive supported feedback related to
findings.

Provide NHS England with a monthly update on progress, template to be provided
by NHS England, detailing actions taken, actions planned, family contactand any
barriers to progressing the investigation.

Attend an action planning meeting to deliver the key findings and any
recommendationsto the Trust and Stakeholders.

Where recommendations are made, conductan evidenced based Assurance Review
within 6-12 months following publication of the report to assess implementation and
monitoring of associated action plans.

Provide a short-written report for NHS England outlining the findings of the
Assurance Review.
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Policy name and version

Incidentreporting and serious incidentreview
policy v8.1

Early Intervention in Psychosis Service
Operational Policy

Early Intervention in Psychosis Process
pathways v2

Comprehensive Assessmentof At-Risk Mental
States (CAARMS)

Care Programme Approach andstandard care
policy framework V6

Did Not Attend (DNA) Policy

Care and Management of Dual Diagnosis
Policy V4

Clinical Risk Assessmentand Management
Policy V6

Safeguarding Adults Procedure V6

Safeguarding Children Policy V6

Approved/
Ratified

18 January 2017
March 2014

No date

2015

6 April 2016

5 April 2017
February 2011

6 February 2014

5 September
2016

6 April 2016

Last
amended

28 April 2017

Replaced
19/09/19

No date
No date
6 April 2016

05 April 2017

01 October
2012

24 January
2015

27 November
2019

10 May 2019
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Rating Description Number
Standard met 4
Standard partially met 7
Standard not met 14
Standard Niche commentary

Theme 1: Credibility

11

The level of investigation is appropriate to the
incident

The Trust’s Incident Reporting and Serious Incident Review
policy?! states that following confirmation of a Serious
Incidentthe Trust will submita completed 72-hour report to
the commissioners. The incidentwill then be allocated to a
Patient Safety Team (PST) reviewer for a full review of the
care and treatment’ provided. The report identified all staff
involved within the review, in the 72-hour report, and those
invited by the PST reviewer to attend the Root Cause
Analysis (RCA) and feedback meetings, which the PST
reviewer leads on. The policy also states that reporting and
reviewing processes will be “in line with the NHS England
Serious Incident Framework of 2015 and NHS Improvement
FAQ’s (April 2016)”.

The terms of reference (ToR) for the Trustinternal
investigation indicate thiswas a ‘Type 2, Comprehensive
Investigation’, and the lead reviewer identified was a

Partially
met

21 CORP-0043-v8.1 dated approved 18/01/17;lastamended 28/04/17. Version 8.1 was replaced with version 8.2 on 13 June 2018 three days before the internal reportwas
finalised. For this review, we have used version 8.1 throughout.
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Standard

Niche commentary

‘Serious Incident Investigator, trained in Root Cause
Analysis (RCA) Methodology’.

The investigation involved clinicians from the Liaison and
Diversion (L&D) Service and the Early Intervention in
Psychosis (EIP) Service and included both the care
coordinator and the advanced practitioner from EIP. The
lead investigator spoke to staff from probation. The
investigator did not have contact with any family involved
and the report stated that “no involvement has been sought
from the patient or relatives, until consent has been received
from the police...” The report did not indicate if this consent
had been received or if contact was followed up further.

The six policies reviewed as part of the process were:
1. Admission, Transfer and Discharge Framework

2. The Care Programme Approach and Standard Care
Policy

Did Not Attend Policy

Dual Diagnosis, Care and Management Policy
Lone Working Procedure

Minimum Standards for Clinical Record Keeping

o0 AW

Policies available but not considered included:

+ EIP Service Operational Policy

« Safeguarding Adult Procedures and Protocols

« Clinical Risk Assessmentand Management Policies

1.2

The investigation has terms of reference that
include whatis to be investigated, the scope
and type of investigation

The Terms of Reference for the investigation were generic
for a Trust Level 2 Serious Incident (SI) Root Cause
Analysis (RCA) Report and were notadapted to the
specifics of thisincident.

Partially
met
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Standard

Niche commentary

The report identified the key issue as “did the various

agencies involved in supporting the patient, work closely

together to provide a coordinated plan of care?”

The generic nature of the terms of reference omitted specific

reference to the victim other than the general-purpose

statement that references patients (plural).

The overall objectives were generic, for example one

objective of the investigation was to “establish whether

appropriate consideration was given to safeguarding

processes.”

The investigation was nottherefore, guided to specifically

consider:

« Mr H orthe victim as either victim or perpetrator within
the adult safeguarding framework.

« therole of the Trust in external safeguarding processes
such as Multi-Agency Risk Assessment conferences
(MARAC); and

« the effectiveness of any jointworking with the criminal
justice system.

The scope of the review considered all of Mr H’s

involvementwith the Trust, although the period February

2010 to March 2018 was summarised and the detailed

chronology covered 19 September 2017 to the 12 March

2018 (six months).

There was a victim chronology included as an appendix, but

the scope of the review did not include any consideration of

the victim’s care or treatment.
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Standard Niche commentary

1.3 The person leading theinvestigation has skills | The Trust's Incident Reporting and Serious Incident Review
and training in investigations Policy states “Within the NHS, the recognised approach is
commonly termed Root Cause Analysis (RCA) investigation.
The investigation must be undertaken by those with
appropriate skills, training, and capacity, which in TEWV is
the PST reviewers.”

The lead reviewer was a “Serious Incident Investigator,
trained in Root Cause Analysis (RCA) Methodology.”

14 Investigations completed within sixty working | The Trust’s Incident Reporting and Serious Incident Review
days Policy states “the review process must be completed within
60 days of the incident being reported on STEIS in line with
the guidance in the NHS England Serious Incident
Framework (NHS England 2015). The commissioners may
in exceptional circumstances agree an extension to the 60-

A

day deadline”.

The incidentoccurred in March 2018. The Trust received
notice of Mr B’s death on 15 March 2018 and began its
investigation on 22 March 2018. The Trust completed its
report on 18 June 2018. This is within the Trust policy and
the currentnationally agreed 60-day timeframe for

investigations.
15 The report is a description of the The report is in clear English, and the narrative is easy to
investigation, written in plain English (without | understand.
any typographical errors) The report contains grammatical errors (inaccurate or

inconsistentuse of commas, and an inconsistency when
referring to the patient, with the T being capitalised in some
instances and notin others) butthis does notimpact on the
overall readability of the report.
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Standard

Niche commentary

1.6

Staff support following the incident

The Trust’s Incident Reporting and Serious Incident Review

Policy states the Trust complete investigations within a “Just

Culture;” provided information on how staff can access
support services available within the Trust; and there was a
discussion aboutusing reflective practice and clinical
supervision.

Improvement opportunities to provide assurance — credibility
1 The investigation should have identified clear lines of enquiry to guide the terms of reference.
2 The investigation paneland sign off processes should have provided challenge and oversight.

Theme 2: Thoroughness

2.1 A summary of the incidentincluded that The report contained a brief description of the incidentand
details the outcome and severity of the outcome. The incidenttype was categorised as ‘alleged Partially
incident homicide.’ met
The report does not provide any detail of the victim or
identify thatthe victim was known to Trust services.
2.2 The terms of reference for the investigation The report includes terms of reference. These are generic Partially
included and non-specific. met
2.3 The methodology for the investigation is The methodology is briefly described within the report as
described, that includes use of systems “Telephone discussions, Information gathering via a root Partially
based PSII of root cause analysis analytical cause analysis meeting, review of the patient’s electronic met
tools, review of all appropriate documentation | care record, chronological timeline, via email with external -
and interviews with all relevant people agencies and contributory Factors Grid. Identifying
conducted. contributory factors & root causes Generating solutions.”
The report records detail of the documentation viewed, and
designation of people interviewed.
The report includes a chronology for both Mr H and the
victim.
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Standard

Niche commentary

There is no evidence of root cause analysis methodology in
the report, and no analysis provided to support the findings.

2.4

Bereaved/affected patients, families and
carers informed aboutthe incidentand of the
investigation process

The report states “No involvement has been sought from
the patient or relatives, until consent has been received from
the police...”. The report later states ‘A contact in the police
force has been identified and contact is being arranged.’
There is no evidence in the report thatthis contact
happened.

