






ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Executive Safety Oversight Committee                                                        Page 2 of 9 

 

25/01/2016 NEP St 
Margaret's 

Kitwood, St 
Margaret's 

Died following a 
fall 

Narrative - suffered a 
number of falls and last 

fall may have contributed 
to death - failings in 

implementation of NEP 
Prevention and 

Management of Falls 
Policy on Kitwood Ward 

19/08/2016 

23/03/2015 NEP The Lakes Gosfield Hanging 

Suicide - jury concluded 
there was a failure to 

provide a safe 
environment at the unit 
and this, in conjunction 

with ineffective 
communication, more 

than minimally 
contributed to her death. 

29/03/2016 

15/11/2012 NEP Linden 
Centre Galleywood Hanging 

Open narrative - subject 
tp a series of multiple 
failings and missed 
opportunities over a 

prolonged period of time 
by those entrusted with 
his care. The jury found 

that relevant policies and 
procedures were not 

adhered to impacting on 
overall care and well-
being leading up to his 

death. 

01/06/2015 

21/05/2015 NEP Linden 
Centre Finchingfield Hanging 

Narrative - The state 
failed to protect life 
evidenced by the 

following:  
 

1. Risk of suicide 
was not properly 
and adequately 
assessed and 
reviewed i.e.  
• Transfer of 

verbal and written 
information  

• Risk assessment  
• Quality of 
observation  

 
2. Adequate and 
appropriate 
precautions were not 
taken to manage risk 
of suicide i.e. 
• Search policy at the 
time of the incident  
• Quality of 
observation  
• Current policies at 

16/06/2017 
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Of the 13 Prevention of Future Death/Rule 43 Reports, 4 were issued to SEPT, 6 to NEP and 3 
to EPUT. Of the 4 SEPT reports, 3 related to patients who were admitted to Basildon Mental 
Health Unit. Of the 6 NEP reports, 2 were in relation to the Linden Centre and 2 were in relation 
to The Lakes. Of the 3 EPUT reports, 1 was in relation to The Lakes, 1 in relation to the Linden 
Centre and 1 in relation to Rochford Hospital.  

the time and previous 
recommendations of 
risk and 
environmental factors 
were not implemented 
adequately 

02/03/2016 NEP Derwent 
Centre 

Chelmer, 
Derwent Suffocation 

Suicide - jury concluded 
that risk of self 

harm/suicide was not 
properly and adequately 
assessed and reviewed. 

Adequate and 
appropriate precautions 

were not taken to 
manage her risk of self 

harm/suicide. 

11/11/2016 

20/05/2015 SEPT Basildon 
MHU 

OlderMH - 
Basildon - 
Gloucester 

Hanging 

Narrative Conclusion - 
killed himself whilst 

suffering from 
depression. Risk of self-

harm/suicide was not 
properly and adequately 
assessed and reviewed. 

03/11/2015 

12/04/2017 EPUT Linden 
Centre Finchingfield Train Suicide 19/09/2017 

12/02/2018 
 

EPUT Rochford 
ChildMH - 
Rochford - 

Poplar 
Hanging 

Suicide - Numerous 
failings of the state to 

protect her life 
contributed to her death. 

09/08/2018 

18/01/2013 NEP The Lakes Harbour Suite Hanging 
Killed herself whilst 

suffering from a 
diagnosed mental illness 

25/06/2014 

10/09/2011 SEPT Basildon 
MHU 

Assessment 
Unit - Basildon 

Alcohol and 
gamma-

hydroxybutyrate 
poisoning 

Suicide 21/02/2013 
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Information from Mental Health 
professionals and those responsible 

for care not sought 

Operational Policy reviewed and enhanced in relation 
to handover of care 

Administration manual revised and updated in relation 
to handling messages 

Crisis Cards given to all patients and carers/families 

Information from deceased’s family 
not sought 

Clinical teams engage with patients to indicate the 
benefits of involving family members in their care and 
treatment - this discussion is recorded in the clinical 

records.  

CPA Policy Handbook reviewed to include a set 
standard by which carers must be offered a carers 

assessment. 

