This is HM Coroner’s note of the findings and conclusion. It is not a verbatim transcript of what was said on court record. It is not intended to not replace a transcript of the hearing.
IN THE CORONERS COURT SITTING IN NOTTINGHAM
BEFORE HM AREA CORONER
IN THE INQUEST TOUCHING THE DEATH OF

MOLLY-STAR KIRK
(Referred to as Molly, with the consent of her family)



HM CORONER 
FNDINGS AND CONCLUSION


INTRODUCTION

1. With the permission of her family, the Deceased has been referred to as Molly throughout this inquest, and I shall continue to refer to her by her first name throughout this ruling.

2. Molly died on 29 May 2022, at the Farndon Unit, Newark, Nottinghamshire, where she was a patient detained pursuant to s.3 of the Mental Health Act. Her death was sudden and unexpected with no obvious explanation at the scene. She was 20 years old.

3. Molly’s death was reported to my office on 30 May 2022 when a coronial investigation was opened pursuant to s.1 of the Coroners and Justice Act 2009. 

4. The circumstances surrounding Molly’s death were explored during the course of an inquest, held before a jury between 15 and 26 April 2024. The evidence called at inquest established serious deficiencies in the execution of Molly’s care plan, as well as evidence of a potential head injury sustained by Molly on 28 May 2022. At the conclusion of the evidence, the jury was discharged on account of (i) evidential insufficiency to reach the statutory findings and a conclusion and (ii) the need for Nottinghamshire Police to further investigate whether any act or omission in Molly’s care amounted to criminal conduct. Shortly thereafter, the coronial investigation was suspended to permit the police investigation to proceed with primacy.

5. Nottinghamshire Police submitted an evidential file for determination by the Crown Prosecution Service, who concluded that no criminal charges were to be authorised against any individual.

6. With the consent of the Interested Persons, the inquest was resumed without a jury, pursuant to paragraph 11(2) and (3) of the Schedule, with evidence heard between 9 and 17 March 2026. 

7. At the commencement of the inquest, I set out the scope of the inquest by reference to the four statutory questions contained in s.5(2) of the Act. It is worth re-iterating that the inquest is an inquisitorial process that is not concerned with establishing blame or fault for a death. I am prevented from returning a conclusion which seeks to apportion criminal or civil liability against a named person or organisation. But this does not render the inquest an anodyne process, far from it, because in this case, the coroner must conduct an investigation and reach a conclusion sufficient to discharge the procedural obligation pursuant to Article 2.

8. For all of the legal terminology, at its heart, the inquest is about establishing the truth of what happened. The coroner is not a bystander in this process, but instead is required to scrutinise the evidence, put inconsistencies to witnesses, and to test the evidence where there is a lack of clarity or an undermining account or document. The coronial investigation must be full and fearless and without favour to any individual or organisation. 

9. At the end of the live evidence, there was no dissent to my conclusion that there had been a sufficiency of inquiry over the course of the hearings in 2024 and 2026 to satisfy the above legalities. In reaching my findings and conclusion, I rely on the live and read evidence called in 2024 and in 2026, as well as the totality of the documentary evidence contained within the records bundles.

10. I shall start by summarising the evidence, before analysing the same, and then announcing my findings and conclusion. My summary of the evidence is just that, a summary, rather than a verbatim account. Where I omit any part of the evidence from my summary, you can be assured that I have considered the same when reaching my findings. 

SUMMARY OF THE EVIDENCE    
11. I have been assisted at the inquest by the following Interested Persons:

· Mrs Kay Kirk, Molly’s Mother, and Mr Peter Kirk, Molly’s Stepfather, represented by Ms Ooi instructing Counsel Mr Simblet KC and Mr Clarke
· Elysium Healthcare, the private healthcare provider that is registered with the CQC to operate the Farndon Unit as a mental health hospital, represented by Ms Mawdsley instructing Counsel Ms Dolan KC
· Nurse Blessing Imaikop, represented by RCN legal, instructing Mr Ford of Counsel

12. The following were offered and accepted Interested Person status at the 2024 inquest but given the crystallisation of issues come 2026, no longer wished to exercise their IP rights at the hearing – 

· Ebo Ahon, Agency HCA
· The Royal Free Hospital, London
· Cygnet Healthcare
· East Midlands Ambulance Service
· Associate Physician Ben Goude from the East Bridgford Medical Centre

13. The following were offered Interested Person status at the 2026 inquest but declined – 

· Joel Davies
· Kareem Onibudo
· Karma Oluoje
· Ismaila Suilaimon
· Wayne Nkomo
· Nurudeen Adetona

14. I am grateful to the witnesses who have assisted my investigation by providing live evidence. 

Background

1. Molly-Star Kirk was born on 25 December 2001 to her mother, Kay Kirk. Mr Peter Kirk was Molly’s Stepfather, who had been in Molly’s life since she was two-years old.

2. Up until the age of 16 years, Molly lived with her Mum, Stepfather and sibling in the Milton Keynes area. She attended mainstream school. 

3. Molly was described by her Mum as a bright, chatty and intelligent girl who was family oriented [S42]. 

4. Molly’s family kindly provided HM Coroner with photographs of Molly [S48 and S49].

5. Molly was registered with a local GP [Wolverton Health Centre, Milton Keynes, S441 para 10], and her primary care records contain the usual childhood ailments and injuries up until 2012, when Molly was aged 11/12 years.

6. Molly had a long history of involvement with mental health services. 

7. In November 2013, aged 11 years, Molly was assessed by the Child and Adolescent Mental Health Service (CAMHS). The mental health worker determined that on current presentation Molly did not require intervention or support from CAMHS. [GP26]

8. On 4 November 2015, aged 13 years, Molly attended the Emergency Department of her local acute hospital reporting feeling suicidal [GP30]. She had handed a ‘suicide note’ to a friend at school. Her Mum took her to the local Emergency Department, where Molly was assessed by CAMHS. Molly cited historic childhood trauma and a 2-month period of low mood as a trigger for her suicidality. Molly spoke of some difficulty with peer relationships. Molly was assessed as posing a low risk of self-harm. She cited family relationships as protective factors and was positive about her future. An appointment was made for Molly to see a Community Psychiatric Nurse. [GP39]

9. On 8 November 2015, Molly absconded from home and was returned by police. The following day, she attended the Emergency Department by ambulance having consumed 22 paracetamol tablets after feeling suicidal. She did not require treatment. She was referred to CAMHS as she was already awaiting an assessment [GP31].

10. On 10 November 2015, Molly attended an assessment with a CPN. As she was temporarily residing out of area with her maternal grandmother, it was decided that talking sessions would be postponed for the time being. [GP60]

11. On 24 November 2015, Molly took an overdose of cetirizine and absconded from home. She was taken to the Emergency Department and assessed by CAMHS. Molly had become challenging at home and reported being behind with the schoolwork. She had superficially self-harmed by causing scratches to her arms. She was assessed as posing a moderate risk of a further impulsive drug overdose due to a lack of coping mechanisms or strategies to deal with overwhelming feelings.  [GP48] 

12. In January 2016, Molly was discharged from CAMHS due to a lack of contact with the service.

13. In 2016, Molly saw a GP in Kent who arranged through secondary care for Molly to be prescribed quetiapine, an antipsychotic licensed for use in major depressive disorders. 

14. Throughout 2017, aged 15-16 years, Molly presented on multiple occasions at the Emergency Department in Milton Keynes due to intentional overdoses of medication. In July 2017, she was kept in hospital as a place of safety [GP77]. Fluoxetine was added to her medication regime. Molly was transferred to The Sett, a CAMHS inpatient unit in Northampton. This was her first mental health inpatient admission, and it was during this admission she was diagnosed with Emotionally Unstable Personality Disorder. She was briefly discharged home from this setting before being readmitted after trying to place herself in collision with a train. Her detention became formal under s.2 of the MHA when Molly attempted to abscond from the unit and she was transferred to Huntercombe in Maidenhead where she remained until discharge to CAMHS in July 2018. It was during this admission that Molly engaged in frequent episodes of self-harm by cutting, purging, head banging and use of ligatures.

15. On 13 October 2018, Molly was admitted to Milton Keynes paediatric team for 24 hours following a shaking episode with loss of consciousness. She was diagnosed with a vasovagal syncope.

16. In December 2018, Molly was briefly admitted to Berrywood Hospital, an inpatient unit run by Northamptonshire Healthcare NHS Foundation Trust, before being transferred to St Andrew’s Healthcare, Northampton.

17. On 13 December 2018, Molly was detained pursuant to s.3 of the Mental Health Act at the Burrows Unit, St Andrews, as a result of a paracetamol overdose. She was noted to pose a significant risk of harm to both herself and others. She made a serious attempt on her life by ligation during this period of detention. Her detention under the care of the State further continued until her death on 29 May 2022. During this period, Molly was detained at five separate mental health hospitals. 

18. In March 2020, Molly was transferred to Chadwick Lodge, an inpatient unit specialising in personality disorder management, managed by Elysium healthcare. Molly spent 3 months at the unit before being transferred.

19. In December 2020, Molly was transferred to Cornerstone House, Boreham Wood, an inpatient unit for mental health rehabilitation. Molly resided here for 6 months. It was during this admission, that Molly first presented to hospital regarding seizure-like episodes [S627]. Further detail of Molly’s presentation is contained in the summary below.

20. In June 2021, Molly was transferred to the Roseacre Ward, Cygnet healthcare in Maidstone, Kent. Molly spent 4 months under the care of Cygnet before being transferred under mental health section to a provision in Nottinghamshire. 

21. In October 2021, Molly moved to the Farndon Unit, Newark, Nottinghamshire where she sadly died 7 months later.

22. During her lifetime, Molly was diagnosed with various mental health conditions including Emotionally Unstable Personality Disorder, Mixed Anxiety and Depressive Disorder, Post-Traumatic Stress Disorder, Bulimia Nervosa [S440]. Molly had a history of self-harm using various methodologies including overdose of medications, ingesting foreign items, falling from height, tying ligatures, head banging, and refusing or restricting food and fluid.

23. During her time in mental health detention, Molly presented to various acute hospitals for assessment and treatment in relation to physical health concerns including the ingestion foreign bodies (as a form of self-harm behaviour) for which she required emergency surgery, and multiple seizure-like episodes.

24. The salient aspects of Molly’s detention during the last year of her life are detailed below.

CYGNET MAIDSTONE, ROSEACRE WARD, 17 JUNE 2021 – 14 OCTOBER 2021 

Dr Daniela Herescu, Consultant Psychiatrist
· Dr Herescu provided a statement to the inquest, dated 9 February 2024 [S646].
· Dr Herescu gave evidence to the inquest on Day 3, Wednesday 17 April 2024 [RT Day 3, Part 1]

25. Dr Herescu was appointed to the post of Consultant Psychiatrist in January 2014. She was Molly’s Responsible Clinician during her admission under Cygnet healthcare. She explained that Molly was cared for on Roseacre ward, a specialist unit aimed at treating women with personality disorder. The unit offers a range of therapies including Dialectical Behaviour Therapy. 

26. Molly was transferred to Roseacre from her previous placement because it had become chaotic and it was felt that she needed a fresh start under a new treatment team.

27. Molly was noted to have engaged well in the admission process with no evidence of formal thought disorder. Her medication regime of mood stabilisers and 2 anti-psychotic medications were continued.

28. Dr Herescu explained that the placement came to an end due to a deterioration in Molly’s presentation following a neurology assessment in September 2021. Molly had been informed that her pseudo-seizures were stress induced. On the journey back from that appointment Molly attempted to open the door of the vehicle while travelling along the motorway. Her risk to self and others had increased and she required 2:1 carer observation in a secure setting.  

SEIZURE EPISODES

29. On arrival to Roseacre Ward in June 2021, Molly was awaiting assessment by the neurology team at the Royal Free Hospital, London, on account of daily “seizures”. Reporting to last between 2-5 minutes [S642]. Molly had no diagnosis of epilepsy or any other neurological condition.

30. At the inquest in 2024, I considered live and read evidence from the nursing and healthcare staff at Cygnet who had witnessed this seizure-like activity.  

31. Nurse Alexander Turner gave evidence to the inquest [RT day 2, part 1]. Nurse Turner explained that these episodes were a feature of Molly’s presentation. There was no obvious trigger for the episodes. Her symptoms generally looked like twitching, jerking and shaking of limbs, and on one occasion her eyes rolled back. The episodes would last a few minutes then self-resolve. There was no incontinence nor post-ictal period. Her vital signs were taken afterwards and always appeared at her baseline.

32. On 25 April 2021, Molly was referred for a “first fit” assessment by Dr Latifa Noori of Barnet Hospital Emergency Department [S596] when she had presented to the department with a history of “a couple of weeks of intermittent shaking of torso, no tonic/clonic movements, last time early this morning, last for couple of minutes, no LOC but not responding to voice, respond to LAS for pain stimulation”.

33. Molly was assessed by Dr Poneh Adib-Samii, Consultant Neurologist, at Barnet Hospital, on 20 May 2021 [S596]. His statement was read to the inquest in 2024. He explained that Molly had no epilepsy risk factors, and that the recorded febrile convulsion in childhood had caused no changes within the brain that would increase the risk of epilepsy.

34. Molly reported to Dr Adib-Samii that the episodes had started in March 2020 and were initially infrequent but from December 2020 they had increased in frequency to once or twice a week. She reported feeling hot and lightheaded for a few seconds then losing awareness and coming round to find herself on the floor feeling confused. Afterwards, she would get on with her day.

35. His examination of Molly was essentially ‘normal’ but to rule of cardiac causes he organised an ECG. He also arranged an MRI head scan.

36. Dr Adib-Samii felt the events were not typical of epileptic seizures because of the variable duration, some episodes were prolonged, Molly’s eyes were closed, there was a lack of stiffness/rigidity, and there was a reported rapid recovery. He diagnosed likely non-epileptic attack disorder known as dissociative seizures. He explained that these episodes did not require treatment with medication. He made an onward referral to Dr Rebecca Liu, Consultant Neurologist with a special interest in dissociative episodes.

37. Dr Adib-Samii wrote to Molly’s clinician on 6 July 2021 to confirm that the follow up MRI scan had revealed no significant intracranial mass or abnormality. The cardiac investigations revealed sinus rhythm with episodes of sinus tachycardia, which is ‘normal’.

Dr Rebecca Liu

· Dr Rebecca Liu, Consultant Neurologist, Royal Free London NHS Foundation Trust, provided a witness statement to the inquest, dated 21 December 2023 [S601]
· Dr Liu provided an addendum statement, dated 8 February 2024 [S620]
· Dr Liu gave live evidence at the 2024 inquest [RT day 2, part 2]

38. Dr Liu was appointed as a Consultant Neurologist in 2009.

39. She explained that her first and only meeting with Molly was in her dissociative seizures clinic on 14 September 2021. 

40. Dr Liu explained that dissociative seizures are changes in behaviour that resemble epileptic seizures, but unlike epileptic seizures, they are not caused by abnormal bursts of electrical activity within the brain, and they do not compromise breathing or circulation. These dissociative episodes were very real events where the brain will shutdown for a while often as a result of emotional overwhelm.

41. Dr Liu explained that treatment for dissociative seizures involved exploring the underlying psychosocial triggers and might possibly include trauma therapy. 

42. Molly had already been prescribed an anti-seizure medication, topiramate, by her psychiatrist, as a mood stabiliser for eating disorder not because of any epilepsy diagnosis. Again, the frequency of episodes despite anti-convulsion medication would, Dr Liu said, lend itself to a diagnosis of non-epileptic attack disorder.

43. Dr Liu took a full history during the consultation and reviewed all of the relevant medical records and test results. She concurred with Dr Adib-Samii’s diagnosis, namely that Molly was suffering from dissociative seizures and that she was vulnerable to these due to her diagnoses of EUPD, PTSD, anxiety and previous childhood trauma.

44. Further, she explained this diagnosis was supported by the events of 31 May 2021, when Molly experienced an episode in the lift of the hospital. The crash team were called and found Molly experiencing irregular shaking movements but maintaining her own airway, saturating on room air at 96%, and with normal observations. The medical team had also diagnosed a likely non-epileptic attack.

45. Molly was provided with an information booklet [S608], which I considered at the inquest in 2024. It provided advice on grounding techniques so that Molly could manage her mood and emotions at times of stress in the hope of preventing the cycle leading to a dissociative seizure. 

46. Dr Liu had kindly considered the neuropathology report prepared by Dr Scott, Consultant neuropathologist. The examination of Molly’s brain was largely unremarkable save for some evidence of hypoxic insult, which she said was to be expected following a cardiac event and was not evidence of epilepsy. 

47. The live evidence taken from Dr Liu focused on whether (a) the original diagnosis of dissociative seizures was inaccurate, (b) whether dissociative seizures could evolve into or co-exist with epileptic seizures and (c) if these were dissociative seizures, did they pose a risk of death.

48. Dr Liu explained that the distinction between epileptic and non-epileptic seizures was clinical. She remained of the opinion that the presentation up to September 2021 was of non-epileptic seizure activity, and the negative findings of the neuropathology report also supported the diagnosis reached in life. I note that the description of the seizure-like episodes and the CCTV of 28 May 2022, demonstrate a continuation of the nature of the events described by Doctors Adib-Samii and Liu as ‘dissociative seizures’.

49. Dr Liu explained there was no evidence of dissociative seizures turning into epilepsy but at the same time that is not to say a person could not develop epilepsy, although this would be very rare, and in those rare cases where a patient has experienced both, it has been seen the other way around i.e. epileptic seizures being controlled by medication but stress bringing on dissociative episodes.

50. Dr Liu explained there was no clinical evidence that patients can die from dissociative episodes, because the episodes do not interfere with breathing or circulation. However, there is an increased risk of premature death more generally for those with psychiatric problems.

51. I called evidence from Dr Liu after she had heard from the experts addressing cause of death. The respective opinions are set out in more detail below. Both Dr Scott and Professor Nolan had opined that if the neurology opinion remained that Molly’s seizures were non-epileptic, then the most likely cause of Molly’s death was a sudden cardiac arrythmia. Dr Liu said, “I agree with what was said yesterday, and I think it is unlikely Molly died from epilepsy de novo”. She explained that death from a one-off seizure would typically involve a violent tonic-clonic seizure of which one might expect to have seen some unnatural positioning of Molly’s body, tongue biting etc. Molly was discovered deceased in bed still lying on her side, with no obvious evidence of seizure activity.

52. Dr Liu agreed with Professor Nolan and Dr Scott, that in those circumstances, the cause of Molly’s death was likely to be a cardiac arrhythmia rather than a fatal seizure but nobody could rule out entirely a first seizure. As I shall come on to discus, it is not necessary for a coroner to rule out all other remote possibilities, but there needs to be some evidence on which the coroner can hang their findings.
ELYSIUM HEALTHCARE, FARNDON UNIT, ASTER WARD 14 OCTOBER 2021 – 29 MAY 2022


53. Molly arrived at the Farndon Unit, Nottinghamshire, on 14 October 2021. She continued to suffer with symptoms associated with her mental health, dissociative seizures, and episodes of self-harm.

54. During the period spent in care in Nottinghamshire, Molly was registered with the East Bridgford Medical Centre. From 18 October 2021, Dr Christopher Cope was Molly’s GP [S440]. He kindly provided a written statement to the inquest as well as a copy of Molly’s primary care record.

55. Dr Cope confirmed Molly was not receiving any regular repeat medication from the practice and that all mental health medications were prescribed by her responsible clinician at Farndon.

56. The practice had appointed Associate Physician Ben Goude as the practice lead for patients at the Farndon Unit. He would attend the unit for face-to-face appointments with the patients and, where appropriate, would provide telephone advice.

57. Associate Physician Goude gave evidence to the inquest as well as providing a written statement dated 9 February 2024. His involvement with Molly’s care was in relation to two aspects of Molly’s presentation, firstly, her self-injurious behaviour of ingesting foreign bodies and secondly, in relation to her ongoing seizure type episodes.

58. AP Goude’s first clinical contact regarding Molly was on 20 October 2021. Molly had arrived at Farndon Unit and had reportedly swallowed a spoon. She was conveyed to Kingsmill Hospital where an x-ray was performed showing no foreign body. She was discharged back to the unit with advice to look for symptoms and return if necessary. 

59. There was liaison between the practice and Farndon about ongoing management over the following week. Molly had some ongoing abdominal pain and vomiting but it was noted she would consume large amounts of food and fluid which could often cause her to vomit. On 30 October 2021, Molly swallowed a toothbrush. She was taken to Kingsmill Hospital where the toothbrush was removed via endoscopic procedure. 

60. Molly was admitted to hospital again on 5 November 2021 after calling an ambulance. She was admitted under the surgical team after a CT scan of her abdomen showed a foreign body within the sigmoid colon. She underwent a laparoscopic foreign body removal and stoma formation. 

61. Later in 2021, AP Goude was involved in advising in relation to the seizure episodes. On 10 December 2021, Molly had attended the urgent care centre after a history of recurrent collapses lasting 60 seconds with jerking movements of her limbs. Her observations were normal for her including some tachycardia. The urgent care centre had queried whether these episodes might be possible Postural Orthostatic Tachycardia Syndrome (POTS). 

