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' REGULATION 28 REPORT TO PREVENT FUTURE DEATHS
:3_ THIS REPORT IS BEtNG SENT TO : _ _ _
' 1 _.The Llnden Medrcal Group, Stapleford Care Centre, _ Church Street '
R -StapIeford Nottmgham NG9 SDA _ o S

ol .;NHS Nottmgham and Nottmghamehrre Clmrcal Commrssronrng Group,:."-'_ :
. _: .-1Standard Court Park Row Nottmgham NG1 GGN I

'CORONER S

i . 'I am Peter Nreto Area Coroner for the Coroner Area of Derby & Derbyshrre

CORONER’S LEGAL POWERS

| make this report Linder Paragraph 7, ‘Schedule 5, of the Coroners and Justlce Act 2009 '_ S

B -_and regulatrons 28 and 29 of the Coroners (Invest;gatlons) Regulatrons 20‘13

. INVESTIGATION and INQUEST

| _'I commenced my Investlgatron mto the death of Hazei Ann Blnks on 19 January 2021
“'|'and opened an inquest on 17 February 2021. The inquest concluded on 22 June 2021
| at the Derby Coroners Court St Katherines House St Mary S Wharf Mansﬁeld Road,

Derby . _ S 5 R T o

] My conclusron atinquest was swcrde

' CIRCUMSTANCES OF THE DEATH '

' HazeI Blnks died at her son and daughter—tn Iaws house on ’14 January 2021 due to
"1 lack of oxygen caused by her placing a fastened plastic bag over her head, ‘Hazel had

1 become concerned that she was suffering from a sexually transmitted drseaee due to.
various symptoms she had although up to her death there was no evidence that this was.

L | the ‘case. ‘There is reason to consider that there was a degree of irationality to her

| -belief, partrcular!y as Hazel referenced an event many many years prevrously as berng

L the cause.

.On 10 January Hazel had made preparatlons to asphyxrate herseIf wrth a plastrc bag

: ‘and wrote a farewell note. Her famlly became aware and |t was arranged for her to stay _ :':-: o
with them to try and keep her safe : S o . S

On 11 January Hazel had a GP consultatzon to d|scuss her physmai symptoms Her.' =
‘daughter-in ‘law was with her.and rareed_concer_ns_that Hazel had suicidal thoughts. |
Hazel explained this as her 'getting into a state’ and the GP did not ask any .probing

questions as to the details, intent, or her cu_rren_t thoughts, Hazel was given mentat | ::';_" B




health helpline and self-referral information, advice if there was an emergency, and was
asked to book a two week follow up GP appointment. On the evening before her death
Hazel did not express any suicidal thoughts and d:d not raise any immediate concerns
for her family. :

On the evidence and on the balance of probabilities Hazel undertock a deiiberate act
with the intention of taking her own life given the nature of the act, the previous
preparations on 10 January, the content of the two notes she left Wthh read as fareweiE
notes, and her likely state of mind. :

NB - The above summary is taken from the Record of Inquest By way of further detalled
information in relatlon to this report: - : - .

- The daughte_r who was with Hazel during the GP consultation rang the GP
“surgery just prior to the consuitation to express her concern that Hazel had

suicidal thoughts. On the evidence of the GP, Dr , the practice admin had
passed her a note of the call but there was no mention of anythlng reiatmg to
suicide. : : L

- -During the consuitation Hazel's daughter-in-law told 'the GP ‘that hazel was
" -slicidal and had made plans. With reference to suicide Hazel appears to have
explained herself as !getting into a state’ and was then very focussed on
physical symptom concerns. In evidence Dr [JJjjjjstated tat she wanted to
focus on progressing further physical health assessments as Hazel's worries
about her physical health appeared to be driving her anxiety. Dr[Jlllid not
- elicit any details of suicidal plans (which would have been likely to have drawn
out the details of the preparations for self-asphyxiation on 10 January and
writing of a ‘farewell note’), did not examine issues -of intent, current risk, or
- undertake any meaningful mental heaith examination. In evidence Dr | N
- gtated that had she been in possession of all the relevant information she would
have had discussion with the mental health cnms team for 1ts adv;ce and
possnb]e mput : o - R -

CORONER’S CONCERNS

During the course of the inquest the evidence revealed matters giving rise to concern. In
my opinion there is a risk that future deaths will occur unless actlon is taken In the
circumstances it is my statutory duty to report to you : :

The MATTERS OF CONCERN are as foilows -

(1) The GP practice admin dld not pass on the concerns of swmda! thoughts to the
GP. This was clearly very important. information for the GP-to have for-the
consultation. The fact that this information was not passed on indicates a need |
for the practice to check that guidance and processes are in place for the
accurate taktng and passmg—on of [mportant patlent mformatlon Sl

(2) Dl’-did not undertake any meanmgful mental health or nsk assessment
-during the consuEtatlon with Hazel, - - - AR RO

(3) The GP practice undertook an internal review of Dr |l consultation after

' Hazel's death (a Significant Event Analysis). This was attended by GP partners

- and the practice manager. The review did not identify that the GP practme

admin did not pass on the concerns of suicidal thoughts to the GP. The review

did not identify any insufficiency in Dr[IlMlmental health or risk assessment

of Hazel. | am concerned that the GP practice may .not be undertaking

sufficiently robust internal reviews, and consequently is not recognising and

addressing important issues in patlent prowsmn and safety and is not takung
necessary correctwe achon :




that the CCG will wish to considér these concerns given the CCG's relationship with GP
1 practices within its area. :

ACTION SHOULD BE TAKEN

In my opinion action should b taken to prevent future deaths and | believe you have the
power to take such action. ‘ L

‘YOUR RESPONSE

|- You are under a dufy to respond to this report within 56 days of the date of this rep,o_rf, |
| namely by 19 August 2021. I, the Coroner, may extend the petiod.. . - -~ " :

Your response must contain details of action taken or proposed to be faken, setting out
the timetable for action. Otherwise you must explain why no action is proposed. L

COPIES and PUBLICATION

‘| have sent a copy of my _répo_rt to the Chief Goroner and to the following. Enteresfed :
Persons; - - L IR

Dr__l_lin'd;an Medical Gro'up s )
| . _,.son of .Haze!'Bi.nks L
B daughier of Hazel Binks
| ram alls_b‘ijnqe_r_a duty fo‘ éenq t-h_e_(_.‘,_hief__Cdironer; .a copy of your TGSP_O_n_ée,_ .
The Chief.Coroner m_ay publish'either -br both in.la' cornﬂpiete or rédacted or s.,ummua.ry
“form. He may send a copy of this report to any person who he believes may find it useful

or of interest. You may make representations to me, the coroner, at. the time of your.
response, about the release or the publication of your response by the Chief Coroner.

d,/—\
Dated: 23/1 ne/2021

e

Peter Nieto, Area Coroner, for the Coroner Area of Derby & Derbyshire