'Looking After Me' course for carers offered to all 
carers 

Appropriate information relating to 
Bipolar and recognising risks was not 

imparted by staff to the deceased 
family/carers 

Staff involved in developing the Care Programme 
Approach revisions and reminded of their 

responsibilities in this area. 

Developed a Being Open policy in line with national 
guidance 

Information about Bipolar Disorder made available to 
staff to provide to family/carers. Access to information 

is available at kiosks and via the intranet. 

 

Failure to respond to non-
attendances with Mental Health 

Team 

Policy which provides clear guidance for staff about 
actions to take when a service user is unwilling to 

engage with services 

Failure to ensure staff were aware of 
and followed appropriate procedures 

to ensure provision of adequate 
cover for staff sickness 

Common buddy system protocol implemented. 

Formal audit undertaken to review compliance 

Lack of any effective system of risk 
management 

Development of risk assessment and risk formulation 
training - compliance with this is monitored through 

management and clinical supervision processes and 
regular audits of clinical records. 

Developed a risk conciliation tool which is designed to 
pull together and document historical and current risk 

from various sources. 
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Poor record keeping and auditing 

Project Group is overseeing the introduction of an 
electronic Integrated Patient Record which will be 
easily accessible to relevant staff at all times. S 

Sample of records reviewed at each supervision 
session to ensure record keeping standards are 

achieved and maintained. 

General audits of patient records form part of our 
Trust audit plan. In addition, Service Directors 

undertake regular random checks of sample patient 
records. Individual Consultant Psychiatrists also 

undertake spot audits of records as well as re-viewing 
these as part of their roles as Clinical Tutors in their 

supervision of junior doctors. 

Failure to implement Falls Policy 

New policy devised which has one comprehensive 
risk assessment for falls.  

Full training package introduced for all staff and 
audits introduced. 

Outcome of review meeting not 
signed off or communicated to 

patient 

Ward review pro-forma reviewed to ensure all 
decisions are discussed at MDT and documented. 

Pro-forma clearly identifies decision of the ward 
review with documented agreement/signatures of 

those in attendance.  

Trust will be moving to electronic patient records for 
accessibility between teams and continuity of care. 

Inadequate staffing levels Staffing levels reported monthly and monitored at 
Public Board meetings. 

Multiple failings and missed 
opportunities over a prolonged 

period of time – including failure to 
follow relevant policies and 

procedures 

Trust considered Coroner’s suggestion of holding an 
Independent Inquiry but made a formal decision not to 

commission. Decision was shared with family of the 
deceased. 

Risk of suicide not adequately 
assessed/reviewed 

Learning has been shared across the Trust and family 
asked to comment on drafting of new policy 

Inadequate search policy Changes to policy made which includes training for 
staff and review of policies from other MH Trusts 

Risk of suicide not adequately 
assessed/reviewed Review of processes/policy and training given to staff 

Inadequate SI action plan Completed and updated action plan provided with 
evidence 
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The majority of responses/actions resulted in a new or updated Trust Policy or Procedure. A 
number of actions also resulted in monitoring via staff supervisions, a change of procedure of 
protocol, training for staff, auditing or a new clinical form/record or guidance.  

It is worth noting that one Coroner concern related to a death at the Linden Centre in 2015. The 
Coroner advised that it would be appropriate and helpful for NEP to facilitate an independent 
inquiry in to the circumstances surrounding the death. The Trust sought legal advice and 
advised the Coroner that they had made a formal decision not to commission a public inquiry at 
that moment in time. The Trust confirmed to the Coroner that this decision had been 
communicated with the family of the deceased at that time.  

It is also worth noting that the Trust consulted with three families during their responses/actions 
taken following the Coroner’s PFD/Rule 43 reports. These were in relation to drafting a new 
policy, changing the ward environment and developing the role of the care-coordinator.  

3  Action Required 
 
The Executive Safety Oversight Group is asked to: 
 

1 Note the content of this report.  
2 Consider the themes from the Coroner recommendations and decide if any further 

analysis work on current Coroner recommendation themes should be undertaken by the 
relevant department. 

3 Consider if there are any training requirements arising from the top themes 
 

Report prepared by 
  

 
On behalf of  
Nigel Leonard, Executive Director of Major Projects and Programmes 
 