2.5

Bereaved/affected patients, families and
carers have had inputinto the investigation by
testimony and identify any concerns they
have about care

There is no evidence of any contact with the family prior to
setting the terms of reference, that interviews took place
with the family, or of any sharing of the terms of reference.
There is no evidence thatthe Trust discussed or shared the
report with the affected families before, during or after
publication.

2.6

A summary of the patient’s relevant history
and the process of care included

The report held a summary of Mr H and his mental health
history and care. There is a victim chronology attached to
the report but no reference to this within the body of the
report and no summary of the victim’s mental health history
and care.

Partiall
met

2.7

A chronology ortabulartimeline of the event
included

There is a chronology included for Mr H within the report.
Three events from the chronology and one from the
background have supplementary commentary relating to
staff views of events. There is no analysis of this
commentary.

There is a victim chronology (as an appendix), in the report.
There is no commentary or analysis of any events from the
victim chronology and no evidence this formed part of the
investigation.

Partially
met
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Standard

Niche commentary

2.8

The report describes how RCA tools have
been used to arrive at the findings

The report does not describe any root cause analysis
methodology or use of other tools. There is no separate
analysis section.

There is supplementary commentary detailing staff views
and discussions heldin the RCA meeting as indicated in
italics in four areas of the background and chronology.
There was no analysis of these sections.

The concluding section does notrefer to the findings or
lessons learned and is a summary of events rather than an

analysis.
The report did notreference the victim or victim chronology.

2.9 Care and service delivery problems are There were no care or service delivery problems identified in
identified (including whether whatwere the report, despite evidence of missed opportunities to
identified were actually care delivery address issues such as safeguarding, lack of a CPA review
problems (CDPs) or service delivery problems | and multi-agency meeting.

(SDPs)) There was no evidence of analysis of care or service
delivery factors for either the victim or Mr H.
The report identified three lessons learned (see section
2.12).

2.10 | Contributory factors are identified (including There were no contributory factors identified within the
whether theywere contributory factors, use of | report despite the victim and Mr H both having long histories
classification frameworks, examination of of contact with mental health services, histories of poor
human factors) engagementand identified social and interpersonal risk

factors.
There was no evidence of analysis of contributory factors for
eitherthe victim or Mr H.

2.11 | Root causeor root causes described The investigator identified no root cause for

the incident. There was no evidence thatthe report used
RCA methodology to reach this conclusion.
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Standard Niche commentary

2.12 | Lessonslearned are described Despite concluding thatthere were no care or service
delivery problems, and no contributory factors identified, the
report described three lessons learned.

These three lessons identified care and /or service delivery
problems. (See section 2.13).

2.13 | There shouldbe noobvious areas of There are areas of incongruence within the report:
incongruence « The investigation, described as a Type 2,
Comprehensive Investigation’, provided no evidence of
RCA methodology.

« The investigation concludes thatthere were no care or
service delivery problems despite identifying missed
opportunities. These included opportunities to engage
with a multi-agency approach, to use the framework of
CPA and to address adult safeguarding issues.

« The investigation concludesthatthere were no
contributory factors despite identifying thatMr H had a
long history of contact with mental health services, poor
engagementwith services and complex social and
interpersonal risk factors.

« Despite the inclusion of the victim chronology, thereisno
reference to this within the body of the report.

« The report omits the victim throughout, and does not
analyse their circumstances, mental health, orany risk
factors.

« Thereis noreference to any known priorinteraction with
the victim in the report.

2.14 | The way the terms of reference have been The terms of reference were generic and did not identify any

met is described, including any areas that key lines of enquiry pertinentto the case.

have not been explored The investigation established facts relating to Mr H butdid

not analyse any interactions, care, or treatment, and
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Standard Niche commentary

provided a description of events rather than an exploration
of factors.

The report also did not explore factors relatingto Mr H's
living circumstances or any known interaction/s with the
victim.

Improvement opportunities to provide assurance - Thoroughness

1

2
3
4

The report should have been clear aboutthe investigation methods used.

