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Letter to the Secretary of State

The Rt Hon Frank Dobson MP
Secretary of State for Health
Richmond House

79 Whitehall

London SW1A 2NS

6 January 1999

Dear gewd‘cmj o( gh&i,

We were appointed by your predecessor in February 1997 to investigate the functioning of the Personality Disorder Unit (PDU)
at Ashworth Special Hospital, following allegations made by a former patient, Mr Steven Daggett, about the misuse of drugs
and alcohol, financial irregularities, possible paedophile activity and the availability of pornographic material on the Unit. We
were also asked to review in the light of our investigations the policies, clinical care and procedures on the Unit; its security
arrangements; the management arrangements for assuring effective clinical care and appropriate security for patients; and the
arrangements for visiting on the PDU.

We enclose our report, which has been agreed and signed by all four of us. We would call attention to the following points.

e We found Mr Daggett's description of the environment on Lawrence Ward to be largely accurate. Pornography was
widely available on the ward; patients were running their own businesses; Hospital policies were ignored; and security
was grossly inadequate.

e The child at the centre of the paedophile allegations was, in our view, being groomed for paedophile purposes. She
was permitted, often unsupervised, to associate with men with appalling criminal records. One of them visited the
child at her home when on escorted leave. That this was allowed to happen is disgraceful in what was supposed to be a
hospital, and a high security hospital at that. Perhaps worst of all, the clinical staff did nothing about it, and some of
them even judged it to be in the interests of the patient.

e The PDU was a deeply flawed creation. A number of highly serious reports have demonstrated Ashworth Hospital's
failure to care for and manage a large group of severely personality disordered patients.

e The management culture of the Hospital was dysfunctional. Senior managers were secretive, out of touch and totally
unable to control this large institution.

Four critical internal reports were suppressed. Ministers were misled on two occasions about events at Ashworth.

We have no confidence in the ability of Ashworth Hospital to flourish under any management. It should close.

More positively, we offer our view for how high security services could develop within regional forensic networks
involving both the NHS and the Prison Service.

We suggest changes to the law to introduce reviewable sentences for severely personality disordered offenders.

Last, but not least, we believe the current accountability arrangements within the NHS are unclear and unsatisfactory
and recommend changes. We make judgements about the conduct and performance of those most directly involved in
these events.

We have found conducting this Inquiry a challenging, often depressing, but also fascinating task. Whilst there is much we have
found to criticize, both at Ashworth and in the wider context within which it operates, we are convinced that now is the time to
grasp the nettle and replace the system we have found to be so fundamentally flawed with one which will serve patients, staff
and the public far better.

-

\/M ?\w_w&j'
pﬂ;* Cllon

His Honour Peter Fallon QC
Bristol
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Building commenced on a large hospital on the Moss Side site.

Moss Side site sold to Lunacy Board of Control. After the outbreak of war the hospital was used to treat soldiers
suffering from nervous disorders.

The Hospital was requisitioned by Ministry of Pensions and soldiers returned.

The Hospital became the Moss Side State Institution, run by the Board of Control.

Moss Side became part of the new NHS, although still under the management of the Board of Control.

The Mental Health Act 1959 transferred ownership of Moss Side and its sister hospitals to the Ministry of Health.
Park Lane Advance Unit opened.

Park Lane Hospital opened.

Special Hospitals Service Authority (SHSA) established to run the Special Hospitals.

Ashworth Hospital came into existence. The old Moss Side site became Ashworth South and East, Park Lane
became Ashworth North.

Stephen Mallalieu killed in his bedroom on Owen Ward.

Derek Williams killed by another patient on Forster Ward.

Cutting Edge television documentary alleged ill-treatment of patients by staff at Ashworth.
Secretary of State for Health William Waldegrave announced an inquiry into the complaints of ill-treatment of

patients, to be chaired by Sir Louis Blom-Cooper QC.

Bradford Social Services wrote to Dr Sylvester, the Director of Medical Services at Ashworth Hospital,
requesting information about the father of Child A. They never received a reply.
The Blom-Cooper Inquiry was published.

Task Force set up under Chairmanship of Mr Peter Green, Acting General Manager.

Task Force Reports to SHSA

Mrs Janice Miles took over as Unit General Manager.

SHSA approved new Management Structure of the Hospital.

Lawrence Ward PCT consented to several patients (including Mr Daggett) conducting their own financial affairs.
Dr Ian Strickland appointed as Clinical Manager of the Personality Disorder Unit (PDU).

PDU formally came into existence.

Dr Crispin wrote to Dr Strickland re her concerns about drugs and alcohol on Owen Ward.
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Patient Mr O'Neill absconded on a home visit.

Mr O'Neill involved in fights with other patients.

Arson attack on Mr O'Neill's bedroom.

Mr Brennan, Ward Manager of Owen Ward, sent a memorandum to Dr Strickland re the situation on the ward.
Owen Ward incident.

Mr Green and his team completed their investigation of the hostage-taking.

Mr Tarbuck took over as Clinical Manager of the PDU.

Mrs Miles presented the 19-page Owen Ward report to the SHSA; a 9-page version was later circulated to staff.
Security Department issued a message to wards banning patients from handling cash and credit cards, birth
certificates, passports, driving licences and Premium Bonds.

Mrs Miles issued a directive banning patients from engaging in commercial activities.

Ashworth Hospital Board (a sub-committee of the SHSA) established.

HMG split into strategic HEG and operational HMT.
Department of Health published High Security Psychiatric Services: Changing in Funding and Organisation.
HEG reaffirmed ban on cash cards; HMT noted the decision the next day.

Mr Arnold wrote to Mrs Miles with draft policy for cash cards.
Dr Strickland wrote to Mrs Miles setting out the patients' views.

Parcel to Mr Braund containing embossing machine intercepted.

SHSA dissolved. The High Security Psychiatric Services Commissioning Board established as a non-statutory
body advising Ministers through the Chief Executive of the NHS Executive on the commissioning of high
security services. The three hospitals became Special Health Authorities: Ashworth Hospital Authority came into
existence.

Mr Tarbuck wrote to Ms Young saying "definitely no" to cash cards.

Mr Murphy briefed Hospital Policy Board on his concerns about the PDU.
Mr Murphy attended Lawrence Ward and insisted cards were destroyed.
Lawrence Ward shop closed.

Patient Stephen Finney took an overdose. His room was searched. Following his return he attacked a nurse on
Shelley Ward with a knife. A further search revealed a number of sensitive documents.

Steven Daggett absconded.

Search of Lawrence Ward bootroom revealed 41 pornographic videos.



September
1996

8 October  Steven Daggett returned to Ashworth.
1996

29 Steven Daggett discussed the contents of My Concerns with Mr Gardner, Mr Murphy and Ms Bamber.
October

30 Steven Daggett transferred to Rampton.
October
1996

14 Nurse James Corrigan, Mr Daggett's escort on 25 September, sacked for gross misconduct.
November
1996

25 Mrs Miles received a copy of My Concerns. Bradford Social Services contacted.
November
1996

29 Visits to the PDU wards by children under 14 stopped.
November
1996

17h Steven Daggett raised his concerns about Ashworth with a Mental Health Act Commissioner at Rampton.
December
1996

17 January Lawrence Ward searched.
1997

22 January Story about the search in the Daily Express.
1997

28 January Merseyside Police informed about suspicions of possible paedophile activity on Lawrence Ward.
1997

29 January Mrs Miles briefed Mr Tinston, Regional Director of the North West Regional Office of the NHS Executive.
1997

30 January Dr Jones of the HSPSCT received a copy of My Concerns. Mr Murphy contacted Mr Rowden.
1997

31 January Case Conference re Child A in Bradford.
1997

Police raided the home of Child A and her father, removing videos and other items.

3 February Mrs Miles briefed Mr Rowden and Mr Tinston.
1997

Mr Rowden travelled to Merseyside to meet Mr Murphy, who expressed concern about the senior management of
Ashworth Hospital. Mr Murphy confirmed that 90 per cent of the Daggett allegations were true.

6 February Officials met Mr Dorrell, the then Secretary of State, to discuss the allegations. Mrs Miles suspended.
1997

7 February Inquiry established.
1997
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Abbreviations and Glossary

Absconsion

Butler

CAS

Code of
Practice

CPA

CSC

DSMIV

Forensic
Psychiatry

HAS

Health Care
Service for

Prisoners
HEG
HMG
HMT

Hospital
Direction

Hospital
Order

HSPSCB

HSPSCT

ICD10
LOA
Mental

Technically, an absconsion is an unauthorized absence from a Leave of Absence trip, i.e., the patient escapes
whilst on an arranged visit outside the walls of the hospital. An escape, by contrast, refers to a patient escaping
from within the secure perimeter of the hospital.

The Report of the Committee on Mentally Disordered Offenders, established in 1972 under the chairmanship
of Lord Butler of Saffron Walden KG, which reported in 1975 and made many recommendations on the
treatment and management of mentally abnormal offenders.

Continuous Assessment Scheme, the special scheme within the Prison Service for monitoring the most
disruptive prisoners.

Under section 118 of the Mental Health Act 1983 the Secretary of State is required to produce detailed
guidance on how the provisions of the Mental Health Act should operate. The Code is currently published as
Code of Practice: Mental Health Act 1983. A revised edition is currently under consideration and will
published early in 1999, subject to Parliamentary approval.

Care Programme Approach. The CPA, described in Health Circular HC(90)23 and Local Authority Letter
LASSL(90)11, is designed to ensure that patients receive well-planned and coordinated care.

Close Supervision Centre, part of the new approach within the Prison Service towards managing highly
disruptive prisoners.

Diagnostic and Statistical Manual of Mental Disorders, fourth edition (1994). Published by the American
Psychiatric Association.

The branch of psychiatry which deals principally with mentally disordered individuals who offend or otherwise
come into contact with the Criminal Justice System.

The NHS Health Advisory Service. The Health Advisory Service (formally Hospital Advisory Service) was
established in 1969 to encourage and disseminate good practice and to advise the relevant Secretaries of State
on standards of care and management practices in hospitals for elderly and mentally ill people in England and
Wales. The existing HAS was wound up in March 1997.

Formerly the Prison Medical Service. This part of the Prison Service is responsible for the

delivery of health care to prisoners.

Hospital Executive Group (Ashworth Hospital)
Hospital Management Group (Ashworth Hospital)
Hospital Management Team (Ashworth Hospital)

A new order known as a Hospital Direction has been created by section 46 of the Crime (Sentences) Act
1997. This allows a judge in the Crown Court to pass a sentence and order the detention of an offender in a
hospital, as if a hospital order had been made. A restriction direction would be passed at the same time. At
present this power only applies to those classified as suffering from psychopathic disorder.

A hospital order under section 37 of the Mental Health Act is an alternative to a sentence. The convicted
individual is detained in hospital for treatment. Generally the hospital order will be subject to a restriction
direction under section 41, giving the Home Secretary powers over various aspects of the convicted person's
management.

High Security Psychiatric Services Commissioning Board, the non-statutory body set up to advise Ministers
on the funding and commissioning of high security psychiatric services, and on a future strategy for secure
psychiatric services.

High Security Psychiatric Services Commissioning Team, the group of civil servants who are responsible
for the day to day commissioning and monitoring of high security psychiatric services.

International Classification of Diseases, 10th Revision (1992). Published by the World Health Organization.
Leave of Absence. The term used for a trip outside the hospital grounds.

A legal term. Section 1(2) of the Mental Health Act defines mental disorder as "mental illness, arrested or



Disorder
MHAC

MHRT
MHU

Moss Side
MSU (RSU)
NHS
NWRO
Park Lane

PCL-R

PCT
PDU
Personality
Disorder(s)

POA

Psychopathic
Disorder

Reed Review

RMO

SHA
SHSA

Special
Hospitals

SSI

TBS

Transfer
Direction

incomplete development of mind, psychopathic disorder and any other disorder or disability of mind".

Mental Health Act Commission. The statutory body charged with visiting detained patients and safeguarding
their rights.

Mental Health Review Tribunal. Tribunals are independent quasi-judicial bodies charged with reviewing the
compulsory detention of patients in psychiatric hospitals.

The Mental Health Unit of the Home Office, the Unit which supports the Home Secretary in exercising his
statutory duties with regard to restricted patients.

Moss Side was the original psychiatric hospital at Ashworth, comprising what is now Ashworth South (which
was closed in 1995) and Ashworth East.

Medium Secure Unit (Regional Secure Unit). Secure psychiatric hospitals for patients who do not need the
level of security found in the High Security Hospitals. There are now approximately 1,700 medium security
beds in the NHS and private hospitals.

National Health Service.

North West Regional Office, one of the Regional Offices of the NHS Executive, itself part of the Department
of Health. The NWRO oversees the performance of the NHS in the North West of England.

Park Lane was built to relieve overcrowding at Broadmoor. It opened in stages between 1974 and 1984. It is
now known as Ashworth North.

Psychopathy Checklist Revised, devised by Professor Hare. This checklist comprises 20 items, in which each
item is scored 0, 1 or 2. At a score of 30 or more an individual is designated as a "psychopath" for research
purposes.

Patient Care Team. The multi-disciplinary team on a given ward which discusses and makes decisions on the
care and treatment of patients on that ward.

Personality Disorder Unit (Ashworth Hospital)

Abnormality or abnormalities of personality which are long-standing (usually beginning in childhood) and
persistent, and which constitute a basic feature of a person's functioning.

Prison Officers' Association, one of the three main unions at Ashworth. The others are the RCN (Royal
College of Nursing) and UNISON.

Psychopathic Disorder is defined in the Mental Health Act as "a persistent disorder or disability of mind
(whether or not including significant impairment of intelligence) which results in abnormally aggressive or
seriously irresponsible conduct on the part of the

person concerned".

The Department of Health/Home Office Review of Services for Mentally Disordered Offenders and
Others Requiring Similar Services (1992). This review was chaired by Dr John Reed CB and made a number
of recommendations for improving services for mentally disordered offenders.

Responsible Medical Officer, defined in law as "the medical practitioner in charge of the treatment of the
patient". The RMO exercises various powers, including the power to discharge, renew detention and grant
leave of absence. These powers are circumscribed somewhat in the case of restricted patients by the powers of
the Home Secretary.

Special Health Authority. Ashworth, Broadmoor and Rampton are all Special Health Authorities.

Special Hospitals Service Authority, the Special Health Authority which ran the Special Hospitals between
1989 and 1996.

The traditional term for the three High Security Hospitals in England. The other two are Broadmoor and
Rampton. The State Hospital at Carstairs in Scotland is the High and Medium Security facility for Scotland
and Northern Ireland.

Social Services Inspectorate. The SSI is part of the Department of Health. One of its key functions is carry
out a programme of independent inspections of personal social services.

Terbeschikkingstelling roughly equivalent to a hospital order in the Dutch system. See Appendix 8.

A transfer direction is an order for a convicted prisoner to be transferred to an NHS hospital under section 47
of the Mental Health Act. Usually restrictions are attached under section 49. A move in the opposite direction
is known as remitting back to prison.



Treatability Before an individual classified as suffering from psychopathic disorder (and mental impairment) can be
detained in hospital for treatment the treatability test must be satisfied, i.e., that the treatment "is likely to
alleviate or prevent a deterioration of his condition" (see sections 3, 37).

UGM Unit General Manager
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PART 1
Background to the Inquiry

1.1.0 The Establishment of the Inquiry

1.1.1 On 7 February 1997 the Right Honourable Stephen Dorrell MP, then Secretary of State for Health, established a statutory
inquiry under section 84 of the National Health Service Act 1977 to investigate serious allegations made by Mr Steven Daggett,
a former patient of the Personality Disorder Unit (PDU) at Ashworth High Security Hospital. The allegations concerned
possible paedophile activity on one of the wards of the PDU, the availability of pornography, drugs and alcohol, and financial
irregularities. At the same time, the then Chief Executive, Mrs Janice Miles, was suspended and Mr Erville Millar was
appointed as Acting Chief Executive.

1.1.2 Dr Hilary Hodge was appointed as substantive Chief Executive in October 1997. Her appointment was not a success and
she left the Hospital in June 1998, with Mr Peter Clarke, Chief Executive of Mental Health Services of Salford NHS Trust,
taking over as Acting Chief Executive.

1.1.3 We deal with the events leading up to the establishment of this Inquiry in greater detail below.
1.2.0 Composition of the Committee and Terms of Reference

1.2.1 The Chairman was appointed on 7 February 1997 and the other members of the Committee of Inquiry shortly thereafter.
Our membership reflects a broad range of experience and expertise in the law, forensic psychiatric services and health service
management.

1.2.2 We were asked to work to the following terms of reference:

(i) to investigate the functioning of the Personality Disorder Unit at Ashworth Hospital following allegations about misuse
of drugs and alcohol, financial irregularities, possible paedophile activity and the availability of pornographic material
within the Personality Disorder Unit;
(i) to review, in the light of these investigations:
(a) the policies, clinical care and procedures of the Personality Disorder Unit;
(b) the security arrangements for the Personality Disorder Unit;
(c) the management arrangements at the Hospital for assuring effective clinical care, appropriate security for patients
and arrangements for visiting on the Personality Disorder Unit;
(iii) to submit a full report to the Secretary of State for Health and to make recommendations for action.

1.2.3 In his statement to the House of Commons (see Appendix 1), The Rt Hon Stephen Dorrell MP, made clear that the inquiry
should focus on the policies, clinical care and management of the PDU, as this was where problems had emerged. But he noted
that the inquiry would wish to follow up any wider questions necessary to a proper consideration of the issues. Mr Dorrell's
successor, the Rt Hon Frank Dobson MP, also encouraged us to look more widely than our relatively narrow brief to focus on
matters of broad policy interest.

1.2.4 We have indeed used that freedom where we thought it necessary. Thus we have not limited ourselves to a narrow focus
on the events alleged and, in many cases, proved to have taken place on Lawrence Ward in and around 1995 and 1996. To do so
would have ignored the context within which those events took place. First, Lawrence Ward was not the only ward within the
PDU to have suffered very major problems since the Unit's inception (we are thinking here in particular of the Owen Ward
hostage-taking in June 1994, of which much more below). Second, we could not discuss the various security weaknesses of
Lawrence Ward without examining the overall security failures of the Hospital. Third, this Inquiry follows the earlier Blom-
Cooper Inquiry of 1991/2, which quite rightly launched a radical change in the nature of the Hospital. But the implementation
of its recommendations was fatally flawed as far as the Hospital's personality disordered patients were concerned. To
understand the troubled history of the PDU one needs to understand the aftermath of the Blom-Cooper Inquiry.

1.2.5 At the same time we were aware that we needed to give our work clear chronological limits. We decided it would be
sensible to go back in time as far as 1989, the year management transferred from the Department of Health to the new Special



Hospitals Service Authority and to continue up to October 1996, when Mr Daggett returned from his absconsion. For obvious
reasons we have concentrated in particular on the years 19931996, but there was an inevitable drift into 1997.

1.2.6 We have also taken the view that to tackle the second part of our remit sensibly we had to examine in detail the
controversies surrounding the diagnosis, treatment and treatability of personality disorder and the right services for individuals
with personality disorder. In this we concentrated our attention on the severe end of the spectrum of personality disorders, on
the sorts of offender who have found themselves in Ashworth Hospital's PDU. We therefore devoted some two weeks of
hearings to evidence from some of the acknowledged experts in personality disorder. We have published their expert
submissions as a separate volume. We are very grateful to the experts who generously gave their time. We have been much
helped by their thoughts.

1.2.7 Furthermore, although the holding of seminars by public committees of inquiry has not always proved worthwhile, we
decided to hold three - one on the management of this difficult group of patients, the second on matters of accountability within
the National Health Service and the third on legal issues which appeared to require to be considered. We held all the seminars
after we had heard all the evidence with the object of testing preliminary views which we had formed. Because we were testing
preliminary views we decided not to hold the seminars in public, and we invited prominent experts to assist us in these
sounding board exercises. This enabled us to hear from a wider range of people with appropriate expertise than we could
possibly have invited to give evidence.

1.2.8 The seminar which looked at the management of severely personality disordered individuals was attended by some 50
clinicians, managers and others. The third, which focused on the legal issues raised by severely personality disordered
offenders, was attended by a small group of judges, academic lawyers, forensic psychiatrists, civil servants and others. The
second which we organized concerned accountability. Any inquiry such as ours focuses on serious problems and inevitably
judgements have to be made about where responsibility for any errors lies and who should be accountable to the outside world
for the effective running of a service. It is also important to judge individuals in the context of the system in place during their
time. A defective system within which individuals have to work can contribute substantially to personal failure. To help us
refine our views on what principles of accountability are appropriate for a service such as the NHS we invited a small group of
interested parties to discuss a number of the relevant issues.

1.2.9 We are extremely grateful to all those who attended these sessions. We found them extremely helpful in challenging and
refining our thinking.

1.2.10 We turn now to the nuts and bolts of the inquiry process.
1.3.0 Gathering Material

1.3.1 For some months after the Inquiry was established a steady stream of papers emerged, largely, but not wholly, from the
Hospital. Initially, in order to decide the main routes to be explored, the Chairman, Secretary and Solicitor to the Inquiry in
various combinations met a number of people with in-depth knowledge of Ashworth Hospital and indeed of the High Security
Hospitals in general. We received much helpful information and assistance, for which we are most grateful.

1.3.2 In the meantime the Hospital set up a small team led by Mr Peter Green who rendered us much assistance in identifying
relevant material. Having been at Ashworth for some years he was well placed to coordinate the production of potentially
relevant documents. We are grateful to Mr Green and his team, who at all times have responded to our requests to the very best
of their ability. As will be seen, he and his team did not enjoy the same level of cooperation from within the Hospital and in
particular the PDU.

1.3.3 By the time we started to hear evidence in November 1997 we had amassed a formidable quantity of documents, with
many thousands of pages being disclosed to parties to the Inquiry, although we had sifted out many more. We were confident
we had received more or less all of the potentially relevant material. However, during the first session of hearings it emerged
that this was not the case. At a very late stage large quantities of documents were served relating to serious incidents. One
particular set of documents related to very serious allegations made by a personality disordered patient who later died. This late
service of documents greatly inconvenienced us and other parties to the Inquiry. Mr Green gave evidence on a number of
different days, but just before his final appearance, for some reason he had been relieved of his duties at Ashworth Hospital. We
lost a valuable assistant at a critical time.

1.3.4 Mr Green's last appearance came about because we recalled him to explain these problems. He told us that the vast
amount of information that was sent to the Inquiry did not emanate from the PDU, which had been obstructive from the
beginning of the Inquiry. It got to the stage where he had written to the Acting Chief Executive expressing his frustration at the
PDU's lack of support. Things did not improve greatly thereafter. From time to time we felt that the flow of documents later



disclosed, and which could have been disclosed much earlier, was being controlled so as to inhibit their thorough digestion.

1.3.5 We are quite satisfied that Mr Green and his team fulfilled their duties diligently and honestly. Unfortunately some
members of the PDU appear to have been less than cooperative, for whatever reason.

1.3.6 This episode also reflects the lack of a central information system within the Hospital itself, which would have given the
Inquiry ready access to much of the information which emerged so late. There was no reason why any of the material we were
given late in November 1997 could not have been in our hands in March or April.

1.4.0 The Nature of an Inquiry

1.4.1 Unlike Sir Louis Blom-Cooper's Inquiry into Ashworth Hospital in 199121 this Inquiry was given statutory powers from
the outset. The effect of section 84 of the National Health Service Act 1977 is to give an inquiry powers to compel persons to
give evidence or to produce papers; and to take evidence on oath or affirmation.

1.4.2 A public Inquiry such as this is not like a civil or criminal trial which are adversarial in nature. A public inquiry which is
inquisitorial, is aimed primarily at establishing the truth rather than proving guilt or innocence. In Paragraph 28 of the Royal
Commission on Tribunals of Inquiry, Cmnd 3121 (1966) (chaired by the Rt Hon Lord Justice Salmon) Lord Justice Salmon
points out that it is the Committee's responsibility, as an inquisitorial tribunal:

"to make and direct all necessary searching investigations and to produce the witnesses in order to arrive at the truth".

The Inquiry has the freedom to conduct its operations as it sees fit; to decide what documents it needs to see; whom to call as
witnesses; and how to proceed, in order to discharge its responsibility to the public to arrive at the truth. There is some guidance
available, particularly in the six principles set out in Lord Salmon's Report. These are:

"1. Before any person becomes involved in an inquiry, the Tribunal must be satisfied that there are circumstances which
affect him and which the Tribunal proposes to investigate.

2. Before any person who is involved in an inquiry is called as a witness he should be informed of any allegations which
are made against him and the substance of the evidence in support of them.

3.(a) He should be given an adequate opportunity of preparing his case and of being assisted by legal advisers.

(b) His legal expenses should normally be met out of public funds.

4. He should have the opportunity of being examined by his own solicitor or counsel and of stating his case in public at the
inquiry.

5. Any material witness he wishes called at the inquiry should, if reasonably practicable, be heard.

6. He should have the opportunity of testing by cross-examination conducted by his own solicitor or counsel any evidence
which may affect him."

[Paragraph 32.]

The thread that runs through those principles is that an Inquiry should be both fair and thorough. However, a limited adoption
of some adversarial practices can assist in the process.

1.4.3 Committees of Inquiry have considerable freedom to pursue their enquiries as they see fit. It is a freedom with a mixed
blessing. Unlike a judge in a civil or criminal trial, the panel does not receive papers which have already been prepared by
lawyers. In paragraph 30 of the 1966 Royal Commission it is said:

"There are important distinctions between inquisitorial procedure and the procedure in an ordinary civil or criminal case. It
is inherent in the inquisitorial procedure that there is no /is. The Tribunal directs the inquiry and the witnesses are
necessarily the Tribunal's witnesses. There is no plaintiff or defendant, no prosecutor or accused; there are no pleadings
defining issues to be tried, no charges, no indictments or depositions. The inquiry may take a fresh turn at any moment. It
is therefore difficult for persons involved to know in advance of the hearing what allegations may be made against them".

1.4.4 Preparation is therefore a Committee of Inquiry's first task, and we touched on that in 1.3.15 above. Members of the
public may be surprised when a committee set up as a matter of urgency does not immediately begin to hear evidence. It cannot
do so. The oral and documentary evidence is "out there somewhere", but it has to be found, considered and sifted for relevance.
Additionally an appropriate scheme for dealing with relevant evidence at hearings has to be devised.

1.4.5 Each judicial inquiry is different, and has its own particular issues of process to address. We discuss below the major
procedural issues facing us and how we have addressed them, and outline other important aspects of our approach to our remit.
At Appendix 2 are copies of Press Notices we issued on 28 July 1997 and 17 October 1997.



1.5.0 The Criminal Investigations

1.5.1 Firstly, we have always had to bear in mind that ours was not the only investigation into aspects of these allegations.
Merseyside Police have investigated very thoroughly the suggestions that a child visitor may have been abused within
Lawrence Ward and we have been careful throughout not to interfere with the progress of their investigations. For their part,
Merseyside Police have been extremely helpful to us and we are grateful to them.

1.5.2 The existence of these investigations, and the possibility of criminal charges, have had serious implications for how we
tackled our remit. Early on it became clear that the best way to avoid any interference with the criminal investigations was to
reverse the order in which we handled its two main parts, tackling the more general part of our remit first. We anxiously
considered whether such a decision would "put the cart before the horse". Part One of our remit involves a fact-finding exercise
concerning what happened on Lawrence Ward. Part Two involves considering how things happened, why they could have been
allowed to happen and what needs to change. Part Two also involves the wider consideration of the policies, clinical care and
procedures of the Personality Disorder Unit and its security arrangements. Additionally we were charged with considering the
management arrangements for securing effective clinical care and appropriate security needs of patients.

1.5.3 The two parts are not separated by water-tight bulkheads, but there was no disadvantage in tackling Part Two first. On the
contrary there was a positive value to be gained. The more we learned about the management, care and treatment of personality
disordered patients, the better able we were to appraise the management, clinical care, security and other arrangements
prevalent at the time with which Part One of our remit is concerned.

1.5.4 From another point of view the decision to deal with Part Two first was fortuitous. The investigation by Merseyside Police
took some months longer than expected. As a result the Crown Prosecution Service did not receive papers until September
1997. Had we opted to deal with Part One first we may have had to delay the November hearings. In the event the Crown
Prosecution Service did not decide whether any prosecutions should be brought until about four weeks after our hearings had
commenced.

1.6.0 Taking of Evidence on Qath

1.6.1 A second issue was whether or not to take evidence on oath or affirmation. There are arguments on both sides. Asking
each witness to swear an oath or to affirm may give the inquiry more of an adversarial court-room air than is desired and affords
no protection against a witness determined to mislead. Yet by taking evidence on oath one can give witnesses who have
unpalatable evidence some measure of protection, by in effect forcing them to reveal the truth on pain of perjury. Also if one
feels that would be helpful in some cases, it would be best to apply it in all, so that all witnesses are subject to the same process.
We decided to ask all witnesses to give evidence on oath or affirmation.

1.7.0 Salmon Letters2

1.7.1 A third thorny problem was that of the issue of these documents, so-called "Salmon letters". The Royal Commission had
recommended their issue as a result of their historical review of inquisitorial processes. From the middle of the seventeenth
century until 1921 the investigation of events giving rise to public concern had been by Select Parliamentary Committee or
Commission of Inquiry. By 1921 this type of inquiry was entirely discredited and the Tribunals of Inquiry (Evidence) Act 1921
was passed. The 1921 Act had its defects and the Royal Commission was set up to examine whether it should be abolished or
kept in its then, or amended, form. It was concluded that certain matters which gave rise to public concern could not be dealt
with by ordinary civil or criminal proceedings. Although the inquisitorial procedure was "alien to the concept of justice
generally accepted in the United Kingdom", it must be used "to preserve the purity and integrity of our public life without
which a successful democracy is impossible".

1.7.2 Having recognized defects in the 1921 Act Lord Salmon recommended six cardinal principles to remove the difficulties
and injustices with which people involved in an inquiry may be faced. These are quoted in paragraph 1.4.2 above. The issue of
Salmon letters was recommended to implement the second of those cardinal principles.

1.7.3 Lord Salmon recognized that the form of the document disclosing to the witness the substance of the case against him
must be left in each case to the discretion of the tribunal. The point is this: the six cardinal principles introduce into the
inquisitorial process limited elements of the adversarial system so that the Tribunal is as fair as possible to the witnesses it calls.
What has to be remembered is that the inquisitorial process has none of the formality of the adversarial process, as Lord Salmon
recognized (Paragraph 30).

1.7.4 In their Report into Complaints at Ashworth Hospital Sir Louis Blom-Cooper and his team warn against the tendency to
interpret the Salmon letter process too rigidly. We agree. There is a lack of precision in the machinery of an inquisitorial



inquiry. If this were not so the raison d'étre for its use would be defeated.

1.7.5 We would also note in passing that all of the six Salmon principles are recommendations, rather than rules. As Sir Richard
Scott, Vice Chancellor, said in the context of his own Inquiry:

" ... there has been a tendency for the media and some commentators to regard the six cardinal principles in the Salmon
Report not as recommendations but as rules. I regard this as an unhelpful approach. The Salmon recommendations are
rightly recognized as providing important guidelines to inquiries about how injustice and unfairness to witnesses can be
avoided. But . . . every inquiry must adapt its procedures to meet its own circumstances." 3

Our general procedure, however, was different from that adopted by Sir Richard Scott.

1.7.6 In this spirit it must be understood that a Salmon letter is not a precise document. It is intended to help a witness who may
be criticized to understand what he may have to address when he gives evidence. It does not however circumscribe permitted
questioning of a witness, and any attempt by legal representatives to seek to treat it as a quasi-pleading must be resisted.

1.7.7 In this Inquiry we were conscious that a large number of individuals could potentially be subject to Salmon letters in
relation to relatively minor criticisms. It seemed more appropriate to restrict the use of Salmon letters to more central figures.

1.7.8 We adopted a policy of sending those individuals who were judged to be at risk of serious criticism a letter setting out the
main areas where the Committee requested their assistance. These letters made clear that further issues might arise during the
course of the Inquiry to which individuals would have to respond. We tried to draw these letters as a series of issues or
questions. (An example is found in Appendix 2.)

1.8.0 Representation of Parties

1.8.1 One of the issues that arise in an inquiry such as ours is the representation of parties, and in particular, who should be
represented at public expense. With regard to the latter point there is a well-known rule of thumb to the effect that the public
purse will meet the reasonable costs of any necessary party to an inquiry or tribunal who would be prejudiced in seeking
representation were he or she in any doubt about funding. However, the costs of substantial bodies are generally not met from
public funds unless there are special circumstances.

1.8.2 We granted representation at public expense to the patients within the PDU and a number of individuals connected with
the events in the PDU. Apart from the patients on the PDU, we sought to restrict representation strictly to those parts of the
hearings which touched upon an individual's own interest.

1.8.3 With regard to the patients within the PDU we followed the eminently sensible precedent of Sir Louis Blom-Cooper's
Inquiry by selecting a single firm to represent all patients, thereby avoiding a multiplicity of representation. Pannone and
Partners was selected after a tendering exercise. We did grant separate representation for the Liverpool hearings to Mr Steven
Daggett, whose original dossier of complaints made allegations against a number of patients. It was felt that any one firm would
face a conflict of interests in representing both Mr Daggett and the other patients within the PDU.

1.8.4 Appendix 3 lists the parties represented at the Inquiry.
1.9.0 Handling of Statements

1.9.1 We took the view that witness statements should be kept confidential and not circulated to parties until decisions had been
taken on which witnesses to call and until we could judge with reasonable accuracy the extent to which particular parties
needed access to the statements of particular witnesses.

1.9.2 This is another area where the distinction between inquisitorial and an adversarial proceedings becomes apparent. It is the
Committee which is inquiring. Other witnesses are only "cross-examined" by parties with the permission of the Committee, and
not as of right. As a matter of fairness, if a witness testifies adversely to a party, then it is right that such a party should be
enabled to challenge such a witness, but when the witness' evidence in no way affects another party there is no need for that
party to have the witness statement or to cross-examine.

1.9.3 Lord Salmon, suggested that even those to whom Salmon letters are sent need only be given the substance of the evidence
against them. Thus in making witness statements available at a reasonable time before the hearing we took the view that we
were being as fair as possible.

1.10.0 Hearings



1.10.1 We were determined to hold as many of the hearings as possible in public, whilst recognising that some evidence might
need to be heard in camera. On several occasions we had discussions over whether or not to allow names to come into the
public domain. For the most part we took the view that names should be revealed. On some occasions we deemed it right to use
a coded procedure.

1.10.2 We held two preliminary hearings, on Thursday 7 August and Friday 10 October 1997. These hearings provided an
opportunity to establish clearly the procedures of the Inquiry and to clarify any questions, as well as to identify the parties to the

Inquiry.

1.10.3 The main hearings began on Monday 3 November 1997 at the Great Western Royal Hotel London and continued, sitting
Monday to Thursday, until Thursday 11 December. The hearings resumed on Monday 2 February 1998 in Ashworth Hospital
itself, where we took evidence from a number of patient witnesses. On Thursday 5 February we held a special session at
Maghull Town Hall, to give local councillors the opportunity to put their views directly to the Committee of Inquiry. The
hearings continued in London from 10 February until 19 March, first at the Great Western Royal Hotel, and latterly at the New
Connaught Rooms, Holborn.

1.10.4 The final set of hearings started on Monday 27 April 1998 at Knutsford Crown Court, where we sat to facilitate the
hearing of more patient witnesses. After two weeks in Knutsford we moved to the Adelphi Hotel in Liverpool for the final two
weeks, where we finished hearing evidence on Thursday 21 May. A final hearing took place in London on 6th July to hear final
submissions from the parties. In all we sat on 69 days.

1.10.5 A word should be said about the location of the hearings. We decided that the hearings concerned with the second part of
our remit, namely the general policies of the PDU as opposed to the specific allegations about events on Lawrence Ward,
should be heard in London rather than Liverpool. The reason for this was the convenience of potential witnesses. We had
decided that in order to tackle this part of our remit appropriately we would have to consider very general issues concerning
personality disorder. We therefore intended to invite a large number of people to give evidence from different parts of the
country and duly picked London as the most convenient point to meet. But when the focus of attention was firmly on the PDU,
and in particular on Lawrence Ward, we heard evidence in the North West.

1.11.0 Cross-Examination

1.11.1 We were concerned to ensure that legal representatives kept their cross-examination relevant and reasonably brief. In the
event we found that in order to keep to our timetable we had to guillotine cross-examination time. This was with hindsight a
very important step. It forced representatives to focus on their key points in cross-examination and enabled us to get through a
very large amount of evidence. From time to time within his discretion, the Chairman allowed counsel a little more than their
allotted time. Having allocated time on a guillotine basis it was important that parties were allowed their full allotment if they
needed it. To ensure this a chess match dual clock was acquired. One clock was marked panel and the other marked party.
When members of the panel asked questions counsel's clock was stopped and only re-started when counsel recommenced
questioning. We are very grateful to all parties for their cooperation.

1.12.0 Credibility of Witnesses

1.12.1 As far as the credibility of witnesses is concerned Sir Louis Blom-Cooper's Report contains an interesting and instructive
chapter. Sir Louis and his team state:

"We have started from the proposition that it cannot, and must not be assumed that persons who are diagnosed as
"‘personality disordered' or 'psychopathic' are invariably likely to be lying or giving unreliable testimony about specific
events or issues in question. One looks at the quality of evidence being supplied by the individual witness. Preconceptions
and prejudices about who is giving the evidence should not influence the assessment of reliability of testimony. They can,
and do give reliable and complete accounts of events, as do mentally normal persons."

1.12.2 We agree that personality disordered patients can give reliable evidence. However, the more manipulative they are, and
many of the patients we were concerned with were not only manipulative but also intelligent, the greater is the need for care in
evaluating their evidence. If, for example, they can spend years creating an aura of respectability and trustworthiness so as to
gain privileged status, so they can be selective with the truth. We took the view that our hearings should not be delayed by
wrangles over the credibility of individual patient witnesses. Of greater importance in judging the credibility of the patient
witnesses is that we had an abundance of other evidence.

1.13.0 Use of LiveNote



1.13.1 We made the decision early on to use the LiveNote Computer-aided transcription system which the Chairman had used
extensively in court. This system, which gives users a highly accurate, virtually "real time" running transcript, is widely used in
courts both in the UK and overseas, and has been tried and tested in a number of public inquiries. It was used by Sir Richard
Scott VC in his Inquiry and by the Terminal 5 Inquiry at Heathrow. The Chairman's experience had been that the system saved
considerable amounts of time in court (approximately 20 per cent of the usual time) and afterwards in analysing material and
producing judgements. As a Panel we would concur. We found the system extremely helpful and are very grateful to our highly
efficient stenographers.

1.13.2 We also took the decision to scan disclosed documents and statements on to CD-ROM, both in "read-only" and
searchable form. This meant that we could display relevant documents during the hearings, both for our benefit and that of
witnesses, which reduced lengthy and tedious delays spent searching for hard copies to a minimum.

1.13.3 The searchable text of the documents has been invaluable during writing this report.
1.13.4 Copies of "read-only" CD-ROMs were made available free of charge to parties.
1.14.0 Disclosure of Documents

1.14.1 A large number of documents were disclosed to parties to the Inquiry, a number of them highly sensitive documents
containing patient confidential information. In deciding to disclose these documents we were conscious that disclosure might
conceivably result in such confidential information reaching unsuitable hands. At the same time, we were determined that all
parties should have the opportunity to see relevant documentation and were unconvinced that editing documents would have
been a satisfactory alternative. We took the precaution of insisting that all parties sign written undertakings not to use the
documents for other purposes and to return the documents at the close of the Inquiry. Parties were also bound to seek our
permission before copying the documents to any third party, eg for an expert opinion. We insisted that any such third party
should likewise sign the written undertaking (see Appendix 2).

1.14.2 We are aware of no instance when our trust has been abused and we are very grateful to all parties for their cooperation
in this matter.

1.15.0 Assessment of the Personality Disorder Unit

1.15.1 Part of our remit was to review the clinical care provided by the PDU. In order to help us carry this out we
commissioned an assessment of the PDU as it now appeared from a small expert team, comprising Dr Adrian Grounds, from
the Institute of Criminology at Cambridge University; Mr Tony Hillis, Director of Nursing at the Reaside Clinic, Birmingham;
and Ms Lyn Suddards of the Henderson Hospital in Surrey.

1.15.2 The remit of the team was to spend several days within the Unit, observing practice, studying clinical notes and talking
to staff, before reporting their findings. We particularly asked the team to examine the care plans and cross-check them against
what was actually happening to patients during the time of the visit; to examine records of serious incidents; to review the
medication regimes of patients; to find out the views of staff on the leadership of the PDU and its philosophy of care; and to
examine staffing levels and skill mix and the training available.

1.15.3 We heard evidence from Dr Grounds and Ms Suddards and have incorporated their findings into our report. We are most
grateful to them for their hard work.

1.16.0 Visits to Other Services

1.16.1 We are very conscious that we have been asked to investigate only one part of one of the three Special Hospitals. But we
did not believe we could do our job properly without at least some familiarity with the other British High Security Hospitals,
and indeed other services which have to manage severely personality disordered individuals.

1.16.2 We have therefore visited a number of services at home and in Europe over the course of the Inquiry, either as a Panel or
in smaller groups, including the other Special Hospitals and the State Hospital at Carstairs; prisons, including Grendon, the
Max Glatt Centre at Wormwood Scrubs and the Close Supervision Centre at Woodhill; medium secure units; and facilities in
Holland, Germany and Switzerland. A full list is included at Appendix 8. We are most grateful for the hospitality of staff at all
these institutions, who gave freely of their time and offered stimulating but occasionally depressing advice.

1.17.0 Terminology

1.17.1 It is important to be clear about terminology. Where we talk about psychopathic disorder this refers to the legal



classification under the Mental Health Act 1983. It is not in itself a clinical diagnosis. We discuss at length below some of the
difficulties surrounding clinical diagnosis, definition and terminology in this area. The reader should be aware that we use the
term "severe personality disorder" to refer to a relatively small group comprising individuals who both suffer from a personality
disorder or disorders, one of which will generally be anti-social personality disorder, and who pose a risk of causing serious
harm to others. Most, if not all, of the men housed within the PDU at Ashworth can be described as suffering from severe
personality disorder.

1.17.2 The term "Special Hospital" has not yet been universally replaced by "High Security Hospital". We use both
interchangeably through this report.

1.17.3 We turn now to the history of the Special Hospitals.

1 Sir Louis Blom-Cooper QC, Martin Brown, Dr Robert Dolan and Professor Elaine Murphy, Report of the Committee of
Inquiry into Complaints about Ashworth Hospital (London: HMSO, 1992), Cmnd 2028.

2 In paragraph 50 of Lord Salmon's Report it is said:

"As soon as possible after he [a witness from whom a statement has been taken] has given his statement, and certainly well in
advance, usually not less than seven days before he gives evidence, he should be supplied with a document setting out the
allegations against him and the substance of the evidence in support of those allegations".

Such documents became known as Salmon letters.

3 Scott, Sir Richard, (1996) Report of the Inquiry into the Export of Defence Equipment and Dual-Use Goods to Iraq and
related Prosecutions. Paragraph B2.31, volume 1, p.39. London: The Stationery Office.



Ashworth Special Hospital: Report of the Committee of Inquiry
Background to the Inquiry continued

1.18.0 The Special Hospitals: a Short History
1.18.1 Section 4 of the National Health Service Act 1977 imposes a duty on the Secretary of State to

"provide and maintain establishments (in this Act referred to as 'special hospitals') for persons subject to detention under
the Mental Health Act [1983] who in his opinion require treatment under conditions of special security on account of their
dangerous, violent or criminal propensities."

There are three such Special (High Security) Hospitals in England, Broadmoor at Crowthorne in Berkshire, Rampton near
Retford in Nottinghamshire and Ashworth on Merseyside.

1.18.2 The Department of Health has always had a close and special interest and involvement in these hospitals. For much of
their history they were accountable directly to the Department and were outside the regional framework of the National Health
Service. There is, in the NHS, a necessary tension between delegating authority as far as possible to local management and
clinicians to do the most effective job possible and maintaining central oversight and control over what is a national, publicly-
funded service. The balance between delegation and central direction has shifted at various points over the last half-century and
will continue to do so.

1.18.3 The Special Hospitals are perhaps an extreme example of how this tension operates in practice. There was, and is, a very
strong and legitimate central interest in the detailed operation of these hospitals, given the nature of the patient population.
Most of them are subject to some form of restriction order, giving the Home Office a veto on various aspects of their care; a
small number are very high profile indeed, attracting a considerable amount of media attention. The importance of ensuring the
safety of the public means that the centre of government has, and will continue to have, an abiding interest in the detailed
management of these institutions.

1.18.4 Government's interest in this area is longstanding. The first institution in England specifically built for the "criminally
insane" was Broadmoor, which opened in 1863. Previous to that the most dangerous criminal lunatics were housed in Bethlem,
although the majority were in ordinary county asylums. There were several calls for a separate asylum or asylums for the
criminally lunatic during the first half of the nineteenth century, but it was not until the Tenth Report of the Commissioners in
Lunacy, 1856, that such calls were heeded. This report pointed to the apparent success in aiding recovery of the Central
Criminal Asylum in Dundrum near Dublin, opened in 1852, and condemned the state of wards for male criminal lunatics at
Bethlem. The Act for the Better Provision for the Custody and Care of the Criminal Lunatics 1860 gave authority for the
construction of Broadmoor, which was built to house 400 men and 100 women. By the end of the 1860s more than two-thirds
of the country's criminal lunatics were said to be in Broadmoor.

1.18.5 From 1863 until 1948 Broadmoor was managed by a Council of Supervision, appointed by the Home Secretary. It was
perennially overcrowded, and had to expand its capacity on a number of occasions. By 1903 it was housing 750 patients.
Rampton was built to relieve this overcrowding and opened in 1912.

1.18.6 The Mental Deficiency Act 1913 established the Board of Control and required it to provide and maintain provisions for
mental defectives who were violent and dangerous. The Moss Side site in Maghull (later Ashworth South) was purchased by
the Board for use as an asylum, but was not actually used as such until 1933. Until 1960 patients could only be admitted to
Moss Side and Rampton under the Mental Deficiency Acts of 1913 and 1938, and most were transferred from other hospitals
for mental defectives, whether or not they had faced previous criminal charges. Since 1960 both hospitals have accepted
patients under all the categories specified in the Mental Health Act 1959 and re-enacted in the 1983 Act.

1.18.7 The National Health Service Act 1946 transferred ownership of Rampton and Moss Side to the Ministry of Health, but
they continued to be managed by the Board of Control. The Criminal Justice Act 1948 passed responsibility for managing
Broadmoor to the Board of Control and ownership to the Ministry of Health. The Home Secretary retained responsibility for
admissions and discharges. The Board of Control was dissolved in 1959 and the Ministry of Health took over responsibility for
the three Special Hospitals.

1.18.8 The perennial problem of overcrowding at Broadmoor led to the building of a fourth hospital, Park Lane, adjacent to
Moss Side. Park Lane opened in stages between 1974 and 1984.

1.18.9 By the late 1980s the hospitals had for many years been centrally managed by a division of the Department of Health in



its various manifestations. The officials directly responsible for this management function combined to form the Special
Hospitals Service Board, chaired by an Under-Secretary, which made major policy decisions concerning the hospitals,
controlled financial and manpower allocations and played a part in senior appointments. The day to day management of the
hospitals was entrusted to local hospital management teams, consisting of a medical director, chief nurse and hospital
administrator.

1.18.10 This situation combined notional central control with actual neglect. Local managers did not have the authority to run
the hospitals effectively; the central Board was a clumsy and ineffective way of managing large hospitals. The end result was a
management vacuum at the local level, a vacuum which the Prison Officers' Association in particular was happy to fill.

1.18.11 Dissatisfaction with this situation led to the establishment of the Special Hospitals Service Authority in 1989. In the
"Operational Brief", a document setting out for the new Authority its key aims and objectives, the Government gave the SHSA
six main aims:

(1) ensure the continuing safety of the public;

(ii) ensure the provision of appropriate treatment for patients;

(iii) ensure a good quality of life for both patients and staff;

(iv) develop the hospitals as centres of excellence for the training of staff in all disciplines in forensic and other branches
of psychiatry, psychiatric care and treatment;

(v) develop closer working relationships with local and regional NHS psychiatric services;

(vi) promote research into fields related to forensic psychiatry.

1.18.12 Two policies underpinned the establishment of the SHSA. First, to integrate the special hospitals fully into the NHS.
Second, to strengthen leadership and accountability through the appointment of general managers within each hospital directly
accountable to the Chief Executive of the SHSA. Mr Charles Kaye was appointed the Chief Executive of the SHSA. New Unit
General Managers were appointed to each of the three hospitals.

1.18.13 The SHSA was designed to introduce a different form of management to the Special Hospitals. The Operational Brief
made this very clear:

" .. .the SHSA should be constituted as a small organization, operating flexibly and maximizing delegation of operational
responsibility to hospital level, rather than acting as a centralized interventionist body".

1.18.14 Despite this injunction, there was, at the same time, a formidable management agenda which the SHSA was charged
with driving forward. This agenda could perhaps be summed up as being to bring the ethos of modern forensic psychiatric care
into the Special Hospitals. This involved, for example, recruiting high quality staff; stamping out unacceptable practices such as
those later identified by the Blom-Cooper Inquiry Report; redeveloping the hospital estate; and making the hospitals more
manageable in size.

1.18.15 In the early 1990s the NHS saw further radical change with the introduction of the purchaser-provider split and the
internal market. One of the SHSA's original main aims had been to bring the hospitals closer to the rest of the NHS; by the later
years of the SHSA's life this translated into preparing the hospitals for trust status, whilst taking part in developing new
purchasing arrangements, which eventually emerged in April 1996.

1.18.16 Throughout the lifetime of the SHSA there was regular liaison between the Department of Health's mental health policy
division and the Authority. There was a review meeting once a year which constituted the formal accountability mechanism.
The review meeting would discuss the Authority's performance against agreed targets over the previous year and Ministerial
priorities for the coming year. Beyond this there were occasional informal meetings between members of the SHSA and
Ministers and their officials. A branch within the Department had the day to day responsibility for liaising with and overseeing
the work of the SHSA, and for advising and briefing Ministers.

1.18.17 These arrangements were not of course perfect; the tension between central "control" and local freedom was played out
between the Department and the SHSA. We will discuss below occasions when the system of alerting Ministers appears to have
broken down. As will be seen later when we deal with the Owen Ward Report the liaison relationship proved to be too
dependent on the goodwill of the Chief Executive of the SHSA to keep the civil servants with whom he liaised properly
informed. At that stage liaison broke down.

1.18.18 In 1996 the purchaser-provider split was introduced into the Special Hospitals. The SHSA was disbanded; in its place
appeared three Special Hospital Authorities and their purchaser, the High Security Psychiatric Services Commissioning Board
(HSPSCB). The Board was charged with commissioning high security psychiatric care; developing a coordinated strategy for



secure psychiatric services; advising on the development of services for patients currently in the Special Hospitals and
elsewhere who required longer-term secure care at levels below high security; and advising Ministers through the Chief
Executive of the NHS Executive. The following paragraphs are based on the statement of Sir Alan Langlands, Chief Executive
of the NHS Executive, who set out the arrangements introduced in 1996 and further recent changes as a result of the allegations
made by Mr Daggett.

The Special Health Authorities

1.18.19 The original goal of trust status for the hospitals was not realized, as this would not have been consistent with the
Secretary of State's responsibilities for carrying out the functions of "managers" in respect of patients detained in the special
hospitals under the Mental Health Act 1983 (see Section 145(1)). But the three SHAs, Ashworth, Broadmoor and Rampton
Hospital Authorities, are responsible for managing the special hospitals as separate provider units in much the same way as
other NHS hospitals managed by NHS trusts.

1.18.20 The three SHASs are each required to have a non-executive chairman and eight or ten members, half of whom must be
non executives (either four non executives and four executives, or five and five). The chairman and non-executive members are
appointed by the Secretary of State. The executive members must include a chief executive, director of finance, a registered
nurse and a registered medical practitioner. The Chief Executive and Director of Finance are appointed by the non-executive
members; the other executive members are appointed by the non-executive members and chief executive. Each authority is
required to hold at least one public meeting a year and to present its audited accounts and annual report at such a meeting.

1.18.21 The SHAs are funded through a top-sliced allocation from within the Department of Health/Hospital and Community
Health Services budget (Vote 1). The allocation is managed by the NHS Executive through the HSPSCB. Thus the Special
Hospitals still, in effect, appear a "free good" to local purchasers.

1.18.22 The SHAs are accountable to Ministers through the NHS Executive. The accountability arrangements introduced in
1996 were as follows:

(1) for patient services accountability was to be discharged through the High Security Psychiatric Services Commissioning
Team (HSPSCT) (see below);

(i1) on matters relating to the management of the hospitals, including employment of staff, management of the estate,
security, financial control and other operational issues accountability was to be exercised through the Directors of the three
NHS Executive Regional Offices covering the areas where the hospitals are located. That is Anglia and Oxford
(Broadmoor); North West (Ashworth); and Trent (Rampton). The Regional Directors were and remain accountable to the
Chief Executive of the NHS Executive.

The Chairmen of the SHAs also have direct links with the relevant Regional Chairmen and meet the Minister at least once a
year on an informal basis.

The High Security Psychiatric Services Commissioning Board (HSPSCB)

1.18.23 The HSPSCB is a non-statutory committee which advises Ministers through the NHS Executive. The Board's terms of
reference are to provide advice on:

(1) funding and commissioning of high security psychiatric services having regard to numbers and categories of patients
(including special needs groups), cost, quality assurance and strategic developments;

(i) developing professional training, research within the special hospitals and other NHS secure psychiatric services;

(iii) developing a coordinated strategy for commissioning high and long-term secure psychiatric services within the NHS;
(iv) developing services for patients currently in the special hospitals and elsewhere who need longer term secure care at
levels below high security;

(v) developing a strategy for child and adolescent forensic mental health services.

1.18.24 The HSPSCB has a non-executive chairman, Mrs Anne-Marie Nelson CBE (immediate past chairman of the SHSA);
the Director of North Thames Regional Office is the Vice Chairman. Other members include representatives of NHS
commissioners in England and Wales, the Home Office, Prison Service, Probation Service, Social Services and Mental Health
Act Commission. The HSPSCB meets at least six times a year and provides an annual report to the Chief Executive of the NHS
Executive.

1.18.25 The Secretary of State's responsibilities for commissioning high security psychiatric services are discharged through the
NHS Executive. Services provided by the three SHAs are commissioned and monitored through a contract process which is



similar to that which operates between Health Authorities and NHS Trusts. North Thames Regional Office is the centre of
responsibility for commissioning high security psychiatric services and for ensuring consistency with Ministers' overall
direction on mental health policy. This accountability is by way of the Regional Director to the Chief Executive of the NHS
Executive. The Regional Director is supported by the officials of the High Security Psychiatric Services Commissioning Team
(HSPSCT).

1.18.26 In determining the strategy for commissioning, the Director of the Commissioning Team works closely with the High
Security Psychiatric Services Commissioning Board (HSPSCB). The Chairman and individual members of the Board work
closely with HSPSCT. The Chairman of the Board also has occasional informal meetings with Ministers.

1.18.27 One might be forgiven, from a perusal of the above for asking what went wrong at Ashworth in February 1997. Clearly
those events leading up to the establishment of this Inquiry highlighted problems in the operation of the arrangements instituted
in April 1996. Sir Alan Langlands commissioned work to examine the working arrangements and to advise on changes that
might be required.

1.18.28 That review identified a lack of clarity about the relationship of each of the three SHASs to the relevant Regional Office.
As a result, the North West Regional Office had been less engaged with Ashworth Hospital than is likely to have been the case
had it been an NHS trust. It was felt also there had been an over-reliance on the HSPSCT to monitor operational issues within
the special hospitals, and to coordinate any briefing required. These problems, it was found, had both been compounded by, and
resulted in, communication problems and difficulties in achieving effective working relationships between organizations and
individuals.

1.18.29 A number of measures were taken to clarify the situation. North Thames Regional Office was reaffirmed as the centre
of responsibility for the commissioning of high secure psychiatric services, whilst the three relevant Regional Offices (Anglia
and Oxford (Broadmoor); North West (Ashworth), Trent (Rampton)) were given full provider monitoring responsibilities,
including responsibility for tracking the implementation of Government policy and performance; for providing management
support to the Special Hospital Authorities; and for undertaking an annual performance review. The Department's Mental
Health Branch (HSD4) maintained overall responsibility for mental health policy.

1.18.30 Briefing for Ministers is provided by officials in the relevant part of the NHS Executive regional offices, HSPSCT or
HSD4 depending on whether the issue in question relates to operational matters at one of the hospitals, policy on
commissioning services, or broader mental health policy respectively following consultation as necessary with staff in the
hospitals, colleagues in other branches and the Home Office.

1.18.31 The four Regional Directors concerned now meet with the Deputy Director of the Health Services Directorate on a
regular basis to review progress on strategy, policy and operational matters relating to high security psychiatric services.

1.18.32 It remains to be seen of course whether the amended arrangements will stand the test of time. We go into more detail
below on the problems and lack of clarity in the arrangements in place in 1996/7. What is clear is that the tension between
central control and oversight and local freedom and autonomy will remain under the current arrangements.

1.19.0 The Problems of the Special Hospitals

1.19.1 All three Special Hospitals have been the subject of damning outside inquiries over the last 20 years. In 1980 Sir John
Boynton chaired an Inquiry into Rampton 4 prompted by a critical television programme. Sir John and his team pointed to a
number of serious problems, for example: the isolation, geographically, professionally and culturally, of the Special Hospitals; a
general lack of medical and nursing professional leadership, a vacuum which, in the case of nursing staff, was filled by the
Prison Officers' Association; recruitment difficulties, notably of clinical psychologists; a focus on containment rather than
therapy; a poor complaints procedure (of 178 complaints made between January 1974 and December 1978 not one was
substantiated); and poor facilities for visitors, particularly relatives.

1.19.2 In 1988 the Health Advisory Service (HAS) visited Broadmoor.S Their report makes similar criticisms. The prevailing
culture appeared to be non-therapeutic; multi-disciplinary working was under-developed; only five consultants were in post,
with some having over 100 patients in their care; and the management structure was unwieldy.

1.19.3 In 19912 Sir Louis Blom-Cooper and his team examined Ashworth and recommended a thorough-going change in the
culture of the Hospital. Sir Louis and his colleagues went so far as to "question the need for the Special Hospitals within
contemporary forensic psychiatric services" (see below). 6

1.19.4 In the wake of the publication of Sir Louis' report in August 1992 one of our number, Professor Bluglass, argued



strongly for the closure of the Special Hospitals. He commented:

"The three special hospitals have not been able to rid themselves of an institutionalised culture of geographical,
therapeutic, and professional isolation, which can be traced back to their origins within the penal system until 1946 . . .
Nursing staff have continued to join the Prison Officers' Association, and, although there have been many notable
advances, the continuation of these large and unwieldy institutions into the 1990s, when most large mental hospitals have
closed, perpetuates anachronistic attitudes and makes the altruistic aim of transforming them into 'centres of excellence'
difficult, if not impossible."

Professor Bluglass7 recommended replacing the hospitals with new, smaller local high security units, linked to local regional
secure units.

1.19.5 Reducing the size of the Special Hospitals and linking them more closely with regional services was also the key
recommendation of the Working Group on High Security and Related Psychiatric Provision set up in the wake of the Blom-
Cooper Report. In the covering letter to his team's report Sir Louis Blom-Cooper QC, had said the following:

" ...areview of the size and location of the Special Hospitals . . . seems to us to be a matter of some urgency, and should
form a vital part of any wider review of the Special Hospital System. Indeed, we would even question the need for the
Special Hospitals within contemporary forensic psychiatric services."

The then Government duly responded to these remarks by setting up the above Working Group in October 1992, under the
chairmanship of Dr John Reed. Professor Bluglass was a member of the Group. The Group finished its work in April 1993, but
their report was not published until 1994. They recommended that high security services should become more dispersed, with
units catering for no more than 200 patients each. The number of units required would be determined in the light of needs
assessment. The Group also recom-mended that NHS purchasing contracts should aim to meet the needs of those patients
requiring long-term medium security.

1.19.6 More recently Professor Elaine Murphy, a member of Sir Louis' Inquiry team, has argued that the overly-custodial and
anti-therapeutic ethos of the hospitals would not change until the POA was ousted from the hospitals.8

1.19.7 These reports and articles paint a picture of insular, closed institutions whose predominantly custodial and
therapeutically pessimistic culture had isolated them from the mainstream of forensic psychiatry. Recruitment of adequate
numbers of high quality managerial and clinical staff had therefore proved almost impossible. Patients had little or no say in
their own lives. But as we set out later, the implementation of the Blom-Cooper Report throughout the Hospital was flawed and
provided no effective solution.

1.19.8 The SHSA's six objectives quoted above reflect a determination to address the problems of isolation, inadequate care and
therapeutic pessimism. It is generally agreed that life within the hospitals has improved. The philosophy of the Patient's Charter
has been extended to the high security sector, but ineptly. Ashworth has had its own Patients' Advocacy Service for several
years (as recommended in the Blom-Cooper report). Patients' Councils are in place in each hospital and millions have been
spent in upgrading the estate. The balance has shifted away from an overtly custodial ethos to one which professes to be
therapeutic. Links have been forged with outside academic institutions, albeit not always successfully. And the creation of a
purchaser-provider split has brought the hospitals greater freedom to run their own affairs, but whether they were ready for that
is doubtful.

1.19.9 However, has the pendulum swung too far the other way, creating institutions which, although more like hospitals and
less like prisons, now sit uneasily in the middle, unable to balance security and therapy appropriately? Our Inquiry prompts that
question. So too does the review of Broadmoor, which took place shortly after our Inquiry was established.

1.20.0 The Broadmoor External Management Review

1.20.1 During February 1997 the then Secretary of State for Health, The Rt Hon Stephen. Dorrell MP was alerted to concerns
expressed by staff associations about the security of Broadmoor Hospital, the alleged undue influence of the Patients' Council
and the quality of patient care. There were allegations of drugs finds and a possible child pornography ring. Mr Dorrell ordered
an External Management Review of the Hospital to investigate the truth or otherwise of the allegations. The Review, led by a
senior official from the Anglia and Oxford Regional Office of the NHS Executive, took place in March 1997.

1.20.2 The Review team demonstrated that most of the allegations made so vociferously in the media were unfounded. They
reported that substantial improvements had been made at Broadmoor since the damning 1988 HAS Report. They rejected the
charge that the Patients' Council "ran the hospital". And they found that security was given a high profile at Broadmoor.



1.20.3 This Review also made a number of comments and recommendations pertinent to our own Inquiry. Thus the team
pointed out that whilst all visitors were required to pass through an anti-metal detector, official visitors, such as solicitors and
visiting health professionals, were not, nor were staff. There were no rub-down searches at all. The team recommended random
rub-down searches of all staff and visitors. They also recommended introducing an X-ray machine to scan all bags and
packages being brought into the hospital.

1.20.4 As will be seen these are recommendations we also make concerning Ashworth.

1.20.5 The team noted that the security manual was not comprehensive and required updating, a task which they regarded as a
high priority. They were concerned that the Director of Security post was advisory only and lacked the requisite authority; they
recommended that the Director of Security become a non-voting associate director of the Hospital Board.

1.20.6 We are also of the view that the Director of Security should be on the main Hospital Board.

1.20.7 The team found inconsistent practices as far as searching was concerned and heard that staff were afraid sometimes to
search for fear of complaints from patients. Many patients had more than the Hospital limit of personal belongings in their
rooms, making searching very difficult. The team recommended that it be made clear to staff that patient areas could and should
be searched. The policy on personal belongings should be reinforced.

1.20.8 It will be seen hereafter that in our view security policies need to be enforced rather than reinforced.

1.20.9 The team pointed out that introducing a new therapeutic culture to the Hospital was heavily dependent upon the skills of
Ward Managers. In some places clinical practice had moved forward, and in other places it had not.

1.20.10 Although the Patient's Charter had been introduced into the Hospital some years earlier, the team felt that senior
managers had not given enough thought to how such a charter should be applied in a secure setting. This had led to the
promotion of patients' rights at the expense of maintaining a safe and secure environment. They recommended redrafting the
Charter to take into account the unique nature of Broadmoor.

1.20.11 The appropriateness of the contents of the Patient's Charter should also be reviewed for the whole high security
sector.

1.20.12 There was a widespread perception amongst staff that patients used the complaints system to try to undermine staff.
Some nurses told the team that they were reluctant to undertake basic security tasks for fear of a complaint. This perception was
not well-grounded in fact, but it was a common feeling nevertheless.

1.20.13 It is also a common feeling at Ashworth.

1.20.14 The team examined the workings of the Patients' Council. Whilst rejecting the media allegations, the team pointed out
that the Council was not representative of the general patient population, since most of the representatives suffered from
personality disorder. They recommended that the working of the Council be reviewed to make it more representative of the
patient population. See paragraph 2.29.7. below regarding the recommendation we make concerning Ashworth Hospital.

1.20.15 This problem is by no means unique to Broadmoor.

1.20.16 The team noted that personality disordered patients were generally treated on the same wards as mentally ill patients,
although there were several wards specializing in the treatment of personality disorder. Staff told the team that where more
relaxed regimes were introduced on mixed wards psychotic patients appreciated the improvements, whereas personality
disordered patients took advantage of them.

1.20.17 It will be seen that, in our judgement, patients with a sole or primary diagnosis of personality disorder should be
managed in a separate high security facility.

1.20.18 The team reviewed internal and external communications within Broadmoor. Whilst praising the latter, the team saw
internal communications as being rather more complex:

"Broadmoor may be one hospital, but in practice it can be described as 23 federal institutions', each relating to wards in
the hospital which seem to harbour a wide variety of practices in their interpretation and implementation of hospital
policy."

1.20.19 The team concluded:



"There seems to be a clear need to identify the policy and procedures which are non-negotiable across the whole hospital.
For those policies and procedures which can be flexible to meet differing patient needs the extent of the latitude in
interpretation should be clearly stated."

1.20.20 We find this to be not only essential but elementary.

1.20.21 The issues raised above are all germane to our own Inquiry. This Review demonstrates that the task of managing a large
high security psychiatric hospital is a huge one, made more difficult in some respects by recent policy changes. Has the move
towards creating a therapeutic environment gone too far? The existence of our Inquiry and the Broadmoor Management Review
are vivid reminders of the need continually to pay attention to the first of the SHSA's six objectives, ensuring the continuing
safety of the public.

1.20.22 We turn our attention now to Ashworth Hospital.
1.21.0 The History of Ashworth Hospital

1.21.1 Ashworth High Security Hospital is situated in Maghull, some ten miles north of Liverpool city centre. There has been a
hospital on the site for over 100 years. Originally the estate was owned by a prominent local merchant, Thomas Harrison. In
1878 it was sold to the Liverpool Select Vestry, overseers of the Liverpool Workhouse, who used the large house as a
convalescent home for children from Liverpool workhouses. Eventually a new hospital was planned as an epileptic colony and
construction began in 1911. In 1914 the Lunacy Board of Control bought the whole estate, including a large unfinished hospital.
Before it could be pressed into use as a State Institution, however, the Hospital was taken over for the treatment of shell-
shocked soldiers from the Great War. In 1920 the Ministry of Pensions took the Hospital over and it was not until 1933 that the
Hospital became a State Institution. In 1948 the Hospital became part of the new National Health Service and in 1959 the
Ministry of Health took over responsibility for running the Special Hospitals.

1.21.2 The Hospital was enlarged from the 1920s by building on what is now Ashworth East. Further enlargement came in the
1970s when the decision was taken to build a fourth Special Hospital to relieve overcrowding at Broadmoor. There was still
land available from the original estate in Maghull and 50 acres of land were made available for the new Park Lane Hospital.
Park Lane opened in stages between 1974 and 1984. Unlike Moss Side, it was surrounded by a high security wall, completely
separating it from the rest of the site. Moss Side and Park Lane shared some facilities but operated as independent hospitals.

1.21.3 One of the first acts of the new Special Hospitals Service Authority (SHSA) was to merge the two hospitals. On 19
February 1990 the new hospital, Ashworth, was born. The old Moss Side Hospital became known as Ashworth South and East,
and Park Lane was renamed Ashworth North. Ashworth South, the original Moss Side Hospital, closed in 1995. There are now
plans to build a prison on that site.

1.21.4 In March 1991, the Hospital was severely criticized in a Cutting Edge television programme alleging widespread abuse
of mentally ill patients by staff at Ashworth. This led to a wide-ranging public inquiry, chaired by Sir Louis Blom-Cooper QC,
which put forward 90 recommendations which amounted to no less than a clarion call for wholesale culture change at
Ashworth. This led to a further reorganization of the Hospital and much work to try to change the culture of the institution.

1.21.5 In April 1996 the Hospital became a Special Hospital Authority when the High Security Psychiatric Services
Commissioning Board succeeded the SHSA.

1.22.0 Ashworth Hospital Today

1.22.1 The total capacity of 520 beds was gradually reduced. As one of the three Special High Security Hospitals, Ashworth
receives patients from the North of England, Wales, the West Midlands and North West London. Approximately 80 per cent of
patients have been convicted of a criminal offence, most of whom are subject to restriction orders. The average length of stay is
eight years, but a small number of patients will never be regarded as ready to leave and will spend the rest of their lives at
Ashworth.

1.22.2 Ashworth Hospital today consists of two sites, Ashworth East and Ashworth North. Ashworth East consists of six
refurbished wards, two newly built wards and the Wordsworth Ward, a new 16-bedded "ward" consisting of four separate four-
bedded flats. It has a total capacity of approximately 150 patients. All of Ashworth's female patients are located on the East
Site, as well as a large number of mentally ill men. Physical security is provided by a high wire wall.

1.22.3 Ashworth North has 17 wards with a total capacity of approximately 370 patients. The Personality Disorder Unit and
most of the male mental illness wards are located on the North Site, which also contains extensive recreational, rehabilitative
and educational facilities. It is surrounded by a high concrete wall providing very considerable physical security.



1.22.4 The total capacity of 520 beds was gradually reduced. As of 12 February 1997 there were 478 patients within the
Hospital as a whole, 427 men and 51 women. 79 (16.5%) had come from Medium Secure Units, 158 (33.1%) from the prison
system and 105 (21.9%) from the Crown Court. A further 80 (16.7%) had come from other Special Hospitals. The largest single
legal classification was mental illness (284, 59.4%), followed by psychopathic disorder (136, 28.6%). 20 patients (4.2%) had a
legal classification of mental impairment and five (1%) one of severe mental impairment. A number of other patients had dual
classifications, the most significant being mental illness with a secondary classification of psychopathic disorder (24 patients,
5% of the hospital). 77% of patients were subject to restriction orders.

1.22.5 The Hospital employs approximately 1,500 staff, the majority (more than 900) being nurses. Over 60 per cent of the
nurses are qualified .

1.23.0 The Personality Disorder Unit

1.23.1 The Personality Disorder Unit (PDU) came into its present form in April 1994, bringing together male patients
diagnosed as suffering from a personality disorder onto six Wards, namely Lawrence, Macaulay, Newman, Owen, Ruskin and
Shelley. Lawrence and Owen had already cared for personality disordered patients since the 1980s, Owen (previously Forster)
Ward caring for younger PD patients and Lawrence older men.

1.23.2 The decision to create a PDU was taken in the wake of the Blom-Cooper Inquiry. A Task Force was set up to oversee
implementation of the Report, in particular, the creation of a new, more therapeutic ethos. As we shall see, the Task Force
pointed to problems of outdated attitudes, anti-therapeutic care, professional isolation and resulting recruitment difficulties and
bureaucratic and over-interfering management. They argued for the creation of a new, more patient-centred culture, with
effective multi-disciplinary working and greater delegation. The Task Force recommended restructuring the Hospital into
generalist mental illness units relating to specific geographical areas, and specialist units. One of the specialist units proposed
was a unit for men classified as suffering from psychopathic disorder.

4Report of the Review of Rampton Hospital (Chairman Sir John Boynton) (1980) London: HMSO, Cmnd 8073.

5 NHS Health Advisory Service/DHSS Social Services Inspectorate (1998), Report on the Services Provided by Broadmoor
Hospital, London: DHSS, July, HAS/SSI(88)SH 1.

60p.cit., p.iv.
7 Bluglass R. (1992) 'The special hospitals should be closed', British Medical Journal 305, pp.3234.

8 Murphy E. (1997) 'The future of Britain's high security hospitals', British Medical Journal 314, pp.12923.



Ashworth Special Hospital: Report of the Committee of Inquiry
Background to the Inquiry continued

1.23.3 Even at the time this was recognized to be a bold, perhaps foolhardy step. Those classified as "psychopathically
disordered" (in legal terms) or "personality disordered" (in clinical terms) have an unenviable reputation for being
difficult and resistant to treatment. As we describe in detail in Part Six, personality disorder is little understood; there is
little consensus as to the nature of the disorder, its management and treatment and, indeed, its treatability.
Furthermore, the men in the PDU at Ashworth are at the severest end of the spectrum of personality disorder. Most, if
not all, have extremely disordered personalities and many have a history of very serious violent and sexual offending.
They tend to test boundaries between staff and patients to destruction and undermine, sometimes even corrupt their
carers and therapists. Very few services within the NHS have any kind of specialist expertise in the care and
management of personality disordered patients, let alone severely personality disordered patients. Thus putting together
over 100 highly disordered men in just six wards was not something to be done lightly.

1.23.4 That said, the patients in the PDU are not a homogeneous group. They have various offending histories (indeed not every
PDU patient has a criminal conviction, as we shall see below); their clinical diagnoses differ, as do the sections of the Mental
Health Act under which they are detained; the management problems they present vary and they have very different prognoses.
Not all by any means are detained under the "Psychopathic Disorder" label.

1.23.5 We feel it is important to understand a little more about the nature of the patient group on the PDU. In what follows we
first give a statistical snapshot of the Unit on 12 February 1997, less than a week after the establishment of our Inquiry. We then
summarize the evidence of a number of patients from the PDU about their treatment, and about life on the Unit.

1.23.6 We do not accept these patients' evidence uncritically. A patient's views on his or her treatment needs and suitability for
discharge must be treated with extreme caution. That said, the views expressed to us were not all negative by any means. We do
believe their testimony offers a very useful overview of the PDU from the patients' perspective.

1.24.0 A Snapshot of the PDU, 12 February 1997

1.24.1 On that day 112 patients were on the Unit, on six wards. This was slightly under a quarter of the whole hospital
population of 478. Lawrence Ward, described in security terms as coping with High Security and Long Term Medium Security
patients, had 18 patients on the day in question (all wards have a maximum occupancy of 25). Macaulay, described as caring for
Long Term Medium Security patients, had 22 of its 25 beds occupied. Newman, housing patients with a mixture of High Secure
and Low Dependency High Security needs, had 17 patients. Owen, Ruskin and Shelley were all described as High Security
Wards; Owen had 21 patients, Ruskin 20 patients and Shelley 14. Shelley Ward was to close during the course of our hearings.

1.24.2 Of the 112 patients, 41 (37%) had come from the prison system and 31 (28%) direct from the courts. 21 (19%) had come
for another Special Hospital. Only ten had come from Medium Secure Units (compared to 79 of the patients in the Hospital as a
whole). There were also some civilly-committed patients.

1.24.3 86 patients had a pure psychopathic disorder classification, but 25 did not have a primary classification of psychopathic
disorder. 13 had a mental illness legal classification. Outside the PDU there were 54 patients, 28 men and 26 women, with a
psychopathic disorder component to their legal classification.

1.24.4 77 of the PDU's patient population were on section 37/41 orders, 19 on section 47/49 orders and one was on a section 46
order. 97 (87%) were therefore subject to restriction orders, or were treated as if restricted. This compared to a Hospital-wide
rate of 77%. 106 of the 112 patients were white.

1.24.5 The average age on admission to the PDU was 30, a year younger than in Ashworth as a whole. The average length of
stay was, however, a year longer (nine rather than eight years). Comparison of the average age of admission, current age and
length of stay demonstrated that the patient population in the PDU was for the most part static, apart from Newman Ward.

1.24.6 Of the 22 patients across the Hospital who had been assessed by external units for transfer at that point, 15 had been
referred back as unsuitable. None of the five personality disordered patients referred to NHS facilities had been accepted.
Whilst a similar percentage of personality disordered patients and patients as a whole were in the transfer process
(approximately 30%) many of the personality disordered patients remained in the early stages, with care teams finding it
difficult to identify units prepared to accept such patients.

1.24.7 During the period 1 April 1996 to 12 February 1997 only ten patients were discharged from the PDU (8% of the 122



patients within the Unit during the year) compared to 81 across the Hospital (14.5% of the 559 patients within the Hospital over
this time). Four of the ten went to a Medium Secure Unit, compared to 39 across the Hospital.

1.24.8 One can conclude from this that the PDU draws its patients largely from the courts and prisons and has a relatively
dangerous population (using the proportion of restricted patients as an indicator of dangerousness). Perhaps as a result the
Hospital has found it difficult to transfer patients to other NHS facilities, with the result that the PDU has a relatively static
population, with a longer average length of stay compared to the rest of the Hospital. There were very few patients in the PDU
from the ethnic minority population.

1.24.9 It is well known that people of black and other ethnic minority origins are represented in prison and psychiatric hospitals
in a higher proportion than their representation in the population. We have noted the studies summarised in the Reed Review9
which have established that black people are more likely than white people to be:

(1) apprehended by the police on suspicion of committing a crime;
(i1) charged with a criminal offence rather than be cautioned;

(iii) less likely to receive bail; and

(iv) more likely to receive a custodial sentence.

Studies over the past 25 years also show that black people who come to the attention of psychiatric services are more likely
than white people to be:

(i) removed by the police to a place of safety under section 136 of the Mental Health Act 1983;
(ii) detained in a hospital under sections 2,3, and 4 of the 1983 Act;

(iii) be detained in locked wards of psychiatric hospitals;

(iv) receive higher doses of medication.

They are less likely to:

(i) receive appropriate and acceptable diagnoses or treatment for possible mental illness at an early stage;
(ii) receive treatments such as psychotherapy or counselling.

It is surprising to find these groups are under-represented in the PDU. The Reed Review in a discussion paper said that "a
number of studies have shown that patients from minority ethnic communities receive an inferior or discriminatory service and
stereotyping is common." Professor Bluglass questioned most of our expert witnesses about this but none could provide an
explanation.

Recommendation 1

1.24.10 We recommend that the service needs of individuals from minority ethnic groups who suffer from severe
personality disorder should be the subject of further study.

1.25.0 The Patients' Evidence

1.25.1 We asked nine patients in all to give evidence to us, representing a sample of the patients on the PDU. This sample group
was selected by the patients' legal representatives and we are grateful to them for their work in this matter.

Patient A

1.25.2 This patient was 29 years old. He had a history of manic depression and had tried to harm himself, but had never been
convicted of a criminal offence. After attempting to set fire to his parents' house he had been admitted to hospital, absconded,
then was detained under section 2 of the Act. He was assessed by a team from his local MSU and transferred there. After the 28
days assessment period allowed under section 2 expired he was detained under section 3 and was diagnosed as suffering from
psychopathic disorder. After four months at the MSU, during which time he was disruptive, he was transferred to Ashworth
Hospital in May 1994.

1.25.3 Patient A was thoroughly disenchanted with the Hospital and made a number of criticisms. He complained about the mix
of patients on the wards: new patients were mixed with men who had been in the Hospital 20 years or more, were fiercely
critical of the system and who thereby undermined the treatment prospects of newly admitted patients. Treatment was minimal:
the main therapy he received was from his primary nurse, with occasional sessions from a psychologist. The only time other
PCT members took an interest was when a Tribunal, care programming meeting or deadline for re-sectioning approached. Yet
the primary nurse, who had spent most time with a patient, would have very little say at such meetings. When a psychologist



had written a report saying that the treatment he needed was not available at Ashworth at present it was, as far as he could see,
ignored. Despite the views of some members of the PCT that he did not need high security, the RMOs were able to keep him in
regardless.

1.25.4 The power held by doctors was made worse in his case by the turnover of RMOs, which disrupted progress. He had had
a total of six RMOs in under five years, including several locums, who were reluctant to make any positive decisions about
discharge or LOA trips. His current RMO had forgotten that his section was up for renewal and a locum RMO had had to do the
necessary paperwork, despite the fact she did not work on his ward.

1.25.5 Patient A's view of his continuing detention was that it was based not on actual behaviour but on comments he had made
during therapy sessions. This left him in what he described as a "no-win situation":

"Basically what ends up happening is the more you tell them, the more sort of ammunition, if you like, they have got to use
against you at the Tribunal. At first I was open and honest and told them all the things I thought were relevant. Then once I
was transferred here it became apparent that talking was actually a bad thing and basically it has got to the stage now
where I tell them absolutely nothing. In fact I do not cooperate with treatment now."

The nature of his section meant, in his view, that there was a constant need to search for new reasons for continuing his
detention. Hence his reluctance to give the Hospital "ammunition". He did not see either the MHAC or the Hospital Mental
Health Act Managers as potential sources of help, as neither could challenge the RMO's clinical decisions.

1.25.6 In his statement to us Patient A challenged the label "psychopathic disorder", which was in his view very unclear. He
was being detained in hospital for treatment, but there was great uncertainty as to whether he was in fact "treatable"; this
uncertainty was only resolved it seems at the time of Tribunal hearings. The well-known reluctance of MSUs to take
personality disordered patients meant that a move on to medium security was very difficult to arrange, leaving him with no idea
of when he might leave the Hospital. This contrasted with the position for most prisoners. Lastly, he criticized the Hospital for
not being more open and honest with him and his family about the reasons why he was being detained and what they were
trying to do for him.

Patient B

1.25.7 Patient B was 38 years of age, a former soldier who had been discharged following psychiatric problems and had
subsequently committed manslaughter of a member of his family and arson. He was charged with murder, but accepted the
offer to plead guilty to manslaughter by way of diminished responsibility, with a place at a secure hospital. He was initially
admitted to Broadmoor in 1986 on a section 37/41 hospital order with restrictions under a mental illness classification. In 1987
he was transferred to Ashworth with a number of other Broadmoor patients. Since then he had been on a number of wards in
what is now the PDU, treated in effect as a personality disordered patient, but his legal classification remained unchanged, as he
was regarded as being vulnerable to psychosis in certain conditions.

1.25.8 Patient B was broadly speaking positive about what the Hospital had done for him. He had recognized he had problems
and had embraced whatever treatment was available to him, with the result that he had been recommended for a transfer to a
medium secure unit in 1990. In the event this transfer took five years to arrange. There were no beds available, then one became
available, but the Home Office insisted on a further assessment. By the time this was done the bed had disappeared and the wait
began again.

1.25.9 When the transfer finally came in 1995 it was not successful. Part of the problem was that the MSU had relatively few
personality disordered patients, staff were not so used to them and there were fewer facilities available. He returned to
Ashworth at his own request. A further transfer to another MSU had now been arranged, but was still awaiting Home Office
approval at the time we heard evidence from Patient B, some six months after the request had been made.

1.25.10 Patient B told us that he had not had a problem in accessing the treatment he felt he needed, although he had
reservations about some of the group work offered. For example, an anger management group he attended was led by a
psychologist who was known to have had a fight with another psychologist in the hospital car park. This rather undermined the
therapeutic value of the group. He was also concerned about the caseload RMOs were carrying, reducing the time they could
realistically spend with patients. He saw nurses as more security guards than therapists. And he was critical of the lack of power
held by MHRTSs, which in his case had repeatedly recommended transfers to a MSU, with little success.

1.25.11 Patient B made the point to us that isolating personality disordered patients in a large group had its problems. One was
the problem of moving on, discussed above, when the mix of patients in the average MSU was very different from the PDU at
Ashworth. He was aware of a number of other patients who had had similar difficulty in adapting to a MSU regime. Secondly,



putting personality disordered patients together also in one sense created a "better psychopath". In order to survive amongst
manipulative, clever personality disordered patients one learnt the "tricks of the trade". Finally, mixing relatively new and
enthusiastic patients with men who did not accept they had problems and who were not willing to engage in therapy damaged
the treatment opportunities of others who did wish to engage. Those patients who were resistant to treatment would be better
off in prison.

1.25.12 We asked Patient B about the recent security clamp-down. He felt this had succeeded in getting rid of the gang culture,
in almost eradicating pornography and in reducing drug use, although he did not think the latter could be eradicated completely.
He was critical of the blanket restriction that had been imposed because of the behaviour of a few.

Patient C

1.25.13 Patient C was 47 years of age. He had been convicted of rape and burglary and sent to Rampton in 1970, where the
regime was, in his words, brutal. In 1981 he was conditionally discharged to a low security unit. In October 1981 he absconded
whilst on unescorted parole and re-offended in a similar fashion to his original offence. He was sentenced to 14 years
imprisonment but not released from his previous hospital order with restrictions, although he was given a conditional discharge
from the hospital order in 1985. Patient C's earliest date of release (EDR) was in February 1991; some two years before that he
was seen by a various psychiatrists, including Dr Strickland, with a view to a recall to hospital. Dr Strickland advised against
admitting Patient C to Ashworth, as in his view he was not treatable, although he did regard him as a danger to women. Any
return to Special Hospital would therefore amount to preventive detention. But on the actual day of his EDR Patient C was
transferred to Ashworth.

1.25.14 Patient C was understandably very angry about this decision. The opportunity had been there to recall him to hospital
back in 1981; it had not been taken. No psychiatrist appears to have been confident about his "treatability". No one had told him
that he could have applied to a Mental Health Review Tribunal whilst in prison to have his hospital order removed. Once in
Ashworth Dr Strickland had told him that the Hospital had been forced to accept him by the Home Office. Despite this his
RMO had opposed a conditional discharge at his most recent MHRT in 1995. His treatment had been limited whilst in
Ashworth

to a number of hours of psychology work, although he had been offered, and rejected, a place on a sex offenders group. He
regarded his detention in Ashworth as purely preventive detention.

1.25.15 Patient C thought that roughly half of the patients on his ward wanted treatment and half did not, but the lack of
treatment options left people deteriorating. He thought that most personality disordered offenders should be in prison.

Patient D

1.25.16 Patient D was almost 55 years old. He had been sent to Broadmoor in 1963 after committing two murders; had he been
a little older at the time he would probably have been hanged. He was in Broadmoor for some 18 years until July 1981 when he
was transferred to Ashworth, where he had remained ever since. A few months after he arrived at Ashworth he saw Dr
McCulloch, who told him that he would have to start from scratch as far as treatment was concerned, to which he responded by
saying he would not comply with any treatment. Since then he had never had in his view any active treatment whatsoever. He
occupied his weekdays in the print shop. The greatest benefit he had received had been from discussing matters with fellow
patients.

1.25.17 Patient D firmly believed he would die in Ashworth. He saw prison as a far better alternative than hospital for people
like him, given that he would never have served 34 years in prison. He told us that he never discouraged younger patients from
giving treatment a try, as he felt he had done at Broadmoor, although he warned them about the long waits to gain a transfer to a
medium secure unit.

Patient E

1.25.18 Patient E was almost 44 when he gave evidence. He had a series of offences against women, which had led to a four
year sentence from 1975 to 1979. In 1986 he had re-offended, attacking a teenage girl. He was given a life sentence, despite
expert psychiatric opinion that he should be given a hospital order with restrictions. Having appealed successfully against the
sentence he came to Ashworth on a hospital order in November 1987. At that time he had denied that he had problems,
although he eventually realized this was not the case.

1.25.19 He was generally positive about the treatment Ashworth had offered him, although he was very critical of one
psychologist who had consistently cancelled appointments. He had attended a number of groups, including anger management
and a sex offenders group; the latter in particular was helpful in forcing him to confront what he had done in a way he would



never have done in prison, where sex offenders were regarded with great loathing. He himself had never regarded himself
before as a sex offender. Prison had not worked in his case as he had simply re-offended when released. Nothing had been done
to try to address the causes of his offending. Ashworth had been very different. He believed this kind of group could only really
work well within a hospital, where there was much less stigma attached to particular offences.

1.25.20 Patient E agreed with the suggestion that it was up to the patient to want to participate in treatment. But he did not see
the mix of patients between those who wanted treatment and those who did not as a particular problem.

1.25.21 Despite his general enthusiasm, Patient E did have a number of criticisms of the Ashworth regime. He disliked for
example the blanket ban on various activities following the absconsion by Mr Daggett. He criticized the way in which ward
policies varied for no good reason, for example with regard to limits on possessions. And he criticized the lack of imaginative
treatments which gave patients experiences which helped them move forward. He quoted the example of a fellow patient who
was terrified of the idea of climbing stairs, because in all his years at Ashworth he had never climbed stairs, Ashworth being
almost entirely on one level. He also told us that he had had little contact with his RMOs over the years, even before Tribunal
hearings.

1.25.22 Patient E was broadly supportive of 24-hour opening. He occasionally had nightmares and welcomed the opportunity to
make himself a cup of tea, or have a cigarette and talk to nursing staff.

Patient F

1.25.23 Patient F was almost 50 years old. He had been sent to Broadmoor on a hospital order with restrictions in 1972 after
being convicted of the manslaughter of his sister, an offence involving firearms. He stayed at Broadmoor for 21 years before
receiving a conditional discharge in 1993 to a medium secure unit. He was broadly complimentary of the treatment he had
received in Broadmoor, but found the MSU a great change, not least because it was far more restrictive than Broadmoor had
been. In 1995 he moved into a hostel, but complained about the lack of support from the MSU and hostel staff. That same year
Patient F acquired, quite legally, some deactivated firearms. The police investigated and concluded no offence had been
committed, but Patient F was told he had breached the conditions of his discharge and was recalled to Ashworth in October
1995.

1.25.24 Patient F applied for a Tribunal hearing and was given an independent psychiatric assessment. That doctor concluded
that he should be given a conditional discharge back to the MSU. However, this report was disregarded. This made him feel
very bitter. Since arriving in Ashworth Patient F told us that he had been recommended for a full psychological assessment on
several occasions. As far as he was aware this had not been done. Recommendations to maintain links with the MSU had also
been ignored, as far as he could see. He had seen his first RMO, Dr Strickland, three times in two years and not seen his new
RMO in five months for a one-to-one conversation, despite a request under the Patient's Charter (we should point out this was
contested by the Counsel for the Hospital). Although there was in theory an opportunity to see Dr Strickland before PCT
meetings, in practice he never allowed time for this to happen. Patient F told us that most patients complained they were never
able to see their RMO.

1.25.25 At the time he gave evidence Patient F told us he was not attending any groups nor was he receiving any psychology
input. He thought the treatment he had received in Broadmoor had been far better than that in Ashworth and was critical of the
PDU, preferring the mix of patients in Broadmoor. He took the view that personality disordered patients tended to help those
who were mentally ill.

1.25.26 Despite having spent almost 25 years in the High Security Hospitals Patient F was in favour of the hospital system in
the right circumstances. He felt his treatment at Broadmoor had helped him change and develop as a person, whereas in prison
he would have just developed a criminal mentality. Hospitals could be therapeutic communities in a way in which prisons never
could be; after some therapy sessions it was essential to talk and have support, rather than be locked up in a cell.

Patient G

1.25.27 Patient G was 22 years of age when he gave evidence. He had a history of trouble with the police and had come to
Ashworth for an assessment under section 38 of the Act in June 1996. He was formally admitted under a section 37/41 hospital
order in November of that year. Although during assessment he was seen by numerous people, since admission he had received
little active treatment, save for a session with a psychologist once every week or so, and psychosexual treatment. In August
1997 he had had his first CPA Review, which recommended a neuropsychological assessment, cognitive skills work and further
psychological interventions. He had been told there was a two-year waiting list for neuropsychological assessments, and neither
the cognitive skills work or other psychological interventions had commenced. He found it very surprising that a so-called
specialist hospital could identify treatment needs but not provide them. (It was pointed out to us by Counsel for the Hospital



that other items of the treatment plan could precede the neuropsychological assessment.)

1.25.28 Patient G told us that he passed the time sleeping on the ward if he was not working. He told us he was ready to
participate in groups; it was up to the doctors to sort them out. He had now accepted he needed help for his behavioural
difficulties. He was not impressed by the treatment at Ashworth but felt that he saw his RMO reasonably frequently.

Patient H

1.25.29 Patient H was 37 years of age when he gave evidence. He had been convicted of manslaughter and came to Ashworth
on a hospital order with restrictions in 1989. He told us that he had benefited from a number of therapeutic groups which,

although not suitable for everyone, nevertheless could be good with the right people leading them and patients who wished to
participate. He had also received high quality individual psychotherapy. That said, he was angry that it had taken several years
before a psychologist's view that he did not require high security was supported. He was at present hoping to move to a MSU.

1.25.30 Patient H described the despair he and others felt at times by not knowing when one might get out of hospital:

"That is the worst part of being a special hospital patient. You are sentenced to natural life imprisonment in a mental
institution and from there . . . it is down to a lottery whether you ever get out: whether your doctor is competent, whether
the RSU doctor likes you and is competent, whether the RSU wants you considering the pressures on RSU beds now, and,
again, going back to treatment, a lot of people just do not receive the appropriate treatment.

"And security is overtaking treatment. Indeed, on the PDU now treatment is being abandoned for the sake of security,
simply because there is another Inquiry going on. So there are so many problems, so many frustrations and you watch year
after year of your life going down the toilet and, no, you do not see an end to this . .. "

It was no wonder, Patient H concluded, that some patients turned to alcohol and drugs, just as people did anywhere. He knew of
people whose health declined whilst waiting. It was a situation he feared being in himself.

1.25.31 Patient H was very critical of management as a whole and called for Ashworth to become a genuine hospital. He was
extremely critical of Dr Strickland, whom he blamed for ignoring warnings about the patient who killed Mr Williams and for
allowing Owen Ward to get out of control. He made a plea for patients to be treated as individuals rather than being lumped
together as "mental illness patients" or "personality disordered patients". While the concept of a specialist unit to treat patients
with a whole multitude of problems had merit, the personality disorder label itself was meaningless and should be dropped.

Patients' Council

1.25.32 We also received a submission from the Patients' Council and heard evidence from its Chairman, Patient M. The
Patients' Council criticized our terms of reference for being restricted to the working of the PDU, arguing that the overall level
of care and treatment for all patients within the Hospital was no better than that prevailing at the time of the Blom-Cooper
Inquiry, and that patients throughout the Hospital experienced great difficulties in accessing the treatments which had been
recommended for them. In particular, mentally ill patients suffered just as much as personality disordered patients from a lack
of access to non-pharmacological treatments such as psychological treatments. The Council criticized the quality of medical
reports which, in their view, merely rehashed old reports. They alleged that the Home Office was only interested in their cases
when a patient was seriously considered for transfer or discharge. They accused other services of creating a number of obstacles
to Special Hospital patients moving on to lower security establishments. But if the Hospital were to start consistently offering
patients well-planned and coordinated multi-disciplinary care of the kind they had been prescribed then patients would respond.

1.25.33 When he gave evidence Patient M told us that misuse of drugs and alcohol, financial irregularities and the availability
of pornographic material had always been a feature of the Hospital, although he did note that the recent tightening-up of
security had had a marked effect, judging by the very high asking price of pornography. The information he had was that
pornography had all but been eradicated as a result of the more intensive searching regime.

1.25.34 The evidence of these patients raises important issues, such as access to treatment, patient mix, inadequate
services, the relative merits of hospital and prison and the current legal framework. Overall they gave a sense of time
passing with precious little progress. Such an atmosphere of inertia creates the kind of situation in which poor practice,
apathy and corruption can flourish.

1.26.0 The Local Community

1.26.1 Ashworth Hospital is located within Maghull, about ten miles outside the centre of Liverpool. We were invited by
Maghull Town Council to visit them to hear their views on the Hospital, which we did on Thursday 5 February 1998. Two
councillors, Councillor Bamber and Councillor Robertson, gave evidence. The views they expressed were not dissimilar to the



evidence of many other witnesses during the course of the Inquiry.

1.26.2 Both councillors pressed upon us the importance of the Hospital to the local communities. But they also stressed the
concerns, particularly about security, which local residents expressed to them, and the need for residents to feel confident in the
management of the Hospital. The spate of absconsions in the latter part of 1996, that by Mr Daggett being just one, had fuelled
their fears. The Council had also picked up suggestions that staff were afraid to speak out and that there was a confrontational
relationship between management and staff associations. Mr Robertson suggested that the pace of change since the previous
inquiry had possibly proved too great to handle.

1.27.0 The Mental Health Act Commission

1.27.1 The Mental Health Act Commission has a statutory remit to visit detained patients and Mental Health Review Tribunals
are independent quasi-judicial bodies charged with reviewing the continued justification for the detention of detained patients.
We discuss both below. We include for convenience in this part of our Report the Social Services Inspectorate of the
Department of Health, which has an independent inspectorial function. The SSI carried out reviews of the social work services
at the three hospitals in 1993.

1.27.2 The origins of the Mental Health Act Commission (MHAC) go back to the Commissioners in Lunacy, first appointed in
1774, and the Board of Control, which lasted from 1913 until the 1959 Mental Health Act. Between 1959 and 1983, when the
Commission was established as a Special Health Authority, there was no organization charged with visiting psychiatric
hospitals and safeguarding the rights of detained patients. The periodic scandals in psychiatric hospitals in the 1960s and 1970s
increased pressure for an independent body to promote the rights of detained patients and to promote high standards of care (the
creation of the HAS in 1969 was an early response to this pressure); eventually the MHAC came into being in September 1983.
In what follows we draw heavily upon the Commission's written evidence.

1.27.3 The MHAC's statutory and other responsibilities can be summarised as follows:

(1) to keep under review the operation of the Mental Health Act 1983 in respect of patients liable to be detained under the
Act;

(ii) to visit and interview, in private, patients detained under the Act in hospitals and mental nursing homes;

(iii) to investigate complaints which fall within the Commission's remit;

(iv) to review decisions to withhold the mail of patients detained in the Special Hospitals;

(v) to appoint medical practitioners and others to give second opinions in cases where this is required by the Act;

(vi) to publish a report every two years;

(vii) to monitor the implementation of the Code of Practice and propose amendments to Ministers; and

(viii) to offer advice to Ministers on matters falling within the Commission's remit.

1.27.4 Until 1995, the Commission was comprised of approximately 90 part-time Commissioners (appointed by the Secretary
of State for Health or the Secretary of State for Wales) drawn from the clinical professions, social work, lay people and the law.
From 1 November 1995 Commission membership increased to approximately 190 members and visiting members. On average,
Commissioners contribute three days per month to Commission activities. The Commission Secretariat is located in
Nottingham and its 35 staff work under the direction of the Chief Executive.

1.27.5 The Commission undertakes its responsibilities on behalf of the Secretary of State and occasionally exercises its right to
draw matters of serious concern to the formal and direct attention of the Secretary of State. The Commission meets Ministers
once a year to discuss its work and liaises on a regular basis with officials of the Department of Health, principally about
matters relating to finance, personnel and the appointment of members to the Commission.

1.27.6 Two of the Commission's statutory responsibilities are of particular relevance to the matters being considered by our
Inquiry visiting and complaints.

Visiting
1.27.7 The Commission's statutory responsibility to review the operation of the Mental Health Act 1983 and visit and interview

in private detained patients can be found at section 120(1) of the Act:

"The Secretary of State will keep under review the exercise of the power and discharge of the duties conferred or imposed
by this Act so far as relating to the detention of patients or to patients liable to be detained under this Act and shall make
arrangements for persons authorised by him in that behalf

a. To visit and interview in private patients detained under this Act in hospitals and mental nursing homes . . ."



1.27.8 For each High Security Hospital the Commission has a panel of Commissioners responsible for undertaking the
Commission's statutory duties to visit and also to review the withholding of patients' mail. The Commission panel is led by a
Convenor (a member of the Commission) and, until 1 November 1995, one member of the panel also took responsibility for the
undertaking of the Commission's statutory responsibilities to investigate complaints. Thereafter, overall responsibility for the
investigation of complaints was transferred to a member of the Commission based in Nottingham who maintains close liaison
with the panel about complaints from Ashworth patients.

1.27.9 The Commission's role is visitorial rather than inspectorial. It is primarily concerned with the operation of the Act and
the treatment of detained patients. This limits the extent to which the Commission can become involved in organizational and
managerial issues. Such matters are relevant to the work of the Commission only to the extent that they are directly connected
with either or both of the Commission's primary concerns. It is this that most clearly distinguishes the visitorial from the
inspectorial approach. The Commission's right of access to documents is defined (and limited) by the terms of DHSS Circular
HC(83)19, which empowers any person authorized by the Mental Health Act Commission for the purpose of carrying out any
review mentioned in Section 120(1) of the Mental Health Act 1983 to:

" ... require the production of and inspect any records relating to the detention or treatment of any person who is or has
been detained in a hospital for which the Authority is responsible." (Italics added.)

1.27.10 The right of access is therefore strictly speaking limited to documents relating to patients' detention and treatment. In
practice the hospitals also provide the Commission with copies of various internal policy and procedure documents as a matter
of courtesy and in recognition of the collaborative nature of the relationship with the visiting Commissioners, but they reserve
the right to withhold documents they do not wish the Commission to see. The Commission's limited right of access to
documents is another illustration of the difference between the Commission's current role and that of an inspectorate.

9Review of health and social services for mentally disordered offenders and others requiring similar services (1992) (Chairman
Dr John Reed CB), Services for People from Black and Ethnic Minority Groups: Issues of Race and Culture: A discussion
paper. London: Department of Health and Home Office.
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1.27.11 The visiting process has been significantly refined since the reorganization of the Commission in 1995. Each of the
High Security Hospitals has been allocated a panel of Commissioners whose primary responsibility is to visit the designated
hospital on a more regular and frequent basis than was formerly the case. This arrangement has enabled the visiting
Commissioners to become more familiar with the Hospital, more recognisable to the staff and more accessible and better
known to the patients. Since the Commission's reorganization the Ashworth panel of Commissioners has been divided into four
visiting teams. Teams 1 and 2 visit the 12 wards of the Mental Health Directorate, Team 3 visits the six wards of the Personality
Disorder Unit (PDU) and Team 4 visits the other seven wards in the Special Needs Directorate. Ms Breach, the current
convenor of the PDU visiting team, told us that the changes had led to a more consistent pattern of visiting, which had led to
increased respect from patients and staff.

1.27.12 The purpose of visiting High Security Hospitals is to meet detained patients, either individually or in groups; to observe
the conditions in which they are detained; to examine the patients' statutory documentation; to monitor and advise on the
application of the Act and the Code of Practice; and to review decisions to withhold a postal packet addressed to a patient.
Although the Commission's aim is for each patient in the High Security Hospitals to be contacted and given the opportunity to
meet a member of the Commission at least once a year, many patients are seen much more frequently. Meetings with patients
can be very time consuming and on many visits there is little time for the examination of documents and for discussions with
the manager and staff of the wards. The latter however are very useful in helping to keep Commissioners abreast of changes to
the ward regime. They also give an opportunity to clarify and, sometimes, to resolve issues raised by patients in the course of
their meetings with Commissioners.

1.27.13 The teams visit each ward at least once every two months (in comparison Medium Secure Units are routinely visited
twice a year and other units holding detained patients are normally visited only three times in a two year period). A letter is
subsequently sent to the ward manager if any matters have arisen during the course of the visit which require his attention. Most
visits are undertaken in accordance with a previously notified programme and take place between 9 am and 5 pm, but
arrangements are also made for wards and other facilities to be visited in the evenings and at weekends. The Commission
requires that at least 20 per cent of all visits to High Security Hospitals are unannounced.

1.27.14 The visiting teams have a formal meeting with the relevant Clinical Director, together with representatives of the
clinical team of each of the wards they visit, at least twice a year. A written report of the visiting teams' activities and their
findings is also sent to each Clinical Director every six months. The Convenor and the visiting team leaders meet the Hospital
Executive Group twice a year and there is an annual meeting of the Commission and the Hospital Authority, which is attended
by the Chairman of both organizations. The Commission was lukewarm in its written evidence about the degree of cooperation
it had received in its dealings with the Hospital Executive Group, noting that whilst requests for information had been well
received, the information itself had often not followed. Ms Breach, said that the meetings had not been very productive in the
past, although this situation had improved under Mr Millar.

1.27.15 Given the pressure of time and other resources the visiting Commissioners' activities are usually, but not exclusively,
reactive in nature and the issues raised by the patients largely determine priorities. The Commission allocates additional
resources to enable thematic reviews and other projects to be undertaken. The issues examined by the Ashworth Panel of
Commissioners within the last two years include the misuse of drugs, the quality of seclusion facilities and the related
documentation, and the techniques used to control and restrain violent patients. In relation to the Owen Ward Inquiry, Mr
Paterson told us that the MHAC had told the Security Department of their concerns over illicit substances coming into the
Hospital. There had been several meetings with them on the subject at which different strategies to tackle the problem were
discussed.

1.27.16 The Commission stressed to us in their written evidence that despite a significant increase in the consistency of
attendance, and in the frequency and regularity of visits to the High Security Hospitals, the limitations imposed by the statutory
remit determine the extent to which the Commission can adopt a more proactive operating procedure.

Complaints
1.27.17 The Commission's remit to investigate complaints is set out at section 120(1)(b)(i) and (ii) of the Act:

"...toinvestigate
(i) any complaint made by a person in respect of a matter that occurred while he was detained under this Actin a



hospital or mental nursing home and which he considers has not been satisfactorily dealt with by the managers of that
hospital or mental nursing home; and

(ii) any other complaint as to the exercise of the powers or the discharge of the duties conferred or imposed by this
Act in respect of a person who is or has been so detained."

1.27.18 The Commission's current Complaints Policy and Procedure was adopted in September 1996 and the Complaints
Coordinator, who is a member of the Commission based in the Nottingham office, takes overall responsibility for the
Commission's pursuit of its complaints remit. He is assisted by a small team of Commissioners who undertake any
investigations that may be required. Since the introduction by the SHSA of a common complaints policy for all three hospitals
in 1992 fewer complaints by patients at Ashworth have had to be investigated by the Commission. A number of other
grievances which have been drawn to the Commission's attention have subsequently been referred for processing through the
Hospital Complaints Procedure.

1.27.19 Prior to April 1996, the operation of the Hospital Complaints Procedure was monitored by the Convenor of each High
Security Hospital's visiting panel. The monitoring function is now undertaken by a specially appointed Commissioner who
visits each of the High Security Hospitals at least once a quarter, reviews the procedures and scrutinizes a random selection of
individual complaints files. A written report of his findings is sent to the Hospital's Complaints Manager and copies are sent to
the Complaints Coordinator, the Convenor of the appropriate visiting panel and to the High Security Psychiatric Services
Commissioning Board.

1.28.0 The Commission and the Impact of the Blom-Cooper Inquiry

1.28.1 The Commission told us that following the publication of the Ashworth Hospital Inquiry Report in 1992, visiting
Commissioners became aware that many members of the staff had recognized the need to exercise control in a less authoritarian
and autocratic manner. However, it soon became clear that a significant minority were adopting a more passive approach to
exercising their authority, despite the risk of control problems, using the pretext that they might again be accused of using
oppressive measures to control patients. The Commission interpreted this as a device to demonstrate the need for staff to
reassert their authority and thus discredit some of the criticisms contained in the Blom-Cooper Report. This unreasonably
defensive attitude gradually diminished with time, but visiting Commissioners believed that it had contributed to the tendency
for patients to resist engaging in therapy, for example by staying in bed in the mornings and remaining on the wards rather than
attending workshops.

1.28.2 The Commission told us that in their experience most members of staff did believe there had been a significant change in
the ethos of the Hospital since the publication of the Blom-Cooper Inquiry Report, and that many would acknowledge that the
change had been for the better. However, the Commission did note that the Hospital appeared to have been in a state of almost
permanent organizational flux.

1.29.0 The Commission and the Personality Disorder Unit

1.29.1 The initial response of the Ashworth Panel was that the PDU seemed an appropriate development, bearing in mind the
previous difficulties experienced in dealing with this particular group of patients. It was thought likely to benefit many mentally
ill patients who often found it difficult to cope with the behaviour of some psychopathic disorder patients.

1.29.2 In its Sixth Biennial Report (19931995) the Commission reported that:

"difficulties are emerging in relation to the personality disorder unit where there are clearly more patients than beds
currently available (resulting in some patients being accommodated elsewhere) and Commission members get the
impression that nurses do not feel adequately trained to 'manage' the often challenging behaviour of these patients".

On their visits to the wards in the unit in 1996, Commissioners did not receive information from either staff or patients or
observe any activity that indicated any significant problems of control or security.

1.29.3 The Commission was made aware however of concerns over the shortage of psychologists at Ashworth Hospital and
towards the end of 1996 the Commission became seriously concerned about the situation, not least in the PDU. A number of
patients told Commissioners that they had not been given the psychological treatment and support they needed and had
expected to receive; this picture was supported by ward staff. The Ashworth panel of Commissioners concluded that unless
there was a significant increase in the number of psychologists employed, the situation would not improve. Whilst this
development in part reflects a national shortage of psychologists, the Commission told us they believed the shortage at
Ashworth Hospital may have been exacerbated by the abolition of the Psychology Department as part of the reorganization that
followed the Ashworth Hospital Inquiry. This was certainly the view of psychologists at the Hospital.



1.29.4 The Commission has a remit to vindicate the rights of detained patients and drew attention to what it saw as the
disproportionate influence of the Security Department on management decisions. Interestingly the Commission also criticized
the Hospital for lax security procedures which made it easier for drugs and other illicit material to enter the Hospital. Visiting
Commissioners had pointed out to the Hospital the consequences of failing to search patients on leaving and re-entering the
Hospital, the need to exercise greater supervision of visitors and the desirability of introducing random searching of staff and
visitors, including visiting Commissioners.

1.30.0 The Commission: Conclusions

1.30.1 We have dwelt at length on the Commission because here, one might think, was the body that could and should have had
its finger on the pulse of things at Ashworth. Clearly visiting Commissioners had seen some of the security weaknesses evident
in the Hospital, but not the kind of insidious problems on Lawrence Ward.

1.30.2 Mr Bingley reflected on the limits of his organization's remit:

" ... the remit of the Commission is to monitor the operation of the 1983 Mental Health Act and it is asked to do that in a
number of ways, the primary one of which is to visit and interview patients in private. So the Commission I think has
always interpreted its role, from its establishment . . . as primarily a visitorial organization, and it seems to me that one of
the things that thought will have to be given to is, whether it is a commission or some other organization, it needs to have a
broader remit which makes it clear, for example, that it can go and inspect the security arrangements off its own bat, or to
look at other aspects of the service.

"The fact was that Commissioners going into Lawrence Ward in particular were not being told anything. In that sense I
think it is quite difficult to know precisely what further the Commission could do."

1.30.3 If the remit were to change that would in turn require, he thought, a different
sort of organization with more permanent commissioners, equipped with different skills,
and undertaking more intensive and longer visits. This would require an increase in resources.

1.30.4 Mr Bingley also thought it would be sensible if the Commission was given access to management documents as of right.
He pointed out to us that it was no good allowing inspectorates to become a substitute to good management, and becoming
confused with the management of the Hospital. There was also a danger of information overload if part-time commissioners
were sent too much information.

1.30.5 Clearly there are difficult issues of balancing the need to allow managers to manage hospitals with the requirements of
external security. We make recommendations for a new regime of monitoring and inspection in Part Two, paragraphs 2.39.11-
12.

1.31.0 Mental Health Review Tribunals

1.31.1 Mental Health Review Tribunals (MHRTs) were established under the Mental Health Act 1959 to provide an
independent means to review the compulsory detention of patients in psychiatric hospitals. A Mental Health Review Tribunal is
made up of three people, one of whom is legally qualified and who presides over the hearing, a consultant psychiatrist who
must examine the patient, and a lay member.

1.31.2 Tribunals have a general discretion to discharge unrestricted patients, and are required to discharge such patients if any
of certain criteria is met, principally, that the patient is not suffering from a mental disorder of a nature or degree requiring
detention in hospital; or that detention is not necessary for the patient's health or safety, or the safety of others (section 72). In
the case of a restricted patient, Tribunals must direct an absolute discharge if he or she is not suffering from a mental disorder of
a nature or degree requiring detention in hospital; or if detention is not necessary for his or her health or safety, or the safety of
others; and if it is not appropriate for him or her to remain liable to be recalled for further treatment. If the Tribunal considers it
appropriate for the patient to remain liable to recall it must conditionally discharge him or her.

1.31.3 Since the 1983 Act MHRTs have been able to discharge restricted patients. This followed a ruling of the European Court
of Human Rights in X v The United Kingdom [1981] 4 E.H.R.R. 181. Patients can be represented, with the costs met by legal
aid. In the cases of restricted patients the Tribunal will seek the views of the Home Secretary. Patients who are detained under
sections 37/41 are able to apply for a Tribunal on an annual basis; when they do not exercise this right the Home Secretary or
the Hospital Managers refers their cases to a Tribunal on a three yearly basis.

1.31.4 Restricted patients who have been transferred to hospital under sections 47 and 49 may still apply to a Tribunal. The
Tribunal in this case makes recommendations to the Home Secretary on whether or not the individual need remain in hospital.



The Tribunal advises on whether or not the patient would have been entitled to an absolute or conditional discharge, had she or
he been subject to a restriction order. The Home Secretary can then release the individual on parole (if he or she is eligible);
remit him or her to prison; or take no action. The Tribunal can make a recommendation that he or she remain in hospital rather
than being remitted to prison.

1.31.5 The Tribunal takes evidence from the patient's doctor, social worker, nearest relative (if they choose to attend the
Tribunal) and other interested parties. Patients do usually exercise their right to be legally represented and often their legal
representatives will submit independent reports to the Tribunal and call independent witnesses. Patients generally see
documentation submitted by the detaining authority and are given the reasons for the Tribunal's decision.

1.31.6 Whilst offering an important counter-balance to the powers of the executive to detain restricted patients in hospital,
MHRTS: are not a soft option. Although the referral may be automatic or as a result of the patient's application, the onus of proof
is on him, for he must demonstrate to the satisfaction of the Tribunal that he does not continue to suffer from mental disorder or
is not otherwise continuing to fulfil the requirements for detention. These criteria are, more or less, the mirror image of the
criteria which have to be satisfied for admission or continued detention (sections 3 and 20). Once the patient has 'passed' the
statutory hurdles for admission it becomes in practice very difficult to demonstrate that the previously diagnosed disorder is no
longer present to a degree warranting detention. RMOs will not always oppose change. Sometimes they will welcome the
independent support of the Tribunal taking responsibility for the patient's discharge or recommendations to the Home Secretary.

1.32.0 Social Services Inspectorate

1.32.1 Given that personal social services are provided by local authority social services departments and by private and
voluntary agencies, the Secretary of State for Health does not have the same direct responsibilities and the same measure of
political accountability as he does within the NHS sphere. He does have statutory powers of guidance, direction, inspection and
inquiry, and duties to register and approve accommodation for children.

1.32.2 The Secretary of State is supported in this work by the Social Care Group of the Department of Health, of which the
Social Services Inspectorate (SSI) is a part. The SSI, headed by the Chief Inspector, reports independently and directly to the
Secretary of State on the quality of social services and publishes an annual report. One of the Inspectorate's main functions is to
carry out a national programme of inspection of personal social services provided by local authority social services departments
and voluntary and private agencies.

1.32.3 Social workers within the Special Hospitals have always been employed by the hospitals, rather than by a local authority
social services department. By contrast, social workers working within trusts are usually (though not always) employed by a
local social services department, giving them access to the extended networks and line management arrangements to be found
in a typical social services department. The lack of these networks has left social workers within the Special Hospitals at
particular risk of professional isolation. Yet they had and have a key role in helping prepare patients for moving on and eventual
rehabilitation into the community.

1.32.4 Historically following the creation of the NHS responsibility for the three Special hospitals passed from the Home Office
to the Department of Health.

1.32.5 In 1989 direct management responsibility, including the management of the social work service, transferred to the
SHSA. At the time the SHSA was set up, some concern was expressed that there was no social work representative on the
SHSA to whom the social work service could relate. During the course of a review of the SHSA in June 1990 Ministers
requested the Social Services Inspectorate to carry out an inspection of social work services in the three hospitals. This was
undertaken in 1993. At Ashworth at least it was the first-ever such inspection.

1.32.6 In the meantime the Blom-Cooper Inquiry had reported. It recommended, inter alia, that "specific performance targets
should be set for the Social Work Service at Ashworth and for individual members of staff in the Social Work Department"
(recommendation 46, p.160).

1.32.7 The SSI inspection of Ashworth Hospital took place in August and September 1993. The Report made a number of
strong criticisms. The key message was that, despite recommendation 46 of Blom-Cooper, the Social Work Department had not
articulated a clear view of what the social work function within a Special Hospital was. None of the social workers in Ashworth
was aware of the SHSA approved policy statement on social work and work on their own policy documents was at an early
stage.

1.32.8 The lack of a clear statement of objectives and service standards had a number of unfortunate consequences. Given that
there were no clear service standards, there was no operational guidance to help staff meet those standards and no monitoring.



Similarly, there was no formal induction, training strategy or system of professional supervision. Social workers typically
described themselves as autonomous; this in part reflected the desire to be self-motivated and exercise substantial degrees of
judgement, but in part stemmed from the lack of clear objectives and standards and a corporate sense of identity. As a result
they determined their own priorities, which meant that the social work role within PCTs, and the level of service to patients and
their families, varied considerably. In some cases clinical colleagues felt that social workers concentrated too much on
therapeutic activities to the exclusion of working with families and community agencies. The lack of clear service standards
was also reflected in the poor quality of many case files.

1.32.9 The Report stressed the importance of social workers in preparing patients for transfer out of the Hospital but noted that
social workers in Medium Secure Units (MSUs) had expressed dissatisfaction on the whole with their links with social workers
in the Special Hospitals. It was clear that social workers in both the Special Hospitals and MSUs had little common
understanding of what each side could offer. A similar picture emerged with regard to local authority social services
departments.

1.32.10 Other problems were identified, including continuing recruitment difficulties (the post of Director of Social Work had at
that point been vacant for some time) and a lack of influence on senior management (the Director of Social Work was not a
member of the Hospital Management Team).

1.32.11 Following that inspection the SHSA and SSI agreed that a member of the Inspectorate would undertake to attend
meetings of the Social Work Policy and Development Group four times a year. (This group was made up of the Directors of
Social Work in the three hospitals and reported directly to Mr Kaye.) It was also agreed that this inspector would make himself
available to be consulted by the three Directors. His role was always one of professional support and advice only, with the
knowledge and assent of the three Chief Executives of the hospitals. We gather that since the 1994 SSI Reports much has been
done to tackle the shortcomings identified in the three hospitals.

1.32.12 The above arrangement has more or less remained intact following the setting up of the HSPSCB. More recently, civil
servants from the Department's child care section and regional SSI inspectors have begun to work with the three hospitals to
address child welfare and protection issues, with a view to drawing up guidance on child visiting for the three hospitals.

1.32.13 We will see below the professional isolation of the Social Work Department vividly demonstrated in the Hospital's
approach to child protection, which appeared to reflect almost complete ignorance of the Children Act 1989 and its guiding
principles. We shall see an example of the lack of clarity over the social work role when it came to vetting visitors. We shall
also see the problems caused by a particular autonomous professional who neglected core social work duties for therapy; whose
record-keeping was poor; and whose general approach to his social work duties demonstrated poor standards and reflected poor
supervision.

1.32.14 As far as we are aware the SSI has no plans to repeat its inspection of the social work departments at the three Special
Hospitals.

1.33.0 Ashworth Hospital and the Criminal Justice System

1.33.1 As at 11 November 1997 the majority (405) of Ashworth's patient population had been convicted of a criminal offence.
Of the total population the majority were subject to a restriction order or restriction direction giving the Home Secretary various
powers to ensure public safety (see paragraph 1.36.0¢t seq. below). Whilst a number were admitted under a hospital order,
many had come from prison under section 47 (or 48) of the Mental Health Act 1983. In so far as personality disordered patients
are concerned, over the preceding ten years, this had become the more usual route for them to arrive at a special hospital.

1.33.2 There were some 1,335 individuals detained in the three Special Hospitals. Of that total 344 were detained under the
legal category of psychopathic disorder, 48 were detained under that category with a predominant diagnosis of personality
disorder and 100 with a secondary diagnosis of personality disorder. We discuss in Part Six the current best estimates for the
number of personality disordered individuals in prison and high security hospitals. (See Part Six, paragraphs 6.7.0 et seq.)

1.33.3 We make reference in this report at various points to what we call the "lottery": the game of chance which determines
whether or not an offender who is suffering from a severe personality disorder ends up in prison (the vast majority) or hospital.

1.33.4 There are various elements to the lottery. First, whether an individual gets assessed at all. Second, if he is assessed, is he
assessed by someone who is, crudely, "pro-treatment", or by someone who is more sceptical. Third, if he is regarded as
"treatable", is there a bed available. Fourth, if there is a bed available, does the judge accept such a recommendation. Fifth, if
one does get into hospital, particularly on a hospital order with restrictions without limit of time has that man won or lost? An
individual diagnosed as suffering from psychopathic disorder and committed to a hospital on a section 37/41 hospital order



does not know when he will ever be regarded as safe to come out of hospital.

1.33.5 Our proposals in Part Seven are aimed at improving the current lottery arrangements. Below we discuss the existing
arrangements and some of the problems they raise.

1.34.0 Personality Disordered Prisoners within the Prison System

1.34.1 It is generally agreed that the vast majority of offenders with personality disorders go to prison. However, as Dr Michael
Longfield, the Director of Health Care for the Prison Service, admitted in his evidence to us, the Prison Service cannot say how
many personality disordered individuals there are amongst its population at any one time, for a number of reasons. The medical
assessments carried out when inmates arrive at a prison are perfunctory at best; not all prisoners are referred to a psychiatrist at

any particular point of their prison careers; any assessment is usually concerned with whether an individual fits the category of

psychopathic disorder in the Mental Health Act, rather than any particular diagnostic category of personality disorder; and there
are different diagnostic systems, not always rigorously applied. The difficulty in reaching any informed view was illustrated by

our discussions with Dr Longfield, when we spent much time trying to clarify the best available evidence that suggests the size

of the problem.

1.34.2 We have had the benefit of seeing the most recent of several studies of the prevalence of psychiatric disorder within
prisons, a study of the Prevalence of Mental Disorder amongst the Prison Population of England and Wales commissioned by
the Department of Health from the Office of National Statistics. We discuss our estimate of the number of severely personality
disordered prisoners within the Prison System in Part Six.

1.35.0 The Services

1.35.1 At present the services within the Prison Service for individuals with personality disorder are very limited and in no way
meet the existing potential demand. The most well-known facility is Grendon, which offers a therapeutic community for around
225 prisoners. Recent research has indicated that Grendon not only benefits inmates themselves by reducing distress, and the
Prison Service through improving the behaviour of disruptive prisoners within the system, but also has a positive effect on re-
offending.10 We also heard that, although Grendon is more expensive than the average prison (£26,000 per prisoner per year
compared to £23,000) it is cheaper than the average cost of the seven High Security Prisons which provide more than half of its
population (£30,600). Given the disruptive nature of this population it offers a very cost-effective regime. A second "Grendon"
is being developed at Marchington in Staffordshire.

1.35.2 One of our number, Mr Daniels, visited Grendon on an open day and commented favourably on the regime and the
staff's commitment and self-confidence. Grendon's 'therapeutic community' regime is now well-established in the Prison
Service and there is a considerable amount of literature available on both the style of working and the outcome for prisoners
who have been through the service. Two important factors must be borne in mind. First, the referred prisoners are long-term
sentenced inmates who have made a commitment to change. Second, non-compliance or infringement of rules leads to transfer
back to mainstream prisons.

1.35.3 It should be noted however that in his recent review of Grendon11 Sir David Ramsbotham, HM Chief Inspector of
Prisons, whilst supporting strongly the work done by Grendon, criticized the Prison Service for failing to give Grendon proper
support, leadership and direction. Sir David's report recommended that the Prison Service create a high level group within the
Prison Service Headquarters to oversee and champion the work of Grendon and the other therapeutic communities within the
Service.

1.35.4 There are also therapeutic community facilities at Gartree (some 20 or so life sentence prisoners), the Max Glatt Centre
at Wormwood Scrubs (which caters for 35 men, focusing particularly on drug abuse and sexual offending), and facilities for
young offenders at Feltham and Aylesbury Young Offender Institutions. A well-established small therapeutic community unit at
Glen Parva Young Offender Institution recently closed, although it is intended to re-open the service in the future.

1.35.5 We visited the Max Glatt Centre and were very impressed by the evident enthusiasm and commitment of the
staff, but dismayed by the lack of support in terms of training they received. The Unit suffered by being insufficiently
autonomous: prison officers could be taken away at short notice to deal with problems elsewhere. This seems to us to be
similar to the strategic problem identified by Sir David, that the therapeutic centres within the Prison System have
insufficient status and autonomy to do their job properly.

1.35.6 The vast majority of personality disordered prisoners are dealt with on general location, with no specific provision to
meet their needs, although some participate in the Sex Offender Treatment Programme which, whilst not specifically set up for
prisoners with personality disorders, does cater for some who fall into that category. This programme does however exclude



those deemed to be suffering from severe disorder. The rationale for this is that such individuals' problems are thought to be
rooted in a much more general disorder of personality which requires tackling if sustained change is to be achieved.

1.35.7 Our expert witnesses acknowledged that the Prison Service often did good work with personality disordered offenders,
particularly at Grendon, but there was general agreement that prison units could not be truly therapeutic. That was not their
function. In a prison, any treatment was likely to be a once-weekly group session, after which the prisoner returned to normal
location. In hospital, staff would be seeking to reinforce the group work throughout the week. Hospitals were also resourced to
carry out individual therapy with patients, whereas the Prison Service was simply not resourced to carry out such work.

1.35.8 There is a very small number of sentenced prisoners within the prison system who are highly disruptive. A number of
these men do suffer from severe personality disorders and some have been in Special Hospitals in the past. The Prison Service
has over the years had to devise a variety of strategies for this small group, for example by using Special Units such as the old
"C" Wing at Parkhurst. In their evidence to us the Prison Service said that in the past the most disruptive men, a group
numbering no more than 40, had been transferred from segregation unit to segregation unit, often every six weeks. There they
would receive no more than one hour's exercise a day and little or nothing in the way of constructive activity or opportunity to
address their behaviour. This system has now been reviewed. A new policy of creating a small number of special units has been
adopted.

1.35.9 A new approach was launched in February 1998, based on a system of five Close Supervision Centres (CSCs), each
holding a small number of prisoners, with varying regimes ranging from highly restricted to more open regimes. A total of 60
places is planned. The centres are intended to operate as part of a national management strategy that aims to secure the return of
problematic or disruptive prisoners to a settled and acceptable pattern of behaviour. Prisoners have the opportunity for
graduated progression through the system and back into the mainstream prison estate through sustained good behaviour. The
intention is that they will be able to contribute to individual activity programmes and to attend weekly meetings to discuss their
progress. Prison staff in CSCs are to attend a centrally approved training course to equip them to achieve the aims of the centre
and to meet the needs of individual prisoners.

1.35.10 The CSC estate is based at Woodhill Prison in Milton Keynes (which operates three of the five centres), Hull and
Durham. Prisoners entering the system go to the Structured Regime Centre at Woodhill for assessment; prisoners who continue
to be disruptive or dangerous move to the Restricted Regime Centre at Woodhill with a strict, no association regime.
Compliance earns a move to the Intervention Centre at Woodhill offering structured therapy and full association. There is a
further Intervention Centre at Hull, offering an activity- based regime preparing prisoners who have progressed from Woodhill
for a return to mainstream prison life and an Intervention Centre at Durham, offering psychiatric assessment and specialist input
to the practical management of prisoners with personality disorders. Recently there has been some indication that the CSC
system at these centres is to be reviewed.

1.35.11 The Durham CSC aims to manage prisoners who have a history of highly disturbed behaviour in a therapeutic small
unit environment (with psychological and psychiatric input) and to monitor, assess and review individual prisoners' cases so as
to prepare them for a return to normal location, progress to an alternative CSC or transfer to a psychiatric hospital as
appropriate. It has nine places. It is expected that a significant proportion of the prisoners who pass through the Durham CSC
will have personality disorders which have been assessed as untreatable in terms of the Mental Health Act 1983. They,
therefore, have to be managed within a prison setting, using appropriate psychiatric and psychological interventions. A full
psychiatric assessment will be carried out on any prisoner recommended for the Durham CSC.

1.35.12 In his oral evidence Dr Longfield told us that many of the group going into the CSC system would be suffering from
anti-social personality disorder, and a number would have been in the Special Hospital system in the past. They were, however,
highly disruptive and generally unmotivated for treatment. By a letter dated 13 October1998 we were informed that 12 of the
prisoners who were on the Continuous Assessment Scheme (CAS) in March 1998 had been admitted to Special Hospitals at
some time during their sentences. However, there was no diagnostic information about them or the other 28 prisoners who were
on the scheme.

1.35.13 We visited Woodhill CSC. We were very impressed by the security and believe that the Centre will offer a very
useful safety valve for the Prison System by taking the most disruptive prisoners out of circulation. It is too early to
comment on how effective the therapeutic side of the equation will be.

1.35.14 In his submission to us Dr Longfield stated that the Prison Service considers the management of individuals with severe
personality disorder to be more appropriately undertaken in a therapeutic rather than a custodial setting, not least because of the
inadequate funding for therapy available to the Prison Service. He expanded upon this in oral evidence:

"The Prison Service is clear that there are benefits to providing therapeutic community regimes for prisoners and also in



terms of protecting the public because of the impact on reducing recidivism rates that latest research from Grendon now
suggests is there.

"The difficulty for us in expanding the availability of therapeutic community settings for prisoners, although we are
addressing this with the new prison at Marchington for instance, has been the tactical management of the ever-increasing
prison population which has tended to cause difficulty in earmarking significant numbers of places for dedicated facilities
because of the need to move prisoners around the system and the difficulty in ring-fencing prison places for special
regimes such as therapeutic communities, but as we expand the availability of prison places we are trying to take the
opportunity to expand the therapeutic community places availability."

1.35.15 When pressed by counsel for Ashworth Hospital Dr Longfield admitted that the Prison Service could build more
therapeutic facilities, as indeed was planned, but he believed that a non-penal environment was likely to be more conducive to
the therapeutic goals of such a service.

10 Marshall P. (1997) A reconviction study of HMP Grendon therapeutic community, Home Office Research and Statistics
Directorate Research Findings No.53, London: Home Office.

11 HM Chief Inspector of Prisons for England and Wales (1997) HM Prisons Grendon and Springhill; Report of a Full
Inspection 112 September, London: Home Office.
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1.35.16 We visited La Paquerette Sociotherapeutic Centre at Champ-Dollon Prison near Geneva, a small unit for 11
severely personality disordered men. It is within a remand prison, but autonomous. It is an impressive unit, which shows
that, given the right leadership and staff skills, there is no reason why therapeutic units within prisons cannot flourish.

1.35.17 There are many personality disordered individuals within the prison system who could benefit from therapeutic regimes
but who do not necessarily need to enter a hospital setting. Could not the Prison Service attract more therapists of whatever
discipline to work within the penal system? The answer unfortunately is probably no. Throughout its history the Prison Medical
Service has struggled, without much success, to attract high quality medical, nursing and other clinical staff.12 It remains a
service separate from the NHS. Recent experiments with contracting in services from NHS trusts have increased calls for the
NHS to take over responsibility for medical services within prisons lock, stock and barrel. Dr Longfield would not be drawn on
whether he recommended that particular solution, but stressed that close collaborative arrangements between prison and the
NHS were key, whatever the organizational structure.

1.36.0 The Role of the Home Office Mental Health Unit

1.36.1 The Home Office's involvement in the management of mentally disordered offenders goes back to 1800 when James
Hadfield was found not guilty by reason of insanity of an attempt to kill King George III. The court, recognizing that Hadfield
needed treatment not punishment, ordered the Home Secretary to detain him under humane conditions. An Act of that year put
the court's decision on a statutory footing and it became the Home Secretary's practice to order detention in Bethlem Hospital.
The Criminal Lunatic Asylums Act in 1860 led to the founding of Broadmoor in 1863.

1.36.2 The Home Secretary is responsible only for mentally disordered offenders subject to restriction orders, restriction
directions or hospital directions under the Mental Health Act 1983 or the Criminal Procedure (Insanity and Unfitness to Plead)
Acts 1991. A restricted patient may be detained under:

(i) section 37/41 of the 1983 Act (hospital order with restrictions);

(ii) section 47/49 of the 1983 Act (sentenced prisoners transferred to hospitals);

(iii) section 48/49 of the 1983 Act (remand and unsentenced prisoners and immigration and civil detainees transferred to
hospital);

(iv) section 45A of the 1983 Act (hospital direction patients);

(v) paragraph 2 of the Schedule to the 1991 Act (not guilty by reason of insanity, or unfit to plead).

1.36.3 In exercising these powers the Home Secretary is responsible for protecting the public from undue risk; he seeks,
therefore, in his decisions to give priority to public safety whilst still supporting the objective of rehabilitation. While
responsibility for treatment rests with the RMO and clinical team, the Home Secretary needs to be aware of the treatment
programme and a patient's progress in order to fulfil his statutory duties.

1.36.4 In 1996 the Home Secretary transferred 265 prisoners to hospital under section 47 and 481 prisoners under section 48.
Of the 265, 18 were suffering from psychopathic disorder and two from mental impairment and psychopathic disorder.

1.36.5 We were told that currently around 15 per cent of the restricted patient population had a primary diagnosis of
psychopathic disorder.

1.36.6 With respect to all restricted patients the Home Secretary's consent is required for:

(i) the grant of leave of absence;

(ii) transfer between hospitals;

(iii) discharge into the community (both conditionally and absolutely);
(iv) he also has power to recall a conditionally discharged patient.

The powers of discharge operate in parallel with those of Mental Health Review Tribunals. Authority to authorize leave and
transfer rests with the Home Secretary alone.

1.36.7 In addition with respect to sentenced prisoners the Home Secretary can authorize their transfer to hospital for treatment
and order transferred prisoners and hospital direction patients to be remitted to prison. In the case of remand prisoners, only
prisoners legally classified as suffering from mental illness and severe mental impairment who are in urgent need of treatment



may be transferred to hospital. The hospital direction applies at present only to those legally classified as suffering from
psychopathic disorder, but the legislation allows for this to be extended to other forms of disorder.

1.36.8 The Mental Health Unit within the Home Office (previously C3 Division) is responsible for the casework on restricted
patients. The Head of the Unit is a member (ex officio) of the HSPSCB and he and colleagues from the Unit meet the Chief
Executives and Medical Directors of the three Special Hospitals twice a year to discuss matters of common interest.

1.36.9 We were shown a copy of the checklist of points used in considering particular requests concerning the management of
restricted patients. The general areas which the RMO and multi-disciplinary team would need to consider cover issues such as
whether a patient needs continuing detention; if so, the level of security required; the multi-disciplinary team's current
understanding of the factors underpinning the index offence and previous dangerous behaviour; any change that has taken place
so as to lower the perceived level of dangerousness; potential risk factors in the future; the patient's current attitudes to the
index offence, other dangerous behaviour and any previous victims; any outward evidence of change; the role of drugs and/or
alcohol in the patient's behaviour; any issues which still need to be addressed, and the short and longterm treatment plans; and
any information on the circumstances of the victim or victim's family.

1.36.10 Particular points mentioned in regard to psychopathic patients are the individual characteristics of the personality
disorder; the treatment approaches to specific problem areas; evidence as to whether the patient is now more mature,
predictable and concerned about others; and evidence as to whether the patient now takes into account his or her actions and
learns from experience.

1.36.11 In carrying out their functions we were told that members of the Mental Health Unit do not try to second-guess clinical
teams, but they do look for evidence of thorough assessment and management of "risk" of danger, the aim being to ensure that
any risk of danger to the public has been properly identified and evaluated and that sound measures have been taken to guard
against any risk.

1.36.12 We heard evidence from Mr Mike Boyle, Head of the Unit. He told us that to try to second-guess clinical judgements
would be dangerous:

"We, I think, feel that it would be a very dangerous and slippery slope if we were to get into that kind of area. There would
be no logical stopping point short of, in effect, equipping ourselves with a whole range of clinical specialists and I think
there would be a source of a whole range of confusion.

"One benefit I think from the present system is that there is a clear separation of roles and that our role is clearly confined
to one of a non-clinical risk assessment on the basis purely of a criterion of public safety."

1.36.13 That said, Mr Boyle did stress that his Unit took very seriously the need to be in close touch with clinicians, to attend
case conferences and to visit hospitals and units. He agreed that it was difficult to draw a line between second-guessing clinical
judgements and reviewing an RMO's assessment of risk to the public, but it was an important distinction to seek to uphold.

1.36.14 We and counsel for the parties raised a number of policy issues with Mr Boyle, which he helpfully debated. We discuss
these below. In Part Seven we outline our recommendations for a system which, we believe, would provide better outcomes for
patients/prisoners, staff and the public.

1.37.0 The Use of Hospitals as "Quasi-Prisons"

1.37.1 There has been considerable anxiety in the past over the transfer of prisoners to Special Hospitals just before their
Earliest Date of Release (EDR). This practice can be argued to be a form of preventive detention, protecting society but at the
cost of leaving the Hospital with a disgruntled patient, who is unlikely to be inclined to therapy. As any restriction order lapses
once the EDR is passed, the responsibility for deciding the time of release and therefore of safeguarding the safety of the public
is passed from the Home Secretary to the RMO and/or MHRT who have to say when they think the patient is fit to be let out of
hospital.

1.37.2 It is fair to say that our Forensic Psychiatrist witnesses, whilst deprecating the practice of transferring prisoners to
hospital just before their EDR, also said it was not now a particular problem.

1.37.3 Mr Boyle argued that the problem of such late transfers had been exaggerated. He pointed out that it might be years
before prisoners on general location were properly assessed. Clinicians might be reluctant to take people until they neared their
EDR because of the pressure of more urgent referrals. He also noted that such transfers required the clinical evidence of two
doctors before they could take place, so it was not based on a crude measure of public risk, although risk to the public was a
key part of the assessment.



1.37.4 A similar issue is raised by the refusal to accept remissions back to prison. Mr Boyle did tell us that the Home Office
would occasionally resist attempts to remit an individual back to prison if it was deemed not to be in the individual's interest to
return to prison, perhaps because he had spent many years in hospital and could not survive on general location in a prison.
Generally the Mental Health Unit tried to have good working relationships with Special Hospitals. Nonetheless a more sinister
motive might, it is argued, be at play: if a patient deemed untreatable but dangerous is remitted to prison on the completion of
sentence, that individual would be liable to be released, however dangerous he was, on completion of that sentence. Mr Boyle
thought that more positive elements would generally be involved, such as the prevention of any deterioration in the individual's
condition.

1.37.5 Mr Boyle did not disagree with Professor Bluglass' suggestion that the Home Office occasionally turned down
recommendations from RMOs that a patient should be let out as not requiring or responding to further treatment on the grounds
of risk and danger to the public, rather than on a health care basis.

1.38.0 Directing Prisoners to Unwilling Hospitals

1.38.1 If attempts to find a bed fail the Home Secretary can direct the admission of a prisoner to a Special Hospital. Eight
prisoners were admitted in this way to Ashworth between April 1994 and the end of 1997; in each case the prisoner was
classified as suffering from mental illness. This of course presents RMOs with a very difficult situation, where they have to take
responsibility for someone for whom they truly believe they can do nothing positive.

1.38.2 This is the extreme end of a spectrum of pressure put on Special Hospitals to take particular patients. Dr Shetty, until
recently Medical Director of Ashworth Hospital, told us that on occasions pressure came from various sources to accept
individuals whose treatability and security needs were questionable, including the courts, prison doctors, medium secure units,
the Mental Health Unit at the Home Office, and sometimes on the basis of reports by "freelance psychiatrists", doctors with no
admission facilities of their own but who write reports for courts. The problem was that over a number of years the Hospital
could acquire a ward full of such people for whom nothing positive could be done.

1.38.3 Dr Coorey, of Ashworth Hospital, discussed how pressure was put on the Hospital to take patients, particularly where
there was concern about a man's dangerousness:

"Sometimes the problem arises where the judge cannot give anything more than a four to five year sentence, and everyone
recognizes that the man is dangerous, so the Hospital is the only option where he will be detained indefinitely."

Of course such a result would only follow if there was appropriate evidence from two doctors. If by contrast, a person who is
dangerous receives a relatively short prison sentence, he could be made the subject of a transfer order from prison to hospital if
he qualifies for transfer.

1.38.4 Mr Boyle stressed to us that directing patients to hospitals was done as a last resort; usually it was because of a
difference of view as to the level of security required, and very rarely over treatability (to his recollection the direction power
had not been used with respect to treatability for over two years). In an ideal world the Home Office would want the receiving
doctor to be willing to receive the patient, but for the sake of public safety that reserve power was needed.

1.39.0 Recall to Hospital

1.39.1 The Home Secretary can also recall to hospital a patient conditionally discharged from a section 37/41 court order. There
is no requirement for the Home Secretary to consult an RMO about a patient's recall. We heard evidence from an individual at
Ashworth who, having offended at an RSU and received a lengthy prison term, was recalled on the day of his EDR. Mr Boyle
assured us that the Home Office was cautious about using the power of recall save when the RMO was in agreement. That said:

"The Government's concern, and certainly the Home Secretary's primary concern, is not to put the public at risk in any
situation of that kind . . . if his assessment is that recall is necessary in the interests of public safety and it is in accordance
with the terms in the Act then we regard it as part of our duty to advise him to use those powers."

1.40.0 Detention versus Rehabilitation

1.40.1 A further issue is how to cope with prisoners transferred to hospital who still have some years to run before their EDR. It
is a long-standing principle that such patients, being still subject to a term of imprisonment, should not serve less time in
detention than if they were still in prison. This means that embarking upon rehabilitation programmes aimed at preparing an
individual for freedom is problematic to say the least if he has many years yet to serve and will quite possibly (if on a transfer
direction) be transferred back to prison to serve out his sentence. This creates problems for the Special Hospitals of coping with
patients who know they have little incentive to work at therapy for some time, creating the potential for some of the problems



we have encountered at Ashworth. Dr Robertson, who gave evidence, commented on this feature, saying that a tariff element
entered the equation: even if a patient was "cured" he knew he would not be let out until he had served an appropriate length of
time, and did not expect to be released early. It was only when patients had served what they regarded as their time for the
offence that they became frustrated at the lack of movement.

1.41.0 Leave of Absence

1.41.1 The Home Office we were told supports the objective of rehabilitation but considers requests for allowing leave of
absence visits (LOAs) on the degree of risk involved, the contribution of the planned activity to the treatment programme and
to future assessments of behaviour, and likely public concerns, particularly on the part of victims.

1.41.2 Permission for LOA visits can be assumed in some cases, for example, for certain group outings, to prevent
institutionalization in some cases and for compassionate reasons.

1.41.3 Mr Boyle told us that his Unit would look particularly closely at sensitive requests, for example if a convicted sex
offender was to be taken to a pleasure park where he would be exposed to children. But his Unit did not get involved in
hospitals' decisions on the sorts of places patients went on leave until a request arrived. We noticed that Ashworth and Rampton
have rather different policies on LOA trips, Rampton's policy being very (and rightly in our view) restrictive, Ashworth's quite
the opposite. Yet the Home Office does not seem to take any overall view on the suitability or otherwise of overall policies on
LOA visits, regarding this presumably as beyond its remit.

1.41.4 Mr Boyle did admit that although his Unit did not keep "league tables" of the outcome of particular clinicians' decisions,
he thought it might be helpful to have information on outcomes to feed back to RMOs to improve future decision-making.

1.42.0 Interim Transfer Directions

1.42.1 A point which counsel for Ashworth Hospital made consistently through the hearings was that although section 38 of the
Mental Health Act 1983 gave courts the power to make interim hospital orders for a period up to six months (since increased to
12 months under section 49(1) of the Crime (Sentences) Act 1997), there is no equivalent of section 38 for transferred
prisoners. Dr Coorey told us how he and his colleagues would occasionally stretch a point and give a prisoner some form of
Mental Health Act diagnosis so that he could be brought into hospital for "treatment", even if they were unsure whether or not
he would respond.

1.42.2 Dr Keitch of Rampton Hospital did not see the absence of such a power as a particular problem; if he felt that before a
patient came in they were not going to benefit he would not recommend admission. Dr Snowden of Prestwich Hospital thought
that the important issue in any future legislative change was to ensure that there were mechanisms for moving people between
prison and hospital, depending upon their needs. Mr Boyle agreed that the section 38 power was very valuable, but his Unit
only came into the picture at a later point, after an assessment had been carried out.

1.43.0 The Hospital Direction

1.43.1 Section 46 of the Crime (Sentences) Act 1997 amended the Mental Health Act 1983, giving the Crown Court the power
when passing sentence on an offender convicted of an offence, other than one for which the sentence is fixed by law, to give a
direction for immediate admission to, and detention in, a specified hospital ("hospital direction"), together with a direction that
the offender be subject to the special restraints in section 41 of the 1983 Act ("limitation direction"). At present this provision
only applies to offenders suffering from psychopathic disorder under the Act, although the Crime (Sentences) Act 1997 does
give the Home Secretary power to extend it to other categories of mental disorder. We have not heard of a case in which such
a direction has been made.

1.43.2 This power means that an offender could serve his entire sentence in hospital, if treatment were deemed to be working.
Alternatively, he could be remitted back to prison if in the opinion of doctors he no longer required, or was not responding to,
treatment.

1.43.3 The Home Office stated in its submission to the Inquiry that it was not possible to predict with certainty how the courts
would use the power in practice. The Home Office considered that its phased introduction, with initial availability only for
those with a diagnosis of psychopathic disorder, combined with the safeguard that courts must first consider the use of a section
37 hospital order, meant that hospital directions were likely to be used only for a very small number of cases. Mr Boyle in his
oral evidence to us suggested at most a dozen or so cases a year, where the appropriateness of a hospital order was most
difficult to assess at the time of sentence.

1.43.4 The Home Office argued that the hospital direction was most likely to be applied in connection with the automatic life



sentence made under section 2 of the Crime (Sentences) Act 1997. A section 37 hospital order is not available as an alternative
to the mandatory life sentence. Consequently, when the offender sentenced under section 2 was psychopathically disordered,
the hospital direction represented the only route whereby the court could order hospital treatment when a mandatory life
sentence was imposed.

1.43.5 The Mental Health Unit's view was that the hospital direction would be more likely to replace a hospital order, by virtue
of the effects of section 2 of the 1997 Act, than it was to replace a simple prison sentence. Accordingly, there was unlikely to be
any significant increase in the number of serious offenders admitted to hospital. Where a hospital direction was made,
psychiatrists would be able to recommend the offender's transfer to prison under section 50 of the 1983 Act if he refused to
cooperate with treatment or when all effective treatment had been given, whereas with a restricted hospital order, there might be
a need to detain the offender in hospital in those circumstances, because of the danger he would pose to others if discharged.
The power should, in the Home Office's view, therefore, ease the pressure on the High Security Hospitals of having to detain
long term personality disordered offenders who are arguably untreatable, but who would pose a potential danger to others if
discharged. When combined with the extension from six to twelve months of the maximum duration of the interim hospital
order, the Home Office anticipated that the power would represent an overall saving for the Health Service in terms of long
term detention of personality disordered offenders.

1.43.6 The power has only been available since October 1997. It is too early to say what effect it will have, if any, on
sentencing practice. However, since the option has not been used, it does not appear to be an attractive option.

1.43.7 Mr Boyle, with practised Civil Service dexterity, avoided admitting too much, but we feel the conclusion is inevitable:
the functions of hospitals and prisons as far as personality disordered offenders are concerned are dreadfully confused and need
to be disentangled. Hospitals are being used as surrogate prisons because we lack the means to detain a category of dangerous
offender indefinitely. In Part Seven we outline a radical approach to improving the legal framework for dealing with personality
disordered offenders.

1.44.0 The Advisory Board on Restricted Patients

1.44.1 It is important also to mention the Advisory Board on Restricted Patients. In cases where the prediction of future re-
offending is particularly difficult the Home Secretary can take the advice of the Advisory Board on Restricted Patients. The
Board is a non-statutory body which was set up in 1973 in accordance with the recommendations of the Aarvold Committee
following public concern about the conviction of Graham Young, a mass poisoner who re-offended after discharge from
Broadmoor.

1.44.2 The Board consists of eight members. The Chairman is a Circuit Judge, there is a second legally-qualified member, two
consultant forensic psychiatrists, a Chief Probation Officer, a Director of Social Services and two other members selected for
their wider knowledge of the criminal justice system. Members are appointed for a three-year term and may be re-appointed.
The Board meets about once a month. One member is asked to visit the Hospital where a given patient is detained and will
interview the patient, the RMO and other members of staff as appropriate. A copy of the visit report and a note of the Board's
discussion is forwarded to the Minister.

1.44.3 Decisions on whether to refer cases to the Board are taken within the Mental Health Unit or by a junior Home Office
Minister. The cases of individuals classified as suffering from psychopathic disorder are routinely considered for reference to
the Board. Individuals who have committed very serious offences or high profile patients are more likely to have their cases
referred to the Board.

1.44.4 Dr Snowden told us a little about the practical working of the Board. The Board's headline function is to give the Home
Secretary independent advice on the risk to the public of transferring or releasing a particular individual, although the Board
does often get involved with difficult cases before they even reach the stage of a submission for transfer or discharge. The sort
of case the Board reviews concern the most worrying patients, who would typically have a personality disorder or some form of
dual diagnosis. A lesser number are mentally ill.

1.44.5 Dr Snowden explained that the individual in question will not always be seen by a doctor member of the Board. This is
because the purpose of the Board is not to second-guess the clinical team as far as diagnosis and treatment are concerned, but
rather to focus attention on the offending behaviour and risk to the public. Dr Snowden told us he approached his work for the
Board as an educated person with knowledge of the system, rather than as a psychiatrist; in his view it was sometimes very
helpful not to have a doctor interviewing the patient so as to gain an alternative perspective on risk. He praised his fellow-
members of the Board as highly-experienced individuals. He added that the Board had a good record in decision-making.

1.45.0 The Parole Board



1.45.1 A formal system of parole was introduced to the British penal system for the first time by the Criminal Justice Act 1967.
The philosophy underpinning this was that early release into the community under a degree of supervision could help
rehabilitation and so lessen the risk of re-offending in the future. However, in deciding whether or not to release prisoners early
the primary consideration was, and continues to be, the risk to the public of a further offence being committed at a time when
the prisoner would otherwise be in prison.

1.45.2 The Criminal Justice Act 1991 introduced major changes concerning parole. In particular, it established that all prisoners
must spend at least half of their sentence in prison. Those serving less than four years are now released automatically at the
half-way point. Those serving determinate sentences of four years or more become eligible to be considered for parole at the
half-way stage. Those who are not released on parole are automatically released at the two-thirds point of the sentence.

1.45.3 The Parole Board carries out risk assessments to assist in the making of decisions about the early release of determinate
sentence prisoners (four years or more) and life sentenced prisoners. The Board has the power to make final decisions in cases
involving (i) determinate sentence prisoners serving sentences between four and seven years, and (ii) discretionary lifers. In
other cases, the Board makes a recommendation to the Secretary of State. The Board also plays a key role in the recall of
offenders to prison.

1.45.4 Applications for early release are dealt with by three-member Parole Board panels. Decisions are made on the basis of
documentary evidence (and, in the case of discretionary lifers, oral evidence). All Lifer Panels include a consultant psychiatrist
member. Some of the panels dealing with determinate sentence prisoners are specially designated as 'psychiatric panels', and are
responsible for considering cases where it is believed that the input of a psychiatrist would assist in the decision-making (for
example, in dealing with offenders with a history of psychiatric treatment, and sex offenders).

1.45.5 Research is currently underway into parole decision-making, looking at (amongst other issues) the importance of parole
decisions being informed by the specialist knowledge of psychiatrists and others.

1.45.6 Life sentence prisoners transferred to hospital under the Mental Health Act 1983 remain prisoners while they are in
hospital. However, in R v Secretary of State for Home Department Ex. P. Hickey [1994] 3 W.L.R. 1110, the Court of Appeal
held that for such prisoners the provisions of the 1983 Act take precedence over the Criminal Justice Act 1991. The effect of
this judgment is that prisoners transferred under the Mental Health Act do not have the same access to the Parole Board as if
they had remained in prison. However, a transferred lifer is eligible for a Parole Board review in hospital where:

(i) the Home Secretary is satisfied on the advice of a doctor that the prisoner no longer requires treatment in hospital, but
would be likely to become ill if returned to prison; or
(i1) the MHRT recommends that the prisoner is ready for discharge, but should not be returned to prison.

Any prisoner subject to a sentence of more than 12 months remains on licence until three quarters of his full term has elapsed.
If he reoffends during that licence period he may be ordered to return to prison for a period equivalent to the remainder of his
original sentence outstanding at the date of his new offence. This can be ordered concurrently with, or be served before, any
sentence for the new offence.

1.46.0 The Probation Service

1.46.1 The Probation Service is responsible for supervising many personality disordered offenders when they are eventually
released, either absolutely or on licence. They are a vital part of the overall Criminal Justice response to personality disordered
offenders, although their role is somewhat beyond our remit. In the opinion of Dr Keitch of Rampton Hospital the Probation
Service has a lot of experience and skill in handling this group. For what follows we are grateful to Mr John Harding, the Chief
Probation Officer of the Inner London Probation Service.

1.46.2 The origins of the Probation Service can be traced back to the late Victorian era and the First Offenders Act 1887 which
introduced so-called police court missionaries who supervised offenders on conditional release from the courts. The service
grew slowly, only to mushroom in the 1970s and 1980s as several major Acts widened the scope of the Service, including the
Criminal Justice Act 1967, which introduced parole and voluntary prison aftercare for offenders; the Powers of the Criminal
Court Act 1973 which introduced community service by offenders, day training centres and extended the scope of probation
and bail hostels for offenders over the age of 17; and the Criminal Justice Act 1982, which, inter alia, widened the range of
community service for juveniles over the age of 16.

1.46.3 The Probation Service in England and Wales is currently made up of 54 probation Areas. Its primary responsibilities are
to protect the public through reducing offending behaviour. The service in 1997 prepared over 225,000 pre-sentence reports for
Crown Courts, Magistrates' Courts and Youth Courts. It also supervised 32,000 Community Service Orders, 20,000



Combination Orders (probation and community service combined), 50,000 Probation Orders and over 66,000 prisoners were
under probation officer supervision before and after release. The forms of after-care supervision are variously described as
parole, life licence, automatic conditional release and, in a small minority of cases, social supervision from special prison
hospitals.

1.46.4 Since the beginning of this decade three significant Acts of Parliament have extended the scale of the statutory
responsibilities of the Service. The first, the Criminal Justice Act 1991 introduced Combination orders, changed the scope of
parole for those offenders serving over four year terms of imprisonment and led to limited periods of supervision under
automatic conditional release for those serving sentences of between one and four years imprisonment. The second, the Sex
Offenders Act 1997, introduced a number of measures relating to sex offenders involving the police and probation service. The
third, the Crime and Disorder Act 1998, with its phased implementation over a period of two years, extends the post-release
supervision periods for sex offenders released from prison for up to ten years; for violent offenders for up to five years. The Act
also introduced mandatory testing and treatment orders for drug misusing offenders and Home Office Detention Curfews with
electronic monitoring for low risk prisoners released for up to two months earlier than their normal prison expiry date.

1.46.5 Under the Victim's Charter, the service provides information to the victims and families of violent crime immediately
after an offender is sentenced. When the Parole Board is reviewing a prisoner's application for release, the Service contacts the
victim and his/her family to inform them of the prisoner's application and ascertains whether the victim wishes to include any
restraining clause in the parole requirements.

1.46.6 Apart from supervising offenders, probation officers spend most of their time preparing pre-sentence reports for the
courts on those offenders who are at risk of custody or being placed under some form of statutory supervision. Such reports
address the offender's offending behaviour, response to victims, and chronicle the offender's personal and social circumstances.
They also include a risk assessment of the likelihood of further offending and possible harm to the public. Finally they refer to
the options open to the Court and weigh up the offender's likely response to a non-custodial sentence.

1.46.7 The Service has developed a range of programmes to address specific offending behaviour. They are evidence based,
relying on evaluation and structured disciplined forms of intervention whether using a one to one approach or group work. Most
probation areas run programmes for sex offenders, drink drivers, domestic violence offenders, disqualified drivers, alcohol and
drug misusing offenders. There are also courses relating to offending behaviour and anger management. In addition there are
also courses for women offenders and young offenders.

1.46.8 A variety of conditions may be attached to probation orders by the courts, and the Service offers intensive, focused work
in probation and bail hostels and day centres.

1.46.9 In relation to sex offenders, partly arising out of the Sex Offenders Act 1997, with regard to serious and potentially
dangerous offenders, probation areas take part in risk assessment management conferences on a regular basis with the Police,
Social Services and Health Trusts. Most areas have also developed information exchange protocols with local police forces so
that risks posed by serious offenders released from prison or subject to supervision under a community penalty are known and
shared.

1.46.10 In so far as mentally disordered offenders are concerned the Service liaises closely with court-based psychiatric
assessment staff, community health teams, and psychiatric in-patient and out-patient services as well as children and adolescent
mental health services. A small minority of probation orders contain conditions whereby probationers who do not require
hospital treatment can be seen on an out-patient basis by a forensic or community psychiatrist.

1.46.11 The cost of community penalties managed by the Probation Service are considerably less than the cost of prison in all
its manifestations. Community service costs approximately £30 a week, a probation order £35 a week. Probation with a day
centre condition costs £100 a week; a combination order costs £80 a week and a probation/bail hostel order £150 a week. By
contrast, prison costs vary, from £400 per week for a local prison to £800 a week for a maximum security prison. Local
Authority secure accommodation for a juvenile offender costs £2,000 a week.

1.47.0 Care Programme Approach and Post-Discharge Arrangements

1.47.1 Conditional discharge of restricted patients allows the Home Secretary to recall to hospital a patient if he or she fails to
comply with the agreed conditions of discharge. Section 117 of the Mental Health Act 1983 requires Health Services and Social
Services to provide aftercare for patients who have been detained in hospital. This is now coordinated by an agreed package of
care and treatment which is described as the Care Programme Approach (CPA). The CPA was implemented by Health Circular
and Social Services Letter (HC(90)23/LASSL(90)11) in 1991 and requires Health Authorities to undertake a systematic
assessment of health and social care needs, in consultation with the patient and his and her carers, and to produce a written care



plan coordinated by a named key worker.

1.47.2 In April 1994 a further initiative was implemented with the introduction of the Supervision Register. This required NHS
Provider Units to maintain a register of mentally disordered patients who were regarded as posing a significant risk of suicide,
severe self-neglect or serious violence to others. Such patients' care would again be coordinated through the CPA and receive
the highest priority for aftercare and follow-up, with regular review by the multi-disciplinary team.

1.47.3 Supervised Discharge was implemented as an amendment to the Mental Health Act 1983. This allows for recall to
hospital for treatment if the mental state of a discharged detained patient deteriorates to the point at which he is again
detainable. This power is particularly related to non-compliance with medication and/or other treatment. Again this is
underpinned by the patient's CPA plan.

1.47.4 We have described the background to this Inquiry and the context within which the Hospital has to operate. We now
examine the more recent history of Ashworth Hospital, focusing in particular on a number of serious incident reports.

12 Bluglass R. (1988) 'Mentally disordered prisoners: reports but no improvements', British Medical Journal 296, p.1757.
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PART?2
The Long Road to Lawrence Ward 198996

2.0.0 Introduction

" .. .Insofar as conviction rates are appropriate measures of institutional effectiveness, follow-up studies consistently show
that if the special hospitals confined themselves to the admission and treatment of the mentally ill they could bask in the
glow of success, but both the mentally subnormal/impaired and those with psychopathic disorder damage apparent success
by the frequency of their re-convictions . . . further, those with a legal classification of psychopathic disorder are almost
entirely responsible for the major scandals . . . In an important sense our status would be much improved in the absence of
association with those detained under the Mental Health Act 1983 category of psychopathic disorder."1

2.0.1 The events on Lawrence Ward which we were asked to investigate were scandalous. But, as the quotation above implies,
scandal and personality (psychopathic) disorder are frequent bed-fellows. In this section of our Report we trace the recent
history of Ashworth, starting more or less when the Special Hospitals Service Authority (SHSA) took over the running of the
high security psychiatric service from the Department of Health. This actually occurred in October 1989, although the SHSA
had been in place for some months prior to that time.

2.0.2 We consider below the management changes occurring at both national and hospital levels which were intended to
improve high security psychiatric services, the systems in place to identify problems, the many attempts to create a robust
system for the care of personality disordered patients in a high security hospital. We demonstrate how these changes fell short
of their ambitious goals, at least as far as the personality disordered population at Ashworth was concerned, a failure reflected
in the various Reports which appeared in those years, beginning with the Mallalieu and Rowe Reports of 1990 and 1991. We
trace the various chains of accountability and attempt to identify who should shoulder the blame for the failures we have
examined. We have been careful, however, not to pin blame on individuals where we believe the system was at fault because
the job staff were being asked to do was impossible.

2.0.3 Given that the High Security Hospitals had been a backwater where relatively little had changed over many years,
certainly before the advent of the SHSA, change was imperative. In common with the rest of the NHS, Ashworth Hospital has
undergone considerable change in recent years; some witnesses complained about too much change, too quickly imposed. In
his evidence Mr Kaye said he would have preferred five years to effect the changes at Ashworth.

2.0.4 No one should underestimate the challenge of caring for and managing the particular group of patients found on the PDU
at Ashworth. We also recognize the difficulty facing staff in trying to move forward after the trauma of the Blom-Cooper
Inquiry. Was the task then too difficult for staff at the ward level? Alternatively were the problems on Lawrence Ward a mere
aberration caused by errors of the PCT and nurses on the ward? Or were there weaknesses in the management systems put in
place to help the Hospital improve its clinical care whilst maintaining security for patients, staff and public, to integrate it more
firmly within the NHS family? Were there flaws in the systems for developing, implementing and monitoring robust policies
and procedures? Our task has been to consider whether the changes introduced have been flawed, either in conception or
implementation. In short, whether the system itself was the greatest villain of the piece.

We think it was.

2.0.5 We would not argue against the proposition that much had been achieved in the Special Hospitals, Ashworth included,
between 1989 and 1996. The Special Hospitals are now much improved compared to ten years ago. Ashworth Hospital was the
first hospital to end the degrading practice of "slopping out". Another change, "24-hour opening" which became fully
operational later in this seven year period has proved to be an expensive investment producing mixed benefits. Although the
Special Hospital system has had considerable difficulty in recruiting professional staff with the requisite ability to revitalise a
system which evolved from the past, there remains within it much expertise and dedication directed to the complex task it
undertakes.

2.0.6 However, we argue below that, notwithstanding some serious failings by individuals the job staff were being asked to do
in the Personality Disorder Unit was fundamentally ill-conceived. Sadly, nobody was able to dissipate the treacle in which,
historically, the system has wallowed. Poorly thought-out policies and changes have been thrust upon staff without adequate



thought as to how those changes could be wrought. Of course, some people have been proved inadequate to the tasks, others
have given up hope, but there can be no doubt that the lion's share of fault lies with the system. There are a number of reasons
for this which we set out. In Part Seven of our Report we outline a system which, we believe, has a better chance of success.

The Patient Mix

2.0.7 As Professor Taylor points out in the passage we have quoted above, personality disordered patients are, generally
speaking, the patient group most likely to cause management problems. This is not a particularly original point. The different
problems presented by mentally ill and personality disordered patients are well known. For many years there has been a
difference of opinion amongst consultant forensic psychiatrists as to whether or not offenders with psychopathic disorder are
treatable. There is probably less difference of opinion as to whether the most severe cases are curable. The general opinion is
that they are not. However, there is common ground concerning the problems that people at the very severe end of the
personality disorder spectrum create. They are highly manipulative of other patients and staff. They can be compliant when it
suits them, even for years, in order to earn privileges which they can then exploit. They require very well trained staff to
maintain necessary distance, but still to retain effective relationships. By contrast the mentally ill, who can be just as dangerous,
are, in general, more susceptible to treatment. Not all serious personality disordered offender patients require the highest
security, but all of them require a sufficient level of security to ensure the protection of the public, other patients and staff.

2.0.8 Therefore if such individuals are to be cared for in a hospital due recognition has to be paid to their particular needs, and
the particular security issues they present. Yet the SHSA consistently failed, in our view, to distinguish between the discrete
needs of the different groups of patients. Having said this, it seems to us that for some of the severe personality disordered
offenders who are currently in hospital the preferred option should be prison.

2.0.9 The SHSA was given broad guidance on its objectives by the Department of Health in the form of the so-called
"Operational Brief". However, this document states a confusion of objectives which it says "are prescriptive on the SHSA and
must inform all its activities". The Special Hospital service is said to cope with patients whose "underlying clinical condition is
susceptible to treatment and rehabilitation in the same degree as that of patients with similar conditions cared for within the
NHS". This statement is then qualified by saying the special hospital patients exhibit an additional dimension, having all been
assessed as displaying "dangerous, violent or criminal propensities" to an extent which would represent a risk to public safety if
they were not managed in facilities of security which the rest of NHS does not provide. Such patients are admitted against a
criterion of "presenting grave and immediate danger" so their care and treatment "has to be carried through in conditions of
security much more stringent than needs exist in the NHS".

2.0.10 So far so good, but confusion of thought now takes over. No distinction is made between the different types of mentally
disordered offenders the service has to deal with or their various responses to different forms of treatment. They are treated as a
homogeneous group. It is asserted that modern psychiatric therapies for the care and treatment of patients call for "supportive
socially-orientated and rehabilitative regimes", but the inescapable security requirements dictated by the need to protect the
public, staff and other patients, have, in the past, inhibited the application of such regimes.

2.0.11 By 1989 developments in pharmacological, psychological and social treatments of the mentally ill had advanced and
have continued to advance. Such advances play a much less significant part in the treatment of personality disorder
uncomplicated by any other problems. Its treatability is still unresolved. Research commissioned by the Reed Working Group's
Report on Psychopathic Disorder and carried out by Drs Dolan and Coid in 19932 resulted in the conclusion that there was no
convincing evidence whether people with psychopathic disorder could or could not be successfully treated. In evidence Mr
Kaye referred to personality disordered offender patients as presenting "one of the greatest challenges"; their particular
psychopathology which often included considerable ability to plan and challenge boundaries, when combined with their
potential for dangerousness, made ward management particularly difficult. He added that if patient-mix was not carefully
planned their influence on other patients was often disruptive and disturbing. He continued: "those with personality disorder are
amongst the patients most capable of organising adverse situations and careful high security planning is essential". All of this
was known in 1989, just as it had been known in 1975 (see the Butler Report).

2.0.12 The controversy over treatability results in the so-called lottery over who gets sent to hospital and who ends up in prison.
A number of severely personality disordered individuals who commit serious offences are seen by psychiatrists who favour
treatment and are admitted to hospital. The same person, had they been seen by another psychiatrist could have been judged
untreatable and sent to prison. In both cases the individual is potentially dangerous and disruptive and needs to be cared for or
imprisoned in a very secure environment. The prisoner may need some specialist health care but will rarely receive it. The
patient finds himself in an environment where security is a significant restraint on therapeutic options.

2.0.13 Those health professions who work in the secure environment have to accept the discipline that this imposes and shape



and sometimes limit their clinical practice accordingly. They do not see themselves as jailors. However, for long-term patients
who are either resistant to treatment or judged, over time, to be untreatable, hospital does indeed become a prison, sometimes
for life.

2.0.14 Since 1989 the more usual route of admission into the Special Hospitals for individuals judged to have a severe
personality disorder has been by way of transfer order under section 47 of the Mental Health Act 1983 with a restriction under
section 49. Many psychiatrists are unwilling to recommend other routes which might have the practical consequence of
commitment to hospital for a wholly indefinite period even when treatment is not possible.

2.0.15 The mentally ill also end up in both the hospital world and prisons but this is not usually the consequence of differential
diagnosis by psychiatrists. For the mentally ill the diagnostic framework has a high degree of professional consensus. The
individuals do of course change over time. Prisoners develop problems with their mental health and patients, once their mental
health has been stabilized, could return to custody. In both cases the individual may still be judged potentially dangerous and
need care or custody in a secure environment.

2.0.16 Consider now that approximately 150 of the most dangerous and disruptive personality disordered patients were put
together in a single unit of six wards at Ashworth, on the same campus as mentally ill patients, with few effective restrictions
on interaction between the two groups. Most had been in the Special Hospital system for some years. When the Hospital began
to become more liberal, post-Blom-Cooper, the fruits of this liberalization were applied to all. No account was taken of the
special needs of personality disordered patients; as indeed, if anything, this group benefited most in terms of reduced security
and personal freedom. That these freedoms would be abused by some of this group should have been anticipated. Because
it was not, the lives of many staff and patients have been blighted.

The Conflict between Security and Therapy

2.0.17 The SHSA's first stated objective was "to balance the provision of appropriate care and clinical treatment with the safety
of the public, the staff and the patients themselves". Balancing the need for security with the requirements of therapy, was
thought to be the way to pull the Special Hospitals out of the treacle in which they were bogged down, but, as an objective, it is
far easier to state than achieve. From what we have seen, while there may have been odd pockets of success, the general
picture, as far as the personality disordered population at Ashworth is concerned, is of failure to achieve this goal and this is a
major reason, and probably the principal reason, why Ashworth has made limited progress in these years. This is also why, after
Mr Daggett's absconsion and whistle blowing activity towards the end of 1996, the continuance of pre-existing problems could
be brought to light.

2.0.18 We trace below two conflicting trends, one towards greater liberalization, an understandable reaction to the abuses of
former years so graphically demonstrated by the Blom-Cooper Report. The other is a rearguard action by those charged with
security within the hospitals and those called upon to investigate successive incidents, who argued with little success that
liberalization could only take root if it was underpinned by sound security principles.

2.0.19 Thus on the one hand in came the devolution of responsibility for care and security down to ward level recommended by
the Task Force set up to implement the recommendations of the Blom-Cooper Report; 24-hour care; patient empowerment in
the form of Patients' Councils; new complaints procedures; the requirements laid down by the 1993 revision of the Mental
Health Act Code of Practice and the SHSA's Patient's Charter; and the implicit downgrading of the Security Department to the
status of unwanted advisers. On the other hand we see the highly critical security audit of the Hospital in 1992 carried out by
Miss Joy Kinsley, the SHSA's Director of Security; the continuing security problems being raised year after year by Security
Managers; and a long stream of serious incident Reports raising similar issues.

2.0.20 Much of what the SHSA was doing made good sense. But it could only work for personality disordered patients in
particular if the demands of security were firmly grounded in the running of the Hospital. Yet with the publication of the Blom-
Cooper Report on Ashworth Hospital in 1992, which had largely been concerned with the ill-treatment of mentally ill and
mentally impaired patients, the SHSA had to set about implementing the majority of its 90 recommendations throughout the
Ashworth campus irrespective of patients' different security requirements. It did this by way of the Task Force referred to
above. As we shall show, the Task Force's objectives were quite different from those of Miss Joy Kinsley carrying out her
security audits. The radical changes brought about following the Task Force's Reports of December 1992 and February 1993
were fatally flawed because they did not recognize the differential needs of the personality disordered patients. Those who did
see the problems were often regarded, we were told, as "dinosaurs". Those changes gave rise to the justifiable comment noted
in the Owen Ward Report that "security was sacrificed in the headlong rush to therapy". No wonder staff felt confused.

2.0.21 Generally speaking a satisfactory balance between security and therapy was never achieved in the PDU at Ashworth
during the lifetime of the SHSA. This is seen through the various inquiry Reports we have examined and which we discuss



below. The same problems stemming from inadequate security provisions appear time and again. Similar recommendations to
remedy them are made; resolutions are made to implement the recommendations; frequently efforts are made to implement
those recommendations although they often prove to be ineffectual; management structures are changed in efforts to improve
control sometimes before previous changes have even taken root. Significantly Mr Kaye said that searching never appeared in
the Special Hospitals' contracts until the end of the life of the SHSA.

2.0.22 The task in hand was complicated by further factors. First, the sheer size of Ashworth (and indeed of Broadmoor and
Rampton). The Hospital had some 480 beds at a time when in the NHS the old long-stay psychiatric hospitals were
dramatically reducing in size or closing as alternative community services emerged. The PDU was too big in a hospital that was
too big. Managers simply could not keep track of what was happening.

2.0.23 Second, one must remember the legacy of the past: poor industrial relations, a lack of trust between managers and staff
which led to secrecy on the one hand and (it is alleged) disclosure of sensitive information to the press on the other. The failure
to circulate informative versions of key Reports such as the Owen Ward Hostage-Taking Report (which we discuss in para
2.14.0 et seq.) reflects in part the secrecy of the management culture. Additionally the quality of professional staff was variable
and professional isolation did not help. Nor did fragile relations with the rest of the NHS.

Lack of Success with the PDU

2.0.24 The SHSA's success was limited in so far as personality disordered patients are concerned. Until we analysed the
evidence concerning these years, it seems to us that the success of the SHSA was more limited than it wanted to believe itself or
wanted others to believe. The Owen Ward Report, one of the most important, if not the most important, in the life of Ashworth
Hospital, was concealed; it was reduced from a 59-page version, with 385 pages of appendices, to a 19-page version with no
appendices. Finally it was reduced to its circulated version of nine pages which was a travesty of the original. The Swan Report
into women's services at Ashworth was not disclosed, essentially because it recommended removing that service from
Ashworth. As will be seen, in our judgment, these two Reports were concealed because the SHSA wanted to keep alive the
notion that changes introduced were working when they were not. Furthermore, through the quarterly quality Reports as well as
Inquiry Reports, and the minutes of the meetings of the Security Managers of the three special hospitals, the SHSA knew they
were not working.

2.0.25 In 1994 the SHSA wished to review the progress made following the implementation of the Blom-Cooper Report's
recommendations and invited the Health Advisory Service (HAS) to do this for them to present a picture of independence and
impartiality. We believe that Dr Williams' HAS team was to some extent deceived. At the very least they were induced into
complacency. They were deprived of the sight of the Swan Report and the Owen Ward Report in their Inquiry which led to the
publication of their own Report, With Care In Mind Secure. In his evidence to this Inquiry, Mr Kaye relied on that Report, not
as demonstrating achievement of all that the SHSA set out to do, but as significant evidence that much had been achieved. In
our judgment, the background events leading to the publication of With Care In Mind Secure undermine the reliability of that
claim.

2.0.26 At this time the Special Hospitals were moving towards greater autonomy and finally became independent authorities in
1996. This process itself was very consuming of senior management's time and energy. In the meantime, two other Inquiries
reported, one into the affairs of Stephen Braund and the other into the possessions of Stephen Finney, which disclose similar
and serious problems. The sorry tale we recount in this part of our Report takes us up to the absconsion of Mr Daggett in
September 1996 and our account of that event and the Reports which followed. The whole story is one of years of failure to
learn lessons from mistakes and bitter experience. Inquiry after inquiry produced fine words, but little action. This was
particularly true when the lessons were about tightening security rather than relaxing it in pursuit of the admirable but
misguided goal of therapy for all. All too often the Hospital's preoccupation with secrecy blocked the learning process.
Yesterday's mistakes should be today's agenda for change.

2.0.27 It is now time to tell this sorry story. We start in 1989 with the creation of a new national body to take the Special
Hospital Services forward, namely the Special Hospital Service Authority (SHSA).

2.1.0 The Establishment of the Special Hospital Service Authority
2.1.1 Under section 4 of the National Health Service Act 1977 the Secretary of State for Health is charged with the duty:

" ... to provide and maintain establishments (in the Act referred to as 'special hospitals') for persons subject to detention
under the Mental Health Act 1959 [subsequently the Mental Health Act 1983] who, in his opinion, require treatment under
conditions of special security on account of their dangerous, violent or criminal propensities".



This ultimate accountability cannot be delegated. In the final analysis the Secretary of State is accountable for what happens
within the High Security Hospitals (just as he is accountable for other hospitals and services within the NHS). He has a duty to
ensure that the High Security Hospitals are properly run; this can perhaps be summarized as ensuring that adequate resources
are obtained to run the hospitals; that the hospitals are given a strategic direction to follow; and that arrangements are in place
to ensure that the operational management of the hospitals is delivering appropriate care to patients and ensuring the security of
the public.

2.1.2 Whether Secretaries of State are responsible for everything that happens inside the Special Hospitals is another matter.
One view is that much of the organizational changes of the last decade or so in public services, not just the NHS, is a process of
careful distancing of Ministers from the consequences of their strategic decisions. Another view is that it is a nonsense to saddle
Ministers with detailed operational problems. There has to be a separation of high policy from detailed operations. We know of
no Minister who has resigned in recent times for an operational failure in a public service. If that were the tradition it would be
difficult to find a more extreme example than the events at Ashworth Hospital. However, Ministers cannot escape final
responsibility for the system if the system is so fundamentally defective that the Special Hospitals cannot operate effectively.
Ministers, advised by their officials, are responsible for tackling the problems.

2.1.3 In practice of course the Secretary of State delegates his functions. Before 1989 these functions were executed by a
Special Hospitals Service Board based within the Department of Health in its various guises.The four Special Hospitals were
managed by three Hospital Boards (Moss Side and Park Lane were managed by one Board) and were answerable to this Board;
all Special Hospital staff were Department of Health civil servants, and a central admissions panel decided upon admissions to
the hospitals.

2.1.4 By the late 1980s, when the rest of the NHS had embraced general management, this arrangement was looking
increasingly untenable. Running three large, geographically disparate hospitals from Alexander Fleming House in the Elephant
and Castle in South London was a nonsense.

2.1.5 The then government decided to create a new Special Health Authority, namely the SHSA, with a Chief Executive at the
centre and general managers at the three (Moss Side and Park Lane becoming Ashworth) hospitals. As we have seen, the new
body was given six basic objectives which were to inform all of its work:

(i) ensure the continuing safety of the public;

(ii) ensure the provision of appropriate treatment for patients;

(iii) ensure a good quality of life for patients and staff;

(iv) develop the hospitals as centres of excellence for the training of staff in all disciplines in forensic and other branches
of psychiatry and psychiatric care and treatment;

(v) develop closer working relationships with NHS local and regional psychiatric services;

(vi) promote research in fields related to forensic psychiatry.

2.1.6 We mentioned in Part One that the SHSA was given an Operational Brief, dated May 1989, which outlined the rationale
for the change of management arrangements and set out the ground rules for the operation of the new body. It is worth
examining in some detail.

2.1.7 The SHSA's first, and obviously very important objective, was set out in paragraph 1.2, "to balance the provision of
appropriate care and clinical treatment with the safety of the public, the staff and the patients themselves". That task is easy to
state but very difficult to execute, particularly regarding serious personality disordered offenders. Failure to solve this difficult
conundrum is a major cause of the systemic malaise which has afflicted Ashworth Hospital, as we shall see.

2.1.8 Paragraph 1.5 of the Operational Brief explains that from July 1989 the SHSA, would run the Special Hospitals,
exercising its management responsibilities "through General Managers at Hospital level, and accountable to the Secretary of
State represented by appropriate machinery within the Department of Health working closely with the Home Office." The
arrangements would be reviewed after three to five years.

2.1.9 Chapter 3 of the Operational Brief sets out the factors which are said to influence "the whole of the conduct of the Special
Hospital service". Those factors are set out in the next three sub-paragraphs of the section. The first is said to be to care for
about 1,400 men and just over 300 women about 75 per cent of whom are either mentally ill or mentally impaired and 25 per
cent of whom are psychopathic. It is said "their underlying clinical condition is susceptible to treatment and rehabilitation
to the same degree as that of patients with similar conditions cared for within the NHS". As we have said above there are
important features distinguishing this group of patients from those in the rest of the NHS. The most important of these features
is that they have all been assessed as displaying "dangerous, violent or criminal propensities" to an extent which would
represent a risk to public safety if they were not cared for and treated in facilities of security which the NHS does not provide.



The Department of Health "Admission Panel" decided admissions to the Special Hospitals against a criterion of "presenting
grave and immediate danger" so their care and treatment

"has to be carried through in conditions of security much more stringent than needs to exist in the NHS . . . This emphasis
on security the need to protect the public is an essential characteristic of the Service: over 80 per cent of the patients have
been convicted of actual criminal offences, and about 60 per cent of patients are 'restricted' . . . Security is the dominant
theme in public, media and political perception of the service . . ."

2.1.10 Paragraph 3.2 4 says that the preceding matters create the central challenge to the Service. On the one hand modern
psychiatric therapies for the care and treatment of patients' clinical conditions call for "supportive socially-oriented and
rehabilitative regimes", whether group or individual, but "the inescapable security requirements dictated by the need to protect
the public, staff and other patients has in the past inhibited the application of such regimes. Moreover, a consequence of this
situation is that the majority of patients remain under the care of the Service for long periods the average stay is seven to eight
years so the custodial requirements also diminishes the effectiveness of the indicated therapeutic regime."

2.1.11 What is set out above has to be linked with paragraph 3.3 of the Operational Brief: "Until recently the custodial aspect
has tended to dominate operational activity. Increasingly, however, and in keeping with modern concepts of psychiatric care and
treatment, the service has sought ways of enabling appropriate therapies to be made available to patients to the maximum extent
possible within the dictates of security.To this end, the Government has set six basic objectives to be sought in the evolution of
policy and the conduct of operations by the service. These objectives are prescriptive on the SHSA and must inform all its
activities." (See paragraphs 1.18.11 and 2.1.5 above).

2.1.12 In our view, in relation to personality disordered offenders, the strategy set out in the Operational Brief involved
considerable risk, particularly since it was "prescriptive on the SHSA and must inform all its activities". This was a
factor we bore in mind in concluding that the SHSA was at fault, despite political pressure, in failing, in its lifetime, to
make it clear that the same mix of therapy and security for mentally ill offenders and personality disordered offenders
was inappropriate.

2.1.13 In his evidence, Mr Kaye, the Chief Executive of the SHSA throughout its life, showed a clear understanding of this
problem. He also shows the same understanding in Service Strategies for Secure Care (1995), which was apparently published
to pass on to the High Security Psychiatric Services Commissioning Board the experience of the SHSA. In his Introduction, Mr
Kaye writes: In a clinical context terms such as 'Special Hospital patient' or worse 'Special Hospital patients' are largely
meaningless. What is required is an approach that groups patients clinically and coherently and which paves the way for clear,
common statements of treatment, management and outcome for each group."

Of personality disordered offenders he writes: "From the mental health service planning perspective, the diagnostic group
providing one of the greatest challenges is that with personality disorder. Recent Reports have identified a number of the
unresolved issues where research and clinical practice have yet to provide answers to inform the best way forward. These
include problems regarding treatability, the characteristics of the disorder, and which treatment interventions are most effective.
The issue is often compounded by the particular psychopathology of this group of patients which often includes considerable
ability to plan and challenge boundaries. When combined with their potential for dangerousness, this group can be particularly
problematic to manage." He recognises a number of matters which we also recognise and accept.

Assessment of the needs of the personality disordered is complex both pre-admission and in the period immediately following
admission. Time is required; multi-disciplinary assessment is required and assessment teams should use standardised
assessment protocols and procedures. "If patient-mix is not carefully planned their influence on other patients is often
disruptive/disturbing making ward management particularly difficult." Later on he says "Patient-mix requires careful thought
and planning to avoid potentially explosive situations. Many patients with personality disorder have a great capacity to plan
because their psychopathology is such that they are much more able to influence other patients, staff and the hospital system.
Adverse events have occurred in high security settings when particular individuals with personality disorder have collaborated.
Those with personality disorder are amongst the patients most capable of organising adverse situations and careful high security
planning is essential." He refers to other problems as being:

"Lack of clarity about which interventions are most effective;

Lack of well developed outcome methods;

Assessment of risk: those with personality disorder in Special Hospitals have the highest rate of re-offending post
discharge;

Where specific interventions are thought to be useful for particular sub-groups it is based on anecdote rather than clear
research evidence the interventions have not been matched to such groupings in a consistent ways;



There is evidence to suggest that in the therapeutic setting the behaviour of the patient will change but following discharge
or release there is negligible evidence to show that any improvement is maintained other than in the short term."

2.1.14 By contrast he says the needs of the mentally ill patients who form about two thirds of the special hospital population are
different. They present different management and treatment problems. Many respond to modern drug treatment.

2.1.15 Mr Kaye's words contrast sharply with the Operational Brief, which implies that there is one problem which covers all
types of patient: too much security is impeding modern therapy which is available to all. Therefore, security must take second
place although it must still be there.

2.1.16 Early on in his evidence, Mr Kaye was asked about paragraph 3.2.4 of the Operational Brief, referred to in paragraph
2.1.10 above. He said: "I think this states one of the key dilemmas, tensions and challenges that the SHSA looked at. Certainly
in the time leading up to my appointment it was quite clear to me that one of the essentials that the Department of Health
wanted to see was the introduction into the Special Hospitals of the hospital ethos of the concept of mental health in its
contemporary forms. The balance which is a continual thing between therapy and security, is stated there and runs as a
consistent vein throughout the whole life of the SHSA."

2.1.17 In our view in laying down this prescriptive practice, the Operational Brief failed to recognize the distinction made in it
between patients in Special Hospitals and NHS units. Thereafter, throughout its lifetime, as stated above, the SHSA failed to
focus on this vital difference. Mr Kaye's counsel appeared to recognize this, because shortly afterwards he asked Mr Kaye, "Did
you yourself, when you came to take up your position as Chief Executive, see there as being an inevitable tension between the
requirements of therapy and security?" Mr Kaye replied, "Obviously it is quite clear, really from your first visit to a special
hospital which is an experience that stays with you, that the twin factors that control the hospital require a great deal of careful
approach to ensure that they are complementary and that neither one dominates the other to the inevitable bad outcome of the
Hospital's task overall."

2.1.18 This was neither the first nor last time that both question and answer failed to take account of the difference between the
patient-mix of the Special Hospitals, but concentrated on the difference between patients in special hospitals and patients in
other NHS units. There seems to have been a total failure to recognize the fact, that to bring the twin factors into equilibrium,
the type of special hospital patient must be balanced against the security requirements of that type of patient. The security needs
of the various types of patient in the special hospitals vary as much as do their therapeutic needs.

2.1.19 Mr Kaye went on to say that his 30 years' experience as a professional manager in the Health Service, including working
in the mental health field and in the management of large psychiatric hospitals, had not prepared him for the dimensions of the
special hospital world. He wanted "to stress very strongly that it was a different world". He explained this in the following way:

" every patient who enters a special hospital is adjudged to be dangerous clinically, physically dangerous;

every patient who enters a special hospital is very ill, with a severe mental illness or a personality disorder of an extreme
nature, or a combination of illnesses;

every patient who enters a special hospital has exhausted every other type of care. These individuals have been through the
whole gamut of health services, social services, the criminal justice system, the whole gamut of what is on offer, and none
of that has had a significant effect on their condition;

these hospitals are the end of the line for these individuals;

I stress these factors and I stress them very strongly because that trio of values I have just outlined sets the special hospitals
apart from any other sort of health care institution . . . and for Professor Edwards to compare [meaning contrast] Rampton,
Ashworth and Broadmoor to St Thomas's Hospital neatly puts the point. They [patients] are forced to be there, they are
forced to have treatment, and most of them do not want treatment. The whole milieu, the whole ethos, is radically different
from anything you are going to see in the Health Service. Until you accept that and take that as your base line for looking
at special hospitals, what they do, what problems arise, you will not understand at all what is going on within those
institutions."

2.1.20 In saying that, and in what he wrote in Service Strategies for Secure Care, there is no doubt that Mr Kaye was aware that
the dilemma posed by paragraph 3.2.4 of the Operational Brief, the challenge of providing therapy within a high security
institution, has proved impossible to resolve. It could not be resolved. No one hearing the evidence we have heard, or reading
the documents we have read, can do other than conclude that there is a great deal of truth in an observation made during the
1994 Owen Ward Inquiry that "security was sacrificed in the headlong rush to therapy". That observation was made in an
Inquiry into the taking hostage of a clinical psychologist and a patient by another patient who was on a long-stay ward while
undergoing assessment. It was a situation not only involving the usual wrong patient mix; it involved a much more dangerous
type of wrong patient mix. The patient who took two hostages was still an unknown quantity; his treatment had not been



determined; he had no care plan yet he was admitted unassessed on a ward providing for long term patients. These other
patients were needlessly exposed to risk of danger.

1 Taylor P. (1992 'Introductory note to the 1991 SHSA seminar on psychopathic disorder'. Criminal Behaviour and Mental
Health, vol 2, No. 2.

2 Dolan B. and Coid J. (1993) Psychopathc and anti-social personality disorders: Treatment and Research Issues. London:
Gaskell Press.
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2.1.21 No one can criticize the concept that where therapy is appropriate it should be available; nor that patients should not be
kept in conditions of security greater than is necessary for their management provided the necessary security structure is in
place to ensure the safety of other patients, staff and the public. However, the way Ashworth was organized resulted in scant
attention being paid to the balance between the therapy and security needs of patients.

2.1.22 We have no doubt that the application of the recommendations of the Blom-Cooper Report across the whole campus of
Ashworth Hospital, without regard to the different regimes needed by the different sub-groups of patients, was a fundamental
error which created complex managerial problems rather than an enlightened solution.

2.1.23 The Operational Brief goes on to discuss the new Authority's relationships with other bodies. The Brief notes that:

43" ... the primary objective in creating the SHA is to remove from the Department its present task of operational
management, and to place it in the hands of appropriately qualified and experienced managers and practitioