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2)  Action





1)   Incident and context





7) ) Effective practice 





The circumstances of this case met the criteria for a concise adult practice review.   The review commenced in January 2017, was postponed in April 2017 on the instruction of the coroner.   Resuming following the conclusion of the inquest into Miss G’s death in May 2023.  





A practitioner learning event was held in October 24, the purpose of which was to bring those professionals involved in the case together to review their practice.





During the course of the review the Panel Chair and Reviewers have met and maintained contact with Miss G’s mother.  Her views and reflections were shared during the learning event and are represented in the report.























Family engagement 





Miss G had been diagnosed with recurrent depressive order and emotionally unstable personality disorder.  Miss G had a history of self-harm, attempted suicide and poor medical compliance.  





Aged 18 she has a child.  Due to Miss G worsening mental health and ongoing concerns around her engagement with support services, the LA commence legal proceeding in respect of the child.





At the time of her death, aged 19 Miss G was an in-patient on a mental health assessment and treatment ward in a general hospital situated within the local authority area in which she lived.   She was discovered unresponsive in her room during a routine nursing round. She was found with a plastic bag over her head, sadly she could not be resuscitated.








It was evident that Miss G had established good relationships with mental health staff, they provided her with support and she felt safe.  





Collectively agencies worked together to ensure her child was protected from harm and Miss G was provided with parenting support, and when her child was no longer able to live with her, contact was facilitated.  








3) Learning themes:


Transition





6) 


Monitoring and safety of patients 








There is a need to ensure that there are clear processes regarding preparation, planning and transition between Child and Adolescent Mental Health services (CAMHS) and Adult Mental Health Services.  


Transitions to adult mental health services can occur at a time when young people are at their most vulnerable.   They may find themselves falling between the gaps of both health and social care provision.   For Miss G contact with Social Care services ceased at 18.   


There is need to recognise the impact of adverse children experiences and their impact on adult mental health.   And the challenges that may arise when a young people who has experienced childhood trauma and mental health problems becomes a parent.




















Observation of in-patients receiving treatment for a mental health condition should be based on assessed and current needs and reducing risk factors which may contribute to an increased risk of harm.   Miss G had in the few days preceding her death voiced suicidal thoughts.   On the day of her death she had applied a head lice treatment and had covered her hair with a plastic bag. 


  


At the time of Miss G’s death, the Health Board were following 2013 guidance on observation and engagement of patients.  She had been placed on level 2.  Whilst staff had been making regular checks thought out the night, they view the patient through a window, but do not physically check them.





A number of changes have been made in response to her death.    The observation policy now requires a physical check for signs of life.  And all hospital patient bags now contain airholes.
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4) Communication and joint working





5)  Resources and community support








Partnership working and information sharing is important for effective safeguarding of adults and children at risk, especially where a number of agencies are involved with different key roles.  It was unclear if there was a named co-ordinator or if any one agency was taking a lead role.    


Communication between agencies is limited by the lack of shared electronic record systems.  


Joint working can be facilitated through multi-agency meetings where agencies can appropriately share information and co-ordinate action to assess, manage and reduce risk.








The learning event highlighted gaps in provision of care for individuals with a personality order diagnosis.





The complexities that are associated with a diagnosis of personality disorder can present challenges to those who provide care and support for individuals.    Access to preventative support within the community is often reliant on an individual adhering to a plan.  Ambivalent engagement with services can lead to challenges for professionals in managing and decreasing the risk of harm.  

















 

 

 