The report required a more comprehensive chronology

The investigation should have explored Mr H’s interactions with the Trustand detailed any known interactions with the victim.
The investigation should have involved both Mr H and any relevant family members.
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Standard

Niche commentary

Theme 3: Lead to a changein practice — Impact
3.1 The terms of reference covered the right As above, the terms of reference were generic, they did not
issues reference any detail of the incidentand did not identify
factors for exploration or analysis.
There was no evidence of RCA methodology other than
provision of chronologies (for both Mr H and the victim).
3.2 The report examined what happened, why | The report detailed whathappened and provides a
it happened (including human factors)and | chronology for Mr H with a separate appendix chronology
how to preventa reoccurrence for the victim.
There was no supporting evidence of further analysis or
RCA methodology as to why events occurred or factors that
may have influenced events.
The report made no comment on supporting why or how to
prevent a recurrence
3.3 Recommendations relate to the findings The report did notidentify any recommendations.
and that lead to a change in practice are
set out
3.4 Recommendations are written in full, so The report did notidentify any recommendations.
they can be read alone
3.5 Recommendations are measurable and The report did notidentify any recommendations.
outcome focused

Improvement opportunities to provide assurance — Impact
1. The investigation should have explored whether Mr H’s care and treatment met expected standards.

2. The investigation should have explored what happened against expected practice, and using a clear method of analysis,
established whetherthere were any contributory factors.

3. Usingthese factors, the investigation should then have identified whether changes in practice could preventreoccurrence.
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Service Purpose or aim of service Source
Alcohol and Substance To provide substance misuse services for | TEWV Annual
Misuse Services (SUBM) | young people and adults aged 18 years | Report 2010/11
and above.
Acute Mental Health To reduce ‘repeat’ self-harm Trust Annual
Liaison Service (MHLS) | presentations to A&E and urgent care Report
centres and subsequent admissions. To | 2012/13
reduce re-admissions to acute hospitals
for those with a mental health disorder
and to reduce the overall cost to the local
health economy ascribed to service users
with mental health and substance misuse
needs currently accessing acute hospital
HMP Holme House To provide timely and accessible mental | Trust Website
Mental Health Team health assessment and treatment to Current

prisoners

Middlesborough Alcohol | To provide community substance misuse | Trust Annual
Treatment Service assessment and treatment services for Report 2012/13
(MATS) people aged 18 years and above.
Psychiatric Liaison To provide qualified mental health Trust Report
specialises in the practitioners to support local acute Trust | 2014/15
interface between staff to assess patients effectively andto
medicine and psychiatry | ensure that they receive treatment in a
often taking place in timely manner.
acute hospital settings
Crisis Resolution Team To provide community specialist Trust Website
(CRT) assessment for people aged over 16 Current
years who need urgent mental health
care across the Trust area.
Liaison and Diversion To provide assessment and advice for Trust Website
Service people of all ages, who are in contact Current
with the Criminal Justice System and
experience mental health problems,
learning disabilities, or other
vulnerabilities
IP (name redacted) A mental health hospital in Trust Website
Middlesbrough for older, adult, and young | current

people.

Early Intervention in
Psychosis Service (EIP)

To provide a recovery-based model of
care working to reduce hospital
admissions and time in hospital, help
individuals maintain or achieve education
and employment, reduce suicides,
improve engagement with services,
reduce distress, increase social inclusion,
and build personal resilience.

Trust Policy 2014
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ARMS At-Risk Mental State Pathway

ATR Alcohol Treatment Requirement

ATS Alcohol Treatment Service

CAARMS Comprehensive Assessmentof At-Risk Mental States
CPA Care Programme Approach

CRT Crisis Resolution Team

EIP Early Intervention in Psychosis Service
ICS Integrated Care System

IDVA Independent Domestic Violence Advisor
L&D Liaison and Diversion

MAPPA Multi-Agency Protection Arrangements
MARAC Multi-Agency Risk AssessmentConference
MATS Middlesborough Alcohol Treatment Service
MHLS Mental Health Liaison Service

MRT Middlesbrough Recovery Together

NIAF Niche Investigation Assurance Framework
oT Occupational Therapy

PARIS Clinical information system

PSIRF Patient Safety Incident Response Framework
PST Patient Safety Team

PTSD Post-Traumatic Stress Disorder

RCA Root Cause Analysis

SMS Substance Misuse Services
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