62. There were numerous communications between the unit and AP Goude in the following weeks. The primary practice nurse, Karen kew, was seeking a care plan for the ongoing managing of these episodes. AP Goude said he agreed that the description of the episodes would fit with a non-epileptic attack disorder. AP Goude agreed that the unit did not need to call an ambulance on each occasion but only if there was concern that this was an epileptic seizure or any sign of cardio/respiratory distress. Molly was to continue to be monitored with NEWS2 observations during these episodes.

63. On 22 December 2021, Molly attended a face-to-face appointment with AP Goude. She explained that she felt there were two different presentations, seizures and passing out. She said the passing out was happening daily and tended to occur when going from sitting to standing. The seizures she said would come on without warning and she would go to the floor, unable to move but aware of her surroundings. Molly was examined with nothing abnormal detected. 

64. During this appointment, Molly became vacant and was lowered to the floor. This incident lasted briefly and Molly responded to AP Goude’s commands. Molly said this was a fainting episode. AP Goude planned to write to NUH neurology seeking advice and guidance.

65. Dr Fahim responded on 31 December 2021, agreeing with the previous diagnosis of NEAD. They felt that addressing Molly’s mental health optimally would be of benefit. 

66. AP Goude told me there was evidence of Molly regularly seeking out healthcare intervention and so it was agreed that if she contacted 111, the operator would speak to staff before dispatching an ambulance or providing advice.

67. Throughout early 2022, the majority of Molly’s hospital attendances were related to her swallowing or secreting foreign bodies, this was happening with some frequency. 

68. On 14 May 2022, Molly swallowed a small key. She was taken to the Emergency Department where an abdominal x-ray was performed. The medical team decided not to remove it but to monitor and see if it passes. AP Goude provided safety netting advice including to attend ED if Molly deteriorated. Molly was reported to be continuing with abdominal pain and was inducing vomiting. AP Goude documented that it was difficult to balance Molly’s history of symptoms with that of those reported by staff as Molly was frequently seeking transfer to hospital. 

69. On 19 May 2022, Molly attended the urgent treatment centre. The medical team arranged a CT chest and abdomen. The key was visible in the mid abdomen and Molly was discharged back to the unit.

70. I note that the CCTV of 28 May 2022 shows Molly mobilising without apparent pain, she goes to the shop with staff, she is seen eating and drinking frequently without any evidence of vomiting or abdominal discomfort. There is no suggestion from the autopsy that the ingestion of any foreign body has caused or contributed to her death. 

71. As to Molly’s mental health care, I called evidence from Dr Corinne Lewis, Consultant Psychiatrist, and Molly’s Responsible Clinician from 4 April 2022. I further called evidence from Dr Gopee, who covered the unit in Dr Lewis’ absence.

72. Dr Lewis told me she met Molly only once prior to her death at an MDT on 23 May 2022, as she had been absent from work.

73. The MDT would consider Molly’s care every 14 days, attended by the responsible clinician, senior nurse, social worker, occupational therapist, psychologist, the CPA care co-ordinator and the patient. Other external professionals may attend as required. Molly’s family said they were not kept as involved in Molly’s care while she was an inpatient at the unit, compared to other settings.

74. At the final MDT preceding Molly’s death, Dr Lewis found Molly to be future focused and having insight into her health anxieties which included seeking admission to acute hospital. Molly was relaxed and calm, making requests for a visit to see her fiancée and working towards a step down in care to Darcy ward.

75. One of the key functions of the MDT was to review the medication management plan. Prior to her death, Molly was prescribed paliperidone, by monthly injection of the modified-release anti-psychotic, mirtazapine, as an antidepressant, zopiclone, a sleeping tablet, clonazepam, a benzodiazepine to treat panic disorders, topiramate, an anticonvulsant prescribed off licence to treat Molly’s disordered eating, and certain physical health medications in bisoprolol, designed to manage her blood pressure. Further, there was a prescription for oral and intramuscular promethazine and haloperidol, sedative medications that had been prescribed on a PRN basis and approved by the SOAD.

76. Dr Lewis explained that certain of the mental health medications that were prescribed by the RC carried a recognised risk of inducing cardiotoxic effects, even when prescribed within BNF limits, including sinus tachycardia, orthostatic hypotension, seizures, and cardiac arrhythmias. As a result, she agreed, it was important that the MDT considered the therapeutic benefit to outweigh the risk of side effects. Dr Lewis agreed this balancing exercise would need to be informed by the results of physical and mental health symptom monitoring.  

77. Both Dr Lewis and Dr Gopee accepted that Molly’s healthcare monitoring was not planned in accordance with the relevant medical guidelines as indicated by the prescribed medications. By way of illustration, Dr Gopee explained that according to the provider’s Rapid Tranquilisation policy, IM haloperidol should only be administered where the patient has undergone an ECG trace within 3 months of the date of administration and which showed no abnormalities. The MDT appears not to have detected that this medication was prescribed, and would trigger the provider’s definition of Rapid Tranquilisation, but there was no care plan dictating that an ECG trace to be performed every 3 months. This is but one example of the monitoring that ought to have occurred, blood tests were another. Whilst one could carefully pick through Molly’s medical records after her death to perform an exercise of ‘double counting’ the investigations undertaken by the local hospital on presentation following episodes of self-harm as ‘covering’ some of the required investigations, this was not an exercise performed in MDT nor would it be considered acceptable practice. Dr Gopee agreed that Elysium were responsible for the prescription and administration of medication and therefore should have had a clear plan for physical health monitoring for side effects in accordance with both the Rapid Tranquilisation policy and the associated medication specific policies. 

78. In reality, intramuscular haloperidol was being administered frequently by staff on an as required basis without a valid ECG in place and without the safeguards that were contained within the Rapid Tranquilisation Policy. ECGs had been performed on 18 March 2020, 25 November 2020, 29 October 2021, 13 January 2022 (at the Emergency Department) and 26 January 2022. Other than mild tachycardia in November 2020, there was no evidence of disturbance to rhythm or alteration of the QTc or QRS.   

79. Dr Gopee confirmed the nursing staff on 28 May 2022, and on other occasions in May, had also failed to follow the Rapid Tranquilisation policy with regards to clinician review before and after intramuscular sedative administration. 

80. Dr Lewis confirmed that she was the on-call doctor for the unit, based off site, over the weekend of Molly’s death. She did not receive any calls from staff about Molly, but said they ought to have contacted her when utilising IM promethazine at 16.45 hours and IM haloperidol at 20.25 hours on 28 May 2022.

81. Dr Lewis further agreed that the combined use of depo and IM anti-psychotic medication should have triggered high dose anti-psychotic monitoring (quarterly ECG and blood work). Dr Lewis could not explain why this had been overlooked by the MDT.   

82. The MDT set Molly’s mental health observations at a frequency of 12 in 60 minutes. She had recently come down from 1:1 care, Dr Lewis said, but she continued to require high level observations due to her propensity to swallow and insert foreign bodies, ligate and head bang.

83. According to Elysium’s Safe and Supportive Observation and Engagement Policy, it was expected that observations would be undertaken by “staff who are skilled in assessing the patient’s mental state, developing rapport and therapeutic relationships.”. And further, “The use of agency staff to undertake the role of observing staff will be kept to a minimum and will only take place when they have completed the competency checklist.” The policy states that observing staff will be familiar with the patient’s care and management plan, will be aware of all patient risk issues, record the patient’s activity on the observation chart and will brief the observing staff taking over observation of the patient. If the observations are taking place of a patient inside their bedspace, the policy directs that staff must ensure that they make visual and physical observations of the patient, ensure the patient is well, and where the patient is under the covers, they must check for signs of breathing.

84. The policy and associated pro forma dictates that observations should be completed randomly and at irregular intervals, but on the specific number of occasions in any hour. Given that Molly’s observation level was one level down from constant at 12/60, there was very little room for variability and in reality, she ought to have been observed approximately every 5 minutes. The policy requires that staff take the time to ensure that the patient feels supported and that interactions take place as appropriate. 

85. The policy states that where CCTV is in use, as it was in the Farndon Unit, services should use this to carry out random checks, at least monthly, to ensure staff were complying with the policy and that the records related to observations were accurate. The policy mandates that these checks should be recorded in a log specific to this function with a note of any actions taken.

86. I heard evidence from the Hospital’s Director, Nurse Woodward, who was responsible for maintaining compliance and safe systems. She confirmed that the unit was not conducting CCTV spot checks as mandated by the policy. Instead, the nurse in charge would be expected to have an overview of the ward and to sign the observation logs at the end of the shift to ensure they have been completed appropriately. Any gaps should be escalated by IRIS reporting. However, it was accepted that the acuity on Aster Ward meant there should be two nurses per shift, but there was, over the course of this weekend, only 1 qualified nurse per shift. Nurse Woodward accepted this would make it challenging to keep oversight of the ward as the nurse would be taken off of the floor to complete medications and respond to incidents. 

87. Nurse Woodward also accepted that the content of the observation logs was insufficient. Staff were largely recording just the location and brief details of what Molly was doing eg “sat on sofa”. There should have been greater detail about her mental state and presentation. 

88. Nurse Woodward reviewed the observation competency checklists and accepted that, again, these had been completed by way of tick box without sufficient detail to express the comprehension of the healthcare professional. She accepted this should have been identified at the time of last set of reviews (November 2021) rather than post Molly’s death. Dawn Halliday told me she had been tasked with conducted these competency checklists and no-one had told her that she had to record detail of the staff member’s comprehension on the form, but accepted that reading the form this was made clear. No-one in a management position approached her following the completion of the task to point out this omission. 

89. That brings me to the final 48 hours of Molly’s life, which has been the focus of the live evidence called at the inquest hearings. I can keep my summary relatively brief as the evidence has been heard recently and there is a timeline of analysis that has been prepared as an agreed exhibit which should be read in conjunction with this ruling. 

90. The CCTV evidence of the ward lounge has been invaluable in this case. Without the availability of the CCTV footage, I suspect this investigation would have been non-the-wiser as to the deliberate falsification of the observation care records because this had not been reported by the staff themselves nor detected by the hospital.

NIGHT SHIFT OF 27 MAY 2022

91. I called evidence from Jade McCollin, a healthcare assistant employed by Elysium. She was on duty on the night of 27 May 2022. The cctv shows that Molly retired to bed just before 23.00 hours. The night staff conducting her observations completed the handwritten observation sheet with entries timed every 5 minutes. However, analysis of the CCTV demonstrated that of the 108 observations that should have taken place between 23.00 and 08.00 hours, Molly’s bedroom was approach only 50 times. Ms McCollin had been responsible for some of those observations, performing only 6 observations between 01.00 and 01.54 hours. Ms McCollin was unable to explain why she had performed only 50% of the required observations but had written in the observation booklet that all 12 observations had been completed at 5 minutes intervals.

92. The CCTV further demonstrates that Molly came out of her bedspace at 01.54 hours. She appeared unsteady on her feet and was sleepwalking. Ms McCollin and other members of staff were in and around the lounge area with two other patients at this time. Instead of helping to guide Molly safely back to her bedspace, the patients and staff appear to be laughing at Molly, and one patient takes out their personal mobile telephone to records a video of her. Eventually, it is one of the patients who returns Molly to her bedspace, entering Molly’s bedspace. Ms McCollin said she had no memory of the incident but accepted what the footage showed and agreed that staff ought to have been protecting Molly’s privacy and dignity and should have safely returned her to bed. It was not appropriate that Molly be recorded on video nor that a patient placed her hands on Molly and entered her bedspace. Ms McCollin could not say why this had happened in her presence without her intervention.

93. A short time later, the footage further shows staff enter Molly’s room with Ms McCollin returning to the group in the lounge and adopting an unnatural position on a chair as if to recount the position she had seen Molly in while in her room. Ms McCollin said she could not recall this. 

94. At 02.03 hours, Molly left her room again, appearing to sleepwalk, and this time appears to reach out to staff and she is supported from a standing position to a lowered position. As Molly falls just out of the vista of the CCTV camera, it is not possible to determine whether Molly was on the floor or the chairs near to her room, but over the course of the next 30 minutes, staff appear in a standing position and are intermittently leaning over Molly and looking in a downwards trajectory. Ms McCollin could not recall where Molly was but said she felt it would be unlikely that she would leave Molly on the floor for 30 minutes.  

95. Ms McCollin was asked if this footage represented Molly having a seizure episode and she said she didn’t recall Molly behaving in that way when having a seizure previously.

96. Ms McCollin did not recall the nurse in charge intervening, and when asked if the Nurse would be keeping on eye on the unit, she said it really did depend on who the nurse was and what they were doing at the time. If there was only one nurse on shift then she said it was possible they were in the office doing paperwork. 

97. The summary of the night shift contained within Molly’s records made no mention of the events of that night. Ms McCollin accepted that this should have been captured.

98. Ms McCollin was asked to reflect on what, if anything, had prevented her from completing the observations at the frequency determined by the MDT, as she was one of a higher number of staff who had made false entries in Molly’s records. She said she did not recall but she agreed it wasn’t a matter of short staffing. She agreed that it was potentially occurring due to the attitude of staff in not taking the observations seriously. She was asked whether there was a culture of writing the observations in blocks at 5 minutes intervals whether or not the checks were actually completed and she agreed this might have become custom and practice. She explained that completing observations was a busy task and at one stage, Elysium had doubled up the HCAs to have one writing and the other performing the observation, but this did not last.

DAYSHIFT OF SATURDAY 28 MAY 2022

99. I called evidence from the majority of staff on duty on Aster Ward on Saturday 28 May 2022, when a number of events occurred involving Molly.

100. Nurse Blessing Imaikop was the nurse in charge of the day shift, Luther Washington was the Unit Co-Ordinator. 

101. Nurse Imaikop explained that Aster Ward was supposed to have two nurses in addition to the HCAs but it had become frequent practice that only one nurse would be allocated the duty. She explained that this put pressure on the nurse as she would have all of the tasks of two people to complete and that at medication times it would take the nurse off of the ward floor.

102. She told me she had raised her concerns about the staffing levels previously and with the Unit Co-Ordinator over this weekend, but a second nurse was not provided. On the Saturday, an extra HCA was provided instead which she said would help with observations but not with the nursing tasks. 

103. While the absence of a second nurse might have increased Nurse Imaikop’s workload, she confirmed that she did not think it would impact on the HCAs ability to complete patient observations. Indeed, on Saturday 28 May there was a supernumery international nurse to also assist and an extra HCA. There appeared to be no shortage of HCA shown on the CCTV within the lounge area, spending period sat down and conversing with other staff. 

104. Of the staffing complement, there was a high reliance on agency HCAs. All agency staff told me they did not have access to the electronic medical records system due to the lack of a login. The majority said this prevented them from reading and reviewing care plans.

105. Tamzin Irvine-Brentnall, a permanent member of staff, said that staff did not get protected time to review the care plans so they would try to read them on their breaks. It was pointed out the the CCTV of the following day did show staff sat in the lounge appearing to be in discussion with one another for an extended period while patients were sleeping, and this would have presented as an ideal opportunity to have reviewed the care plans. Ms Irvine-Brentall agreed, but said even if staff did have the time to read the care plans, they were not always relevant nor did they provide the detail that staff needed to perform their role or manage a situation. 

106. The only agency HCA to report having had time to read the care plans was Mr Abayomi Olagunju. He said that during his first shift he was given a book of care plans to read in the office. Nurse Purdie confirmed that to the best of her knowledge, there was a folder inside each office containing a hard copy of each care plan. I have not seen this folder, but even if I accept this as accurate, reading the care plans on the first shift will only assist for that shift. The totality of the evidence is that healthcare assistants would generally rely on the information given at handover and would not have access to the electronic records themselves. 

107. Molly can be seen to emerge from her bedroom at 10.57 hours. Once dressed, she took s.17 leave to the local Spar shop. She was accompanied by Mr Joel Davies, who gave evidence to the court. While at the Spar shop, Molly had a seizure episode, and so staff called the unit and unit co-ordinator Washington sent a vehicle to retrieve them. 

108. Molly had a further seizure in the reception area of the unit, and another once she arrived on the ward at 12.14 hours. Between 12.14 hours and 13.57 hours, Molly spent the vast majority of time on the floor of the lounge with her eyes closed and remaining motionless. Staff can be seen checking on her and taking her pulse and oxygen saturation by finger probe. At 12.35 hours Molly can be seen to try to sit up but very quickly lies back down again and return to her motionless state.

109. Mr Joel Davies described that during the seizure, Molly had been “convulsing” for around 30 seconds. Nurse Imaikop said she could not recall witnessing this or being informed about it. As much of Molly’s person is off camera, it is difficult to see exactly what was occurring.

110. During evidence, there was some confusion amongst staff as to the content of Molly’s care plan and what to do when she had a seizure. Nurse Imaikop said she understood the plan to be to perform observations and escalate to 999 if the seizure was over 5 minutes’ duration. Not all staff were aware that the care plan had been amended to remove reference to the duration of the seizure and instead provided advice to escalate to 999 if the seizure was thought to be epileptic or Molly’s breathing/circulation appeared to be compromised. Nurse Imaikop said she would have spoken with the unit co-ordinator about Molly and he would decide whether to call the on-call doctor or 111 for advice. There is no record of advice being sought, or indeed, any clear plan for escalation on this date.

111. The care plan did not go on to provide advice or guidance on what an epileptic seizure might look like and how to distinguish the forms of seizures, and many of the HCAs said they would not be confident in determining this.

112. By 13.57 hours the CCTV demonstrates Molly was ambulatory again and she can be seen holding the patient telephone while in the lounge. She appears to have the phone to her ear and is speaking.

999 CALL TO EAST MIDLANDS AMBULANCE SERVICE

113. At around 14.00 hours on Saturday 28 May 2022, at the Emergency Operations Centre of East Midlands Ambulance Service received a 999 call from Molly. Molly can be heard on the audio recording of this call to say,

“Erm, this morning and this afternoon I’ve had like 4 to 5 seizures”

114. Her voice is quiet and she is slow to respond to the operator’s questions. Molly provides the address of the unit.

115. A male voice can then be heard in the background, albeit it is not possible to hear the words used. The call handler asks if someone is with Molly and asks her to put them on the phone. The call then ends abruptly without the male giving any information.

116. At 14.04 hours, the ambulance service called the Farndon Unit switchboard. The female answering the call introduces herself as “Sam” from reception. The call handler asks if medical assistance is required. Sam says she will check and a few moments later returns to the line to say it was a “prank call”. 

117. No ambulance was dispatched.

118. There is no evidence of who ‘Sam’ spoke with to inform her that this was a “prank call”. 

119. There is no evidence anyone spoke to Molly to ask her why she felt she required ambulance attention, but there is evidence within the records and witness statements that it was not unusual for Molly to contact 111 or 999 or to ask staff to arrange admission to the local Emergency Department.  

120. It would appear from observation logs that Molly spent the vast majority of the afternoon inside the de-escalation suite, of which I have no CCTV footage, at times being restrained by staff as a result of her attempting to harm herself by head banging. Mr Davies told me that he had spent the majority of the shift with Molly and that she was very distressed during this shift.

121. Molly’s medical records demonstrate that she was administered PRN medication at 16.45 hours, in the form of IM promethazine. This was administered by Nurse Imaikop but she could not recall why it had been necessary nor why she had started to write up the oral form of the medication. She said Molly might perhaps have refused the oral form. She accepted it was her responsibility to ensure the medication chart was clear and accurate. 

122. I asked whether the administration of a sedative via IM route would trigger any policy. Nurse Imaikop said she was aware this would trigger the Rapid Tranquilisation policy but she could not recall receiving any training on the policy. She was unaware of the requirement to speak to a doctor both before and after administration. There appeared to be some confusion because the prescription had been written up on the PRN medication chart, for which a nurse would not ordinarily have to speak to a doctor to approve administration.

123. Nurse Imaikop was not responsible for the administration of IM haloperidol less than 4 hours later, but I observe that she, like Nurse Ramota Adebayo who administered that later sedative, was unaware of the requirement for there to be an ECG performed within 3 months of the administration. Nurse Adebayo also said she had not received training on the Rapid Tranquilisation policy.  It is accepted by the provider that training on this policy to the nursing body had not been adequate.

HEAD INJURY

124. From 16.45 hours, Molly is noted on the observation log to be in the lounge, at times talking with staff and peers and at times shouting, crying and appeared distressed.
 
125. The footage demonstrates that at 17.49 hours Molly suddenly got up from her seat and ran towards the glass doors on the other side of the lounge. She runs headfirst into the doors with some force. Mr Davies tried to take hold of Molly but wasn’t quick enough to prevent her head from colliding with the locked door. Mr Davies described Molly as hitting her head “shockingly hard and being disorientated”. He told me this footage showed the second time Molly had charged at the glass door that day, as he could recall another earlier event where Molly had done the same thing, but had landed on the floor on her bottom  in a dazed state. I can find no such evidence of this on the CCTV. 

126. This incident was not recorded in Molly’s day shift summary, on the handover shift or by reference to an IRIS incident report. Nurse Imaikop accepted that it should have been but said she could not recall being made aware of what had happened.

127. Nurse Imaikop was adamant that she was not made aware of this incident and the potential for a head injury, but the CCTV showed that she was on scene within 8 seconds and approached Joel Davies who was holding Molly in an almost bear hug. Mr Davies and Nurse Blessing appear to speak to one another, as one might expect, and they then both escort Molly to the de-escalation suite, each holding an arm.

128. There is no evidence of a plan of care to monitor for a potential head injury.

129. Mr Davies said he would have had to explain to Nurse Imaikop why he was holding Molly as he was, and he could not conceive of a situation where Nurse Blessing would not have been aware of what had just happened.


NIGHTSHIFT OF SATURDAY 28 MAY 2022

130. Jade McCollin was back on duty on the Saturday night. Again, her memory was refreshed by reference to the CCTV and timeline document. 

131. She could not recall Molly being distressed despite viewing images of her removing Molly from her bedroom in arm holds at 20.19 hours. The observation log records that Molly was taken to the de-escalation suite. Mss McCollin could not recall any of the events of this night.

132. Nurse Ramota Adebayo was the nurse in charge of the shift. She had written in the medical records that Molly was administered IM haloperidol at 20.25, just 6 minutes after Molly was removed from her bedspace. Nurse Adebayo was referred to the Rapid Tranquilisation policy, specifically the steps that should have been performed before administering IM sedative. She, too, agreed that her lack of knowledge of the policy meant that the safeguards therein were not adhered to.

133. She also explained that she had not been aware of the potential for Molly to have sustained a head injury in the hours prior, as there was nothing recorded in the records or handover sheet and no incident report had been generated. She said if she had been so aware she would have monitored Molly for symptoms of a head injury and would have spoken with the doctor before administering an IM sedative to a patient with a potential head injury.

134. Molly was seen on CCTV having a set of physical observations performed at 20.40 hours. Nurse Adebayo said if there had been anything concerning about the results she would have acted on them.

135. Molly can then be seen spending time in the lounge, speaking with peers, eating and drinking. She does not appear to be in pain or physically unwell. No further seizure episodes are observed. 

136. Analysis of the CCTV against the observation log demonstrated that Molly retired to bed at 23.38 hours. This is the last time she is seen alive on CCTV. 

137. Between 00.00 and 09.00 hours, only 51 observation checks were completed, out of a minimum 108 that were required by Molly’s care plan for tis period. Again, it is not one single member of staff departing from their obligation but each successive staff member who takes over the task of observations. 

DAYSHIFT OF SUNDAY 29 MAY 2022

138. I received evidence from all of the staff on duty on Aster Ward on this date.

139. Molly is not seen to come out of her room, and as there is no CCTV provision within the bedspace, so it is impossible for me to determine when Molly might have stopped breathing. I, therefore, explored in detail with staff the accuracy of the observation log which records throughout the dayshift, between 0900 hours and 14.25 hours, Molly is asleep in her bed with breathing noted. 

140. Despite the log recording that Molly was checked every 5 minutes, analysis of the CCTV shows staff approaching Molly’s bedroom door only 21 times between 0900 hours and 1400 hours, when there should have been a minimum of 60 checks completed.  Of those checks that were completed, the vast majority consisted of a member of staff approaching Molly’s closed bedroom door and looking through the window for only a second or two. Staff accepted that it would be difficult to satisfy oneself that Molly was breathing from such a brief check and at such a distance. Some mentioned hearing Molly snoring. 

141. Nurse Imaikop was on duty again as the sole named nurse. She told me she was unaware that the HCA staff were fraudulently completing the medical record to say checks had been completed which had not.

142. Nurse Imaikop was asked about her entry in Molly’s medication charts, which noted ‘patient declined’ in reference to the morning medications. Nurse Imaikop said she had asked a member of staff to check on Molly to see if she wanted to get up for her medications and that it wasn’t unusual for patients to have a lie in at the weekend. She said she was told Molly had refused her medication.

143. Nurse Imaikop had also recorded that Molly had declined her lunch time medications at 12.05 hours, but when one views the CCTV footage, no-one approaches Molly during this time. Staff approach her door at 11.59 and 12.13 but there was no evidence of any interaction. Nurse Imaikop said she could no longer recall who had told her that Molly was declining her lunch time medications too but thought it was a male.

144. HCA Tamzin Irvine-Brentall was observed to go inside Molly’s room at 12.58 hours. She was inside the room for around 16 seconds. She recalled that she had been asked if Molly wanted her lunch, and from her recollection she told me that she was “pretty confident” that Molly was breathing, she had moved but was not totally rousable. She said she wished she had done more to wake her but had thought Molly was just sleeping.  

THE DISCOVERY OF MOLLY

145. Between 14.00 and 14.14 hours, Nurse Imaikop can be seen on the CCTV to be sat in the lounge, metres from Molly’s bedroom door. She is seen flicking through the observation log folder and writing in the same. When one examines Molly’s observation record, there are entries recorded in the name Ebo Ahon between 14.00 and 14.25 hours. It would not have been possible for Mr Ahon to have been writing those entries contemporaneously in the file as the folder was in the possession of Nurse Imaikop in the lounge. As for actual observations of Molly during this period, Mr Nkomo approaches her room at 14.01, Nurse Imaikop at 14.10 and Mr Ahon raises the alarm at 14.30 hours.

146. Nurse Imaikop was asked whether she was the one who had written those observations and signed Mr Ahon’s name, she replied “not that I can remember”. She was asked if there would be any reason for her to have written Mr Ahon’s details when both she and Mr Nkomo had checked on Molly during that 15 min window. She replied, “I cant say why”. She was asked why she didn’t hand the folder to Mr Nkomo at 14.01 to record his brief check of Molly. She said she could not recall. 

147. The original documents were examined in court, and it was suggested that the entries at 14.00 and 14.05 and 14.10 might have said BI RN originally before being written over to record EBO HCA. Both Mr Ahon and Mr Nkomo denied the entries citing their name/initials had been made in their hand. Nurse Imaikop said she did not know what was written underneath but she denied that she would have obscured her name deliberately after Molly’s death by writing Mr Ahon’s name over hers on the basis these were false entries and she would know they would likely be discovered as such.  

148. At 14.10 hours, Nurse Imaikop entered Molly’s room for 30 seconds. She was asked what happened. She said she could not recall. Her memory was refreshed by the statement provided to police where she had stated Molly was in bed, laid on her left side facing the wall with the duvet covering her. She said she could not recall now as her memory had faded.

149. At 14.30 hours, Mr Ahon approached Molly’s room to perform a check. He left the room and went to Nurse Imaikop. She said he didn’t appear worried or concerned. He asked her to check on Molly as he was not comfortable with how she was presenting. 

150. Mr Ahon disagreed with this account. He said he raised the alarm as he could tell Molly was unresponsive and he averred he had used that phrase. 

151. It was accepted there was a delay in raising the alarm and with commencing CPR. Nurse Imaikop said she had pulled the alarm, but no-one came so she tried radioing the unit Co-Ordinator, Luther Washington.  When he arrived, he delayed in entering the room despite being the most senior member of staff on the unit. Nurse Imaikop said there was no-one leading the emergency resuscitation. Some staff reported panicking and not knowing what to do.

152. Eventually, 999 was called and an ambulance attended. Despite prolonged resuscitation efforts, Molly’s heart remained in asystole, which is a non-shockable rhythm, and she was declared deceased 15.18 hours.

INITIAL INVESTIGATION BY NOTTINGHAMSHIRE POLICE

153. Nottinghamshire Police were informed of Molly’s death by the ambulance service. 

154. Officers attended the scene where Molly remained in her bedroom. Her position had now moved to the floor given the preceding medical intervention. I have seen a small number of images of Molly in situ in her bedroom, for obvious reasons of sensitivity these have not been displayed as exhibits in open court.

155. Officers were satisfied there were no obvious marks of trauma to Molly’s body, and she was taken to the mortuary at the Queens Medical Centre in the city to await a post mortem autopsy examination.

156. There have been a number of changes to the investigation team but it was Detective Sergeant Karl Aram who gave evidence to the inquest in 2024.

157. The first CID officers arrived at the unit around 18.00 hours and started to make preliminary investigations. Many of the day staff had already been sent home, therefore, the officers received a collective handover of events. They were informed that Molly had been in her bedroom that day, Sunday 29 May 2022. Staff had been observing her but had then discovered her unresponsive. DS Aram told me there was a lack of clarity around when Molly had last been noted to be alive.

158. Police seized the observation chart. They understood from speaking with staff that Molly was on 12/60 observations, and they could see from the document, handwritten entries by staff every 5 minutes. CCTV was recovered from a single camera inside the lounge of Aster Ward. DS Aram understood that Aster Ward had 9 bedrooms, and the camera in the lounge covered the door to Molly’s bedroom. There was no other way in or out of her room and the small window inside had an internal restrictor. Staff observations could only be completed by approaching the door and looking inside her room or entering the room itself, there was no CCTV camera inside Molly’s room.

159. There was nothing within the room that suggested Molly had deliberately harmed herself, nor anything to explain the cause of her death. Molly would have had no access to medications; those were kept within the clinic room just off of the lounge and administered by staff.

160. On viewing the CCTV, the police discovered that Molly was last seen alive on the footage at 23.38 hours on Saturday 28 May 2022. Alarm was raised about her condition at around 14.30 hours on Sunday 29 May 2022.

161. Officers performed an analysis of the observation chart against the CCTV and found that only 44% of recorded checks were completed and not necessarily at the time recorded.

162. DS Aram told the inquest in 2024 that he was content there had been no criminality, but that Molly’s death remained unexplained.   
  
DIGITAL AUTOPSY UK

163. On 1 June 2022, Molly was the subject of a post-mortem CT scan for the purposes of a digital autopsy. 

164. The images were reported by Consultant Radiologist, Dr Teik Chooi Oh, who concluded in his report, dated 6 June 2022 [S17],

 “Accounting for features of CPR, there are no causes of death on the CT post-mortem. Causes such as pulmonary embolism cannot be excluded on CT post-mortem but there are no secondary features of pulmonary embolism or deep vein thrombosis. I am unable to provide a cause of death radiologically.” 

DR IRSHAD SOOMRO, CONSULTANT HISTOPATHOLOGIST

165. On 8 June 2022, Dr Soomro, performed a limited invasive autopsy at the Queen’s Medical Centre, Nottingham. 

166. His examination found essentially ‘normal’ organs. The histology samples from the lungs showed evidence of marked oedema, which is non-specific congestion of the lung tissues, commonly found on postmortem examination and especially so following prolonged CPR efforts.

167. Dr Soomro retained blood and urine samples, as well as further histology and Molly’s brain, for specialists to examine.

168. Once he had obtained the specialist reports, Dr Soomro prepared a final autopsy report, dated 30 November 2022. In his report he proposed a cause of death of 1a. Sudden and unexpected death in epilepsy (SUDEP) [S18]. Dr Soomro had relied on the sub-specialist reports of Dr Scott, Professor Sheppard and Professor Smith, as set out below.

DR IAN SCOTT, CONSULTANT NEUROPATHOLOGIST, NUH

169. Dr Scott was instructed to examine Molly’s brain.

170. He provided a report (undated) [S20].

171. In that report, he records in the clinical history section that he is aware Molly did not have a formal diagnosis of epilepsy but that she did have a history of absence-pattern seizure and on occasion “fell to the floor and shook”. He also notes the use of topiramate and the fact that the post-mortem level of topiramate was at the lower end of therapeutic. He noted that he could find no in-life MRI imaging of the brain.

172. He provides details of his examination, commenting that the main findings in the brain are,

“…those of loss of neurons within the CA1 sector of hippocampus without significant associated hippocampal sclerosis or granular cell dispersion. This pattern is associated with the consequences of hypoxia and epileptic seizure activity but is not specific for any single disorder. The pattern is not typical of that sustained in repetitive mild traumatic brain injury (mTBI).

With the history of previously observed seizure, despite any lack of epilepsy diagnosis, the features could be considered as a consequence of a sudden and unexpected death in epilepsy (SUDEP) if these findings are in the context of a negative autopsy with negative toxicology…”.

PROFESSOR MARY SHEPPARD, CONSULTANT IN CARDIOVASCULAR PATHOLOGY, CRY

173. Professor Sheppard examined blocks of Molly’s heart tissue and provided a report dated 11 April 2024. 

174. Professor Sheppard determined that Molly’s heart was macroscopically normal. On microscopic examination, there was no evidence of arrhythmogenic or hypertrophic cardiomyopathy, nor any evidence of infarction. 

175. Professor Sheppard felt Molly’s was a complex case given the background of mental health and seizures. Both of these combined with her medication meant that Molly had a higher-than-normal risk of sudden arrhythmic death. Death can occur very rapidly, and patients may not be resuscitated even with immediate CPR or defibrillator application.

176. Professor Sheppard suggested that the opinion of a cardiologist might be helpful. Instead, I wanted a clinician to review the case with a broader range of expertise, so I instructed a Consultant Intensivist with significant experience of managing patients with cardiac events, resuscitation and what happens to organ systems when a person dies. 

PROFESSOR JERRY NOLAN, CONSULTANT INTENSIVIST
  
177. Professor Nolan provided a report dated 18 March 2024 [S700].

178. He was asked to consider the proposed cause of death.

179. At para 5.9 of his report, Professor Nolan stated, “I am uncertain of the cause of Molly’s cardiorespiratory arrest and therefore the cause of her death”.

180. He went on to set out a number of possible causes of death in his report.
a. Sudden Arrhythmic Death caused by an undiagnosed genetic disorder.
b. Sudden cardiac death caused by an adverse drug reaction (although he felt to be unlikely given Molly had been on her medications for some time and her ECGs were normal)
c. Sudden Unexpected Death in Epilepsy – Profesor Nolan agreed with Dr Liu’s diagnosis in life that the seizure episodes to September 2021 were likely dissociative seizures. However, the raised creatine kinase value documented on 25 March 2022, he felt, did raise the possibility of an epileptic seizure associated with her fall the day prior. Professor Nolan notes that some presumed cases of SUDEP are thought to be caused by sudden arrhythmic death syndrome and the role, if any, of seizures in these cases is unclear. 

PROFESSOR SMITH, TOXICOLOGIST AND CLINICAL BIOCHEMICAL SCIENTIST

181. Professor Smith provided two reports to the inquest, only the first of which was available in 2024.

182. The first was a quantitative analysis of the blood and urine samples that Dr Soomro took at autopsy. Essentially this report demonstrated Molly’s usual prescribed medications at around therapeutic levels. There was no evidence of toxicity and nothing untoward discovered. 

183. The second report was a specialist review of the medication administration Molly received at Fardon to consider whether (a) the prescribing was in accordance with British National Formulary and (b) whether the administration of any medications had probably more than minimally contributed to Molly’s death.

184. This second report had become necessary on account of the possibility that some of the medications Molly had been prescribed had been linked to sudden cardiac death and, during the inquest in 2024, there had been a suggestion within the evidence that Molly’s combined antipsychotic medications might have exceeded the recommended ranges in the British National Formulary (BNF).

185. Professor Smith considered the medication charts and concluded that the prescribed level of total antipsychotic medication was in accordance with the BNF. The PRN medication use was also in line with BNF references.
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186. Professor Smith observed, “it has been shown that patients taking antipsychotic medication have increased mortality compared to the general population, with life expectancy 10-20 years shorter than those without mental health diagnoses”. He cites many reasons for this including various co-morbidities which we know Molly did not have.

187. He explains that one of the possible causes of premature death in this patient cohort is sudden cardiac death as a consequence of the cardiotoxic properties some antipsychotic medications present, albeit the exact mechanism is unclear.

188. Haloperidol, paliperidone and olanzapine, three of the medications Molly was prescribed and administered over the last few years of her life, have been reported to significantly increase the risk of sudden cardiac death.

189. The connection between these medications and sudden death remains unclear although there is increasing evidence of a genetic predisposition towards sudden cardiac death when in receipt of such a prescription. 

190. Professor Smith also observed that both first- and second-generation antipsychotic medication have been associated with lowering seizure threshold and therefore increasing the risk of seizures.

191. Professor Smith concludes his report by stating that the possibility of an increased risk of death either from sudden cardiac death as a side effect of the medication, or medication exacerbating Molly’s seizure activity, means that it is possible that the use of antipsychotic medication has contributed to Molly’s death by one of these mechanisms. 

LIVE EVIDENCE

192. I called live evidence from Dr Soomro, Dr Scott and Professor Nolan on the same afternoon in order that they could hear what each other had to say.

193. Dr Soomro and Dr Scott were the first to provide evidence.

194. Dr Soomro stated that the autopsy was essentially negative and he relied on the opinion of Dr Scott when proposing 1a. SUDEP as the cause of death despite the fact Molly had never been diagnosed with Epilepsy in life. He explained that there was a reference within the Kingsmill records mentioning ‘epilepsy’, but it I accepted that if this reference is made, it is an error as Molly had never been diagnosed with the condition in life.

195. Dr Scott was asked to present his findings. 

196. Dr Scott explained that the congestion found within Molly’s brain was ‘non-specific’ so didn’t help to establish the cause of her death. 

197. The hippocampus was examined in detail as this area, he said, is susceptible to change if a patient is suffering from epileptic seizures. There, he found some loss of neurons in the CA1 sector, but with no evidence of hippocampal sclerosis, which he explained is found as a consequence of epileptic seizure activity. Although he cautioned that the absence of hippocampal sclerosis did not mean that the patient did not have epileptic seizures, as many patients with epilepsy now do not demonstrate hippocampal scarring because their seizure activity is well controlled with modern medications. But, repeated untreated seizures would be expected to leave scarring in the hippocampus, which would suggest Molly’s seizures from 2020 were not epileptic in nature and therefore Dr Scott felt the diagnosis in life of dissociative seizures might well have been accurate. 

198. Dr Scott did caution, however, that the two were not mutually exclusive and this did not rule out a true epileptic seizure occurring and causing Molly’s death on 29 May 2022, effectively a de novo epileptic seizure.

199. The changes in the brain, he said, do not help to identify the cause of Molly’ death as these changes are non-specific and could be the consequence of either an epileptic seizure or a hypoxic event such as a cardiac arrhythmia. However, Dr Scott was clear that for these changes to have appeared on post-mortem examination, Molly would have to have survived for at least between 20 minutes to an hour after the medical event for the changes in the brain to have occurred and been visible on post-mortem examination. He said, “she has had impaired cardiac output for between 20 minutes to an hour which could have been due to either a prolonged seizure or a cardiac arrhythmia” or, indeed, some combination of the two.

200. Professor Nolan then proposed whether the changes in the brain could have occurred as a result of prolonged resuscitation and Dr Scott replied, “we sometimes see that and it is possible”.

201. Dr Scott explained that there is a known increased risk of cardiac arrhythmia in patients with seizures, both dissociative and epileptic type. Dr Scott stated that dissociative seizures increase the risk of cardiac arrhythmia although the exact mechanism by which this occurs is unclear. What was clear was that Molly was in a higher risk category for sudden death because of her mental health diagnoses. 

202. In live evidence, Dr Scott moved away from the proposition that Molly died of SUDEP, albeit did not exclude it entirely, and felt there were two possible scenarios – 
d. A prolonged seizure sufficient to cause a degree of hypoxia then triggering a fatal arrhythmia or
e. A pure cardiac arrhythmia itself

203. He stressed that the pathology results themselves could not differentiate between the two. But, he said, if the court was satisfied that Molly’s seizures were dissociative throughout then the most likely scenario was a dissociative seizure that caused a cardiac arrhythmia which persisted for some time, thus allowing the hypoxic changes within the brain to occur, before fatal cardiac arrest.

204. He agreed with Professor Sheppard’s assessment that death might occur even if the cardiac arrhythmia was observed and a defibrillator was used, as, he said, these types of cardiac arrhythmia don’t tend to respond to a defibrillator like other arrhythmias might.

205. He, therefore, proposed an alternative cause of death to that expressed within his report of 1a. Sudden Arrhythmic Death Syndrome or SADS, which he explained is the collective term for a death from a sudden cardiac event with a negative autopsy and toxicology, expressing an unknown cause for the fatal event. 

206. Despite making this proposal, Dr Scott was keen to stress that he cannot rule out an epileptic seizure de novo having caused the death. Dr Scott felt the two theories were, I quote, “close to equal”. Dr Scott accepted that the guidance from the Royal College in this circumstance would be to propose 1a. Unascertained as the cause of death but he did not do this as, he said, he felt this did not assist the court or the family. I must put on record that I do not concur with Dr Scott’s position. Departing from well established guidance when the margins in medical opinion were so finely balanced in this case, was not of assistance to the court.

207. Professor Nolan also provided live evidence.

208. He commenced his evidence by confirming that he, too, had difficulty in formulating the cause of Molly’s death. He found what he described as an anomaly in Molly’s records which could not be explained. On 24 March 2022, Molly had a seizure and fell backwards from a bench. She presented to the urgent treatment centre in urinary retention. The cause was unclear but the blood tests undertaken showed a very abnormal creatine kinase value demonstrating a significant degree of muscle injury. Professor Nolan said this reading is sometimes used to distinguish between true epileptic seizures and non-epileptic seizures. He felt Molly’ seizures probably were largely dissociative given the descriptions from staff, but this raised value in the absence of any evidence of significant injury or damage to the heart, raises the possibility of at least 1 true epileptic seizure.

209. Like Dr Scott, he was unable to rule out an epileptic seizure causing death, he said he favoured, on a balance of probabilities, SADS as the cause of death. He explained that from the history and description of the seizures he agreed with the opinion of Dr Liu that these were dissociative episodes and while the two can co-exist, it was more likely that a patient with epilepsy would develop dissociative seizures rather than the other way round.

210. He said his opinion was essentially a diagnosis of exclusion, there being no obvious explanation on autopsy. The cause or trigger of the cardiac arrhythmia could not be established. He said it was worth considering whether this might have been a medication induced cardiac arrhythmia because of the literature demonstrating a higher propensity towards sudden cardiac death in this cohort.

211. His live evidence then turned to the prospects of survival if a cardiac arrhythmia had been the cause of Molly’s death. In his report, Professor Nolan had opined that a failure to observe Molly every 5 minutes had probably more than minimally contributed to her death as it deprived staff of an opportunity to detect the sudden cardiac event and to provide CPR.

212. However, in live evidence, Professor Nolan accepted there were some assumptions that would need to be made for this to be true. Firstly, Molly would have had to have been observed to have gone into cardiac arrhythmia in order to raise the alarm. She wasn’t subject to continuous cardiac monitoring, and was positioned in bed apparently asleep, so this may well have presented problems with detection. We discussed that unlike professional footballers who have experienced this event, it might not be immediately apparent that there was a medical problem, and it might only become apparent once she had stopped breathing. The second assumption would have to be that Molly was in a shockable rhythm, and it was possible that by the time it became noticeable Molly was unwell, she may no longer have been in a shockable rhythm, or indeed, not in a shockable rhythm at the outset if the changes in the brain had been caused during prolonged resuscitation rather than a period of reduced cardiac output. 

213. Professor Nolan said Molly would have had to have been found, in a shockable rhythm, within 2-3 minutes in order to have had about a 20-30% chance of survival, but beyond 5 or 10 minutes the chance of survival was vanishing. It was accepted that realistically it takes time to detect these things and to arrange for help.

214. He concluded, therefore, that it was difficult to say any missed check has probably more than minimally contributed to Molly’s death, but if all of the assumptions above were aligned, then it remained a possibility.

215. Dr Scott and Professor Sheppard were perhaps even less optimistic about any possible causal link between missed observations and Molly’s death, observing that even prompt medical intervention might not provide a realistic chance of altering the outcome.

216. The gist of the live evidence was that no-one can clearly say how Molly had died. The experts felt Sudden Arrhythmic Death Syndrome was the more likely cause of Molly’s death from the range of possibilities explored, but that a fatal seizure, or some combination of the two, could not be ruled out. 

217. If it was a cardiac arrhythmia that caused Molly’s death, then the opportunities for seeking to prevent her death were either non-existent (if Molly went into a fatal arrhythmia following a prolonged seizure) or limited if the arrhythmia was shockable and was detected within 2-3 minutes, but even then there remained a risk of hypoxic brain damage caused during the downtime ultimately bringing about death.

218. Following the 2024 inquest, I was concerned that the medical opinion had relied heavily on general population data of an ‘increased risk’ of death without some additional evidence that the risk had probably materialised in Molly’s case. I remained concerned that there were multiple possible modalities for Molly’s death and a plethora of causes for those respective modalities. I was also concerned that evidence of a potential head injury had emerged during the hearing, and that the CTPM images should be reviewed by a forensic pathologist. I, therefore, felt it was necessary to instruct a Home Office Forensic Pathologist to provide a “desktop” review. Dr Frances Hollingbury was instructed by Nottinghamshire Police, with the consent of HM Coroner, as the police were still in the period of their investigation at the time. 

219. Dr Hollingbury has provided two reports. The first, a desktop review, dated 30 July 2025, and a further addendum, dated 4 March 2026, on receipt of Professor Smith’s addendum toxicology report.

220. Dr Hollingbury proposed that the cause of death should be recorded as 1a. Unascertained on account of the lack of any evidence as to the cause on CT and ordinary autopsy, histology and toxicology. 

221. Dr Hollingbury explained,
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222. Dr Hollingbury remained of this opinion in live evidence. She further expanded that she would not favour a cause of death of 1a. SADS (Sudden Arrthymic Death Syndrome) because this required, again, a negative autopsy including clear toxicology, which Molly didn’t have, she had been taking high dose anti-psychotics which, as already explained, carry a risk of cardiotoxicity even when detected within therapeutic levels. 

223. Dr Hollinbury explained that it is well recognised that a small percentage of people die each year and Pathologists cannot explain why, she cited a figure of around 2-5% but said this was likely higher in the younger population. She said the possibilities for explaining Molly’s death were numerous and included not just epilepsy or a cardiac arrythmia but also drug reaction, genetic conditions, metabolic disorders and electrolyte imbalances.

224. Dr Hollingbury was, helpfully, able to rule out a traumatic cause of death from Molly’s head banging, which had been one of the reasons for suspending the inquest in 2024.

225. Mr Simblet KC asked Dr Hollingbury whether high levels of stress could have caused a sudden death. Dr Hollingbury said that, in general, stress can have a systemwide response that can exacerbate any medical event, but Dr Hollingbury did not know whether Molly was under stress or not and if she was, the event would need to be temporally associated with the medical event. In this case, Molly had been in bed for a number of hours before being discovered deceased. 

226. Dr Hollingbury confirmed in response to Ms Dolan KC’s questions, that her evidence and that of the other experts had amounted to lots of theoretical possibilities but no-one has been able to identify evidence of what actually happened to any degree of certainty.  

ANALYSIS OF THE EVIDENCE
227. Molly was clearly a very vulnerable young lady. She had resided at inpatient settings during her formative years and had likely become institutionalised to a degree. I think it pertinent what Molly’s mum said, namely that Molly didn’t always advocate for herself. Molly was heavily reliant on staff for her safety, care and welfare. 

228. There were aspects of Molly’s care that were contrary to policy, aspects that were unsafe, and others that were nothing short of dangerous. 

229. As to the observations, it is irrefutable that Molly’s observations were not carried out in accordance with her care plan. 

230. I note that analysis of some of the observations from Saturday 28 May, when Molly was ambulatory, need to be treated with a degree of caution because where Molly is described as being in the lounge on the observation log, the CCTV does not cover the entirety of the area described as the lounge, and therefore Molly may well have been in the lounge but simply not visible. For instance, I found Mr Olagunju to be a careful and conscientious witness. He assured the court he would never write down an observation that he had not completed and therefore at 19.05 hours when I cannot see Molly on the CCTV I accept there is a likely innocent explanation such as she was just off camera.

231. Equally, the footage has been interpreted in most favourable light to the witnesses, where they have been seen going off camera in the direction of De-escalation Suite, and have written DS, I have assumed in their favour that they have actually seen Molly despite not having the footage of the DS to verify.

232. Even with these riders in place, the failure to perform observations in line with Molly’s care plan and the extent of fraudulent completion of the handwritten observation record, is shocking. 

233. The systems of training and quality assurance were not as robust as they ought to have been and this had allowed a culture of a lack of care to develop, which was dangerous on a ward with patients of that degree of complexity and vulnerability.

234. This dangerous culture was allowed to prevail due to a lack of ward oversight, lack of second NIC to keep alert of happenings on the ward, and a lack of robust system of quality assurance.

235. Many staff told me they were too busy to do the 5 minute observations but I note they had the time to falsify the medical records. I do not accept that the HCA staff were too busy to perform the checks. The CCTV shows long periods of staff simply not getting up to perform the necessary observations. There appears to be no incident taking them away from their task. They had one task to complete, and they simply didn’t do it.

236. I find that the unsafe practice of missing observations and the fraudulent practice of making false entries in the observation charts was endemic on Aster Ward and that whatever system of operational governance was in place, it was insufficient to ensure the safety of Molly prior to her death.

237. The training of staff was treated with the same cursory attitude. The competency checklist had been reduced to a tick box exercise with no record of comprehension, despite the form requiring such. Notwithstanding the poor training, I do consider that the task of performing MH observations was such a basic task, bread and butter of the role if you will, that HCA staff would have been aware of what was required of them.

238. The high use of agency staff likely contributed to the lack of care demonstrated towards observations. Tamzin Irvine-Brentnall, permanent staff member, recounted episodes of staff sleeping while on observation duties, filling in blocks of observations rather than completing them contemporaneously, or being asked to retrospectively fill in gaps. Although clearly a very nervous witness, I found her to be an honest and truthful witness. She had performed all of her observations in accordance with the care plan and this demonstrates that with due diligence the task was possible. 

239. I was further concerned by another example of the effects of poor senior oversight of care in relation to Molly’s medication. 

240. Firstly, the medications management by MDT. Molly was prescribed high dose antipsychotic medication as well as PRN medication in IM form which was being administered with very high frequency, in May 2022, almost every night and on occasion both promethazine and haloperidol had been necessary. While yes, this was prescribed in accordance with BNF limits and the SOAD had approved the prescription, the frequency of use didn’t prompt a review of why Molly was requiring IM sedative medication almost every night. In contrast, the MDT on 23rd May reported many positive findings. I would argue that such frequent use of IM sedation, which should only be used (even if by consent) when all other deescalation methods had been exhausted, and this may have pointed to a deficiency in therapeutic approach by the nursing and HCA staff on the ground. This should have been explored in MDT. 

241. I was further concerned by record keeping – poor documentation on records, even accounting for fact scanned.

242. I was concerned by the failure to follow the Rapid Tranquilisation policy. IM sedatives carry a risks of serious side effects and their use needs careful monitoring and oversight. There was no consultation with a doctor. Nursing staff did not appear to understand the RT policy and Elysium accept there was a lack of appropriate training of staff in this regard. Perhaps the most worrying aspect was the use of IM haloperidol following promethazine and then potential for a head injury without a proper safety net in place. This was brought about by poor communication in nursing handover, poor record keeping, and lack of understanding of the RT policy.

243. In relation to the potential for head injury on 28 May 2022, I find that Nurse Imaikop knew Molly had just experienced a blow to her head. She is on scene within 8 seconds of the event and spends some seconds speaking to Mr Davies.

244. Mr Davies explained that he would have told the nurse what had happened, if she were unaware, because at the very least he would need to explain why he was holding Molly in the manner that he was. And even if Mr Davies is wrong in his evidence, and there were certainly things he was wrong about, it is inconceivable in my assessment that the only qualified nurse in charge of the shift, Nurse Imaikop, would attend a patient in that scenario and remove her to another part of the ward without establishing exactly what had happened. Nurse Imaikop did not manage this incident in accordance with what would have been expected of the nurse in charge. The incident was not recorded either on IRIS or the handover note, the incoming night shift nurse was unaware of the incident,  and no regime or reasonable head injury observations were established either by the nurse or by speaking with the on-call duty doctor to take advice. 

245. In relation to the 999 call, it is of grave concern that no-one established why Molly felt that she required an ambulance. She cited her seizures during the call. It would be speculative of me to leap to any assumption about whether Molly did need medical care or whether this was, as it had been in the past, a manifestation of her mental health. But it is nonetheless worrying that a 999 call following the events of that morning, with prolonged seizure activity, was not properly inquired into. Again, this points towards a perfunctory approach to Molly’s medical care.

246. As to events of Sunday 29th May, I cannot establish on the evidence before me exactly when Molly likely stopped breathing, but I have found Tamzin Irvine-Brentnall to be a sound and reliable witness and she told me that at 12.58 hours Molly was still breathing, she did not fully rouse but was rousable to a degree. I accept her account on a balance of probabilities, and this then provides a window for the fatal medical event between 13.00 and 14.30 hours.

247. I have carefully considered the events at around 14.00 hours when nurse Imaikop is seen in possession of the observation folder. The only explanation for the entries in the care log at around 14.00 hours is that those entries were probably written by Nurse Imaikop. I say that because the CCTV shows that she was in possession of folder, she was metres from Molly’s room, she was writing in the log but was not approaching bedroom nor did she hand the folder to other staff to record their entry when they approached the room.  

248. Having considered the key factual matters, one of the most important questions in this inquest relates to the cause of Molly’s death.

249. The cause of death is pivotal to whether there is a probable or possible link between the failings in molly’s care and her death. 

250. It is important to consider the totality of expert medical opinion, both written and live, and especially important to avoid cherry-picking the odd phrase without considering the context in which the evidence was given.

251. I am not persuaded that the opinion of Professor Nolan and Dr Scott as to the probable cause of Molly’s death being sudden arrhythmic death syndrome, and therefore the consequences that might possibly flow from this in terms of causation are speculative. Each expert was trying their best to assist the court, but perhaps in that endeavour both doctors lost sight of the degree of conclusivity required in this court and were not cognisant of the important distinction between a list of theoretical possibilities versus a realistic and genuine possibility based on some evidence beyond general population data.

252. A good example of this is the assumption that the sooner a person is found in extremis, the better their chances of survival. I have no doubt this assumption applies in some cases, in fact perhaps may cases, but it is a matter of common sense that, for some, it matters not when the patient is found in extremis as the dye is already cast on the outcome and any failings in care cannot therefore have caused or contributed to death. 

253. I consider that the approach adopted by Dr Hollingbury was more measured and importantly was in accordance with the Royal College of Pathologist’s professional guidance, that states “an unascertained cause of death should be recorded when a Pathologist cannot establish a definitive cause of death after a thorough post-mortem examination. It is a diagnosis of exclusion used when no natural or unnatural cause is identified.” That is exactly where the evidence is.

254. Where does that leave causation? Well, the only evidence of a possible connection came from Professor Nolan’s series of assumptions. As already found, I do not accept SADS can be recorded as the most likely cause of Molly’s death, and therefore it would be impossible to link any of failings to death whether on a probable or possible basis. 
RECORD OF INQUEST
255. Having carefully analysed the totality of the evidence, I must now reach findings of fact in order to answer the four statutory questions. It is not necessary for the coroner to reach a finding on every single twist and turn of the chronology. Rather, the coroner will perform the task of reaching findings on the central issue in the case. While the central issues are those that have probably, or where the coroner so determines, possibly caused or contributed to the death, the higher courts have repeated that this task is not to be interpreted so literally so as leave the Record of Inquest defective. 

256. The careful task is especially important where the deceased person was in the care of the state, especially vulnerable, and the cause of their death remains unascertained. The findings need to reflect why the cause of death is unascertained and underpin the conclusion in Box 4.
Box 1 – Molly-Star Kirk
Box 2 – 1a. Unascertained
Box 3 – Findings of Fact 
· Molly was a vulnerable young lady, with long standing mental health issues. She had spent a number of years under formal detention pursuant to the Mental Health Act. Her diagnoses included Emotionally Unstable Personality Disorder, PTSD, Mixed depression and anxiety, and an eating disorder.
· Molly had a number of other medical conditions including a stoma following colostomy to surgically remove an item she had ingested, non-epileptic seizure disorder, postural orthostatic tachycardia syndrome and elevated body mass index.
· She was extremely anxious about her physical health and in the months prior to her death she had a propensity to seek medical assistance via telephone from both 999 and 111. 
· Molly posed a significant risk of harm to herself. Her methods of self-harm included but were not limited to, ingesting or inserting foreign items into her body, head banging, overdoses, ligating, cutting, purging. As a result, her care plan required that staff observe her 12 times each hour, so roughly every 5 minutes. In the two days prior to her death, Molly was not observed every 5 minutes, contrary to her care plan and the care provider’s own policy. However, the observation log was deliberately and falsely completed to appear as if checks had been undertaken at the prescribed level. This was not detected by any level of management prior to Molly’s death.
· Molly was prescribed and administered high dose antipsychotic medication both as a regular prescription and on an ‘as required’ basis. Staff did not always follow the healthcare provider’s Rapid Tranquilisation policy when administering intramuscular forms of sedation, including on the day prior to her death. This was likely due to a lack of training.
· On 28 May 2022 at 14.00 hours, Molly dialled 999 reporting that she had experienced a number of seizures. No enquiry was made by staff of Molly as to why she felt she required an ambulance, but she told the operator she had experienced 4 or 5 seizures that day. That call was terminated in the course of Molly handing the telephone to staff at the request of the call handler. When the ambulance service returned the call, staff at the unit explained the call was a “prank”. This was contrary to basic medical practice and was a serious failing in the care of a vulnerable patient.
· At 17.49 hours Molly ran towards a glass door and struck it with her head. No medical advice was sought, no care plan was put in place, and this incident was not recorded in Molly’s records or on handover to night staff.
· There was a dangerous culture that prevailed on the unit which harboured a lack of care, non-adherence to care plans and a lack of management oversight.
· Molly retired to bed at 23.38 hours. At this time, she was mobilising freely and was not reporting any concerns to care staff.
· On 29 May 2022, at some time between 13.00 and 14.30 hours, Molly probably suffered a medical event while in her bed which brought about her death.
· Molly’s cause of death was investigated by autopsy and was the subject of multiple expert opinions. There was no obvious cause of death established on autopsy examination. While the mode and cause of Molly’s death has not been determined, whatever occurred, it did not present an opportunity for Molly to call for help on 29 May 2022 nor leave an obvious physical finding.
· Without knowing the cause of her death, it is impossible to link any of the gross failings in her care as causative or contributory to her death with any degree of certainty. To attempt to do so would be speculative.

Box 4 – short form
Open
For all of the reasons articulated above.
FINAL REMARKS
I have considered carefully my obligations pursuant to Regulation 28, that is to issue a Prevention of Future Death. I am satisfied that by duty is not triggered. 
I have made robust findings of poor medical care, which the regulated members of staff have an obligation to self-refer to their regulator. I, too, shall share my findings with the NMC. Healthcare Assistants are not required to register with any professional body. That is a matter of public policy and therefore, not for comment by the coroner.
I offer my sincere condolences to Molly’s family. 
My thanks to counsel for your assistance.
20 March 2022
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There are some circumstances in which it is so well recognised that there is an increased risk
of sudden death that, although the mechanism by which the deaths occur is not understood, the

‘medical cause of death can be described in such a way that these deaths can be grouped together
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for classification purposes. For example, SUDEP (sudden unexpected death in cpilepsy) can
be used to classify the sudden death of a patient with epilepsy in which the medical cause of
death cannot be identified. Similarly, SUDIC (sudden unexpected death in infancy and
childhood) can be used to classify the sudden death of a patient under the age of 18 years for
which no cause can be determined.  There is currently no agreed terminology for the
classification of sudden deaths in patients receiving antipsychotic treatment and it is thercfore
my opinion that the most appropriate description for Ms Kirk’s medical cause of death remains

1a Unascertained.
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Summary
Overall, the post mortem toxicology results correspond with the medication administration charts

provided:

Mirtazapine, zopiclone and topiramate were detected at therapeutic concentrations in post
mortem blood which is consistent with the long-term use of these medications and their last
administration on the day prior to death.

Bisoprolol was detected in post mortem blood which is consistent with its long-term use and
last administration on the day prior to death.

Paliperidone was detected in post mortem urine which is suggestive of the previous use and
likely consistent with the intramuscular injection of long lasting paliperidone palmitate on
17/05/2022.

Clonazepam was not detected; however, this does not necessarily indicate non-
administration of clonazepam on the day prior to death.

Omeprazole and Forceval are not routinely detected by the drug screening techniques used.
Haloperidol was detected in post mortem blood at a concentration suggestive of therapeutic
use which is consistent with its long term use and the last administration of haloperidol by
intramuscular injection on the day prior to death.

A trace amount of promethazine was detected in post mortem blood which confirms its use
and is likely consistent with the intramuscular injection of promethazine on 28/05/2022.
Co-codamol, hyoscine hydrobromide and mefenamic acid were not detected which is
consistent with their non-recent administration.
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Death can be defined as the irreversible cessation of vital biological functions, in humans these
are blood circulation (heartbeat), respiration and brain activity. These functions can cease in
any order but as they arc dependent on each other, once one system fails, the others follow.
For the purposes of providing a medical cause of death, it is not sufficient to purely state which
of these functions has failed first. What needs to be determined is what underlying process

has, on the balance of probabilities (i.c. more likely than not), caused that process to fail.

Not all medical causes of death can be determined at post-mortem examination. Even with the
‘most thorough of examinations and extensive laboratory tests, a proportion of medical causes
of death remain unascertained. There are many reasons why this may be the case. For example,
it is not possible to examine the conduction of electrical signals through body tissues after
death. There is therefore a wide range of abnormalities within the heart, brain and nervous
system that it is impossible to investigate at post-mortem examination. Disturbance in the
levels of electrolytes within the blood can result in sudden death, however, these cannot be
reliably tested for in post-mortem samples. There are also metabolic abnormalities (disorders
in the chemical processes within the body) that can result in death, however, as cellular function

ceases after death many of these cannot be tested for at post-mortem examination.

T have read Dr Smith’s statement and note his discussion regarding sudden deaths in patients
who are prescribed antipsychotic medications. Iam in agreement with Dr Smith that studies
within the medical literature have shown that patients taking antipsychotic medications have
an increased risk of sudden death compared to patients not taking these medications. However,
an increased risk of death does not, in itself, provide sufficient certainty, on the balance of
probabilities, to suggest the use of antipsychotic medications as the direct medical cause of Ms
Kirk’s death.




