Dear Mr Cooper 5.12.22
REGULATION 28 REPORT - EMMA JANE SIMKIN

Thank you for your letter dated 10" October 2022 enclosing your Regulation 28 Report
following the inquest investigating the death of the late Emma Jane SIMKIN. As required
under Section 7 of your report, we have now considered your points and respond
accordingly.

Your concerns
Your concerns listed in the report are:

“Families are repeatedly advising their perception is that loved ones are successfully
"masking" their mental ilinesses in front of professionals who are perceived to accept at
face value what they are told rather than looking at other primary evidence more often
than not from the families themselves which in turn leads the families to believe they are
being ignored and lives lost.

Can you reassure me that policies are in place that focus upon how to identify "masking"
and adequate training to the appropriate professionals is up to date and consider if policies
are in need of review.”

The death of Emma Simkin

The deceased sadly died on 20th February 2021 at Railway Lineside, Spitalgate Hill,
Grantham by standing in front of a freight train and receiving non-survivable injuries.

Involvement of Lincolnshire County Council

Lincolnshire County Council’s only involvement in this case was through its provision of
Approved Mental Health Professionals. (AMHP). The Council did not attend the inquest,
was not an interested party but did provide two statements from two AMHPS who were not
required to give evidence. The AMHPs did not see the deceased at any point during their
involvement. The issue therefore of “Masking” (hiding or suppressing symptoms of a mental
health condition) was not relevant to the AMHP’s on the specific facts of this particular
inquest. We further understand there is a no criticism of the local authority in this case.

We do understand however that a feature of some inquests (we have not been provided
with specifics) is that families are repeatedly advising coroners that loved ones are
successfully masking their mental illnesses in front of professionals who are perceived to
accept at value what they are told.

Whilst it had no application in this case as the AMHPS did not see the deceased we have
been asked to provide a generic response to your concerns.



Masking

The Council does not have a separate masking policy. However the AMHP is required to
act in accordance with the Mental Health Act 1983 and in particular in accordance with the
Mental Health Act 1983: Code of Practice. This Code of Practice is statutory guidance on
how the AMHPs should carry out their functions under the Act. Furthermore, the council is
required to test the competencies of the AMHPS it is responsible for approving in
accordance with the Mental Health (Approved Mental Health Professionals (Approval)
(England) Regulations 2008 as detailed in schedule 2.

It is a feature of AMHP assessments that the AMHP does not ever rely solely on the
presentation of the individual concerned in reaching a conclusion as to whether the
individual requires an admission to hospital.

The assessment process

All requests for a Mental Health Act assessment are triaged to determine whether
assessment is necessary and proportionate. Triage under the Mental Health Act
incorporates a holistic assessment of the person’s needs. Triage includes a comprehensive
review of all the available information from looking at the Mental Health Trust and local
authority records but also through a detailed level of communication with the referrer and/or
other professionals involved in any care and treatment. Views from the nearest relative and
family members with specific knowledge regarding the person’s risks and mental state are
also sought and considered. AMHPs must demonstrate that they are competent in
balancing and managing the competing requirements of confidentiality and effective
information sharing to the benefit of the patient and other persons concerned in the patients
care (2008 Regulations para 4(k))

Where a decision is made to assess

Assessment under the Mental Health Act comprises of an AMHP assessing the person with
two doctors, one of whom must be approved under section 12 of the Mental Health Act,
and wherever possible, with prior acquaintance of the person. In many cases the AMHP is
also accompanied by a member of the person’s care team as it is acknowledged that the
AMHP is only involved for a very short period in the persons overall involvement with
services.

Paragraph 14.9 of the Code of Practice outlines factors that the AMHP should consider
when assessing the health or safety of a potential patient:-

e The evidence suggesting that patients are at risk of suicide, self harm, self neglect,
jeopardising their own health and safety accidentally, recklessly or unintentionally or that
their mental disorder is otherwise putting their health and safety at risk

¢ Any evidence suggesting that the patient’'s mental health will deteriorate if they do not
receive treatment including the views of the patient or carers, relatives, close friends
(especially those living with the patient about the likely course of the disorder)

e The patient’s own skills and experience in managing their condition



The patient's capacity to consent to or refuse admission and treatment

o Whether the patient objects to treatment for mental disorder or is likely to

e The reliability of such evidence, including what is known of the history of the patient's
mental disorder and the possibility of their mental health improving

e Potential benefits of treatment weighed against any adverse effects of being detained

e Whether other methods of managing the risk are available.

The Code ensures that the assessment is therefore a holistic one that incorporates all the
information available to make a decision in the best interests of the patient. Concerning the
masking of mental disorder it is clear that care must be taken to weigh the persons own
account against the available information from other sources and this can therefore lead to
an action that the person may be compliant with treatment but nevertheless requires
compulsory detention based on the evidence at hand.

Training and Competencies

In order to fulfil the functions of the Mental Health Act, a professional of the proscribed class
must undertake a master’s level post graduate course in the role. This training focuses on
the legal parameters of the role but also on the overriding principle that the AMHP is the
decision maker in the Mental Health Act and should have a robust legal knowledge of such.
However, the training also incorporates the ethical and moral aspects of the role including
contact with the nearest relative and the least restrictive principles.

All AMHPs are legally required to undertake 18 hours of mandatory training every year that
comprises of a legal update and two context specific training sessions. AMHP’s are
approved by the local authority every 5 years and must demonstrate competency against
the Key competencies set out in the MH (AMHP) (Approval) (England) Regulations 2008
by undertaking a detailed appraisal that incorporates assessment skills and reflective
practice. This is in addition to an annual review that confirms that the mandatory training
has been completed and must show evidence of compliance with the core AMHP
competencies of Social Work England.

In addition to the above all AMHP’s have access to comprehensive support for their
development including regular 1-1’s, meetings and the AMHP forum that runs three times
yearly and includes legal updates as well as discussions with providers.

AMHPs must demonstrate competence in the application of knowledge of mental disorders,
including the implications for patients, their relatives and their carers (2008 Regulations,
para 3(c)). AMHP training highlights that those self-reporting mental health conditions may
be motivated by factors such as a desire not to receive any further mental health support.
For example, in 2021 AMHPs undertaking assessments on behalf of Lincolnshire County
Council completed mandatory suicide and risk training which outlined specifically that whilst
the person’s views were an important part of the assessment process, the evidence for risk
in suicide should be based on a review of all the factors of the case, including the views of
the family. AMHPs must demonstrate that they are competent in recognizing, assessing
and managing risk effectively in the context of their role (2008 Regulations, para 4(f)),



AMHPs gather information and views from a wide range of sources, including family
members, responsible clinicians, care teams and the two Doctors attending the
assessment, and then weigh and use this information to make an informed decision.

Policy reviews and intended action

Whilst there is no specific policy about masking due to the comprehensive nature of the
code, the ongoing mandatory training and the robust measures in place to ensure that
AMHPs remain competent to practice, it is the Council’s intention to review its policies with
a view to adding in and strengthening its general policies to incorporate references where
appropriate to masking. The Council also intends to put on the agenda of the next AMHP
Forum the topic of "Masking" so that it can appraise all the AMHPS of the coroner's general
concerns about masking and to ensure that discussion and good practice issues can be
explored with the AMHP group as a whole on that day. The Next AMHP forum is due to
take place on Tuesday 10" January 2023 between 9.30 and 1.30pm.

Recognising the tragic impact of suicide on families, friends, and communities, in 2020,
Lincolnshire introduced its suicide prevention strategy 2020-2023 which is supported by 26
different organisations across Lincolnshire. Its vision is to make Lincolnshire a place where
suicide is not considered as an option and people continue to have hope. The Director of
Public Health (DPH) is formally responsible for the development of a local Suicide
Prevention Strategy and Action Plan through co-production with partners across
Lincolnshire. The governance arrangements for the development and implementation of
this strategy and action plan, including monitoring performance, lays with Lincolnshire
Safeguarding Adults Board (LSAB) and Lincolnshire Safeguarding Children Partnership
(LSCP), with assurance provided to the Lincolnshire Health and Well-being Board.

We trust the above addresses your concerns.
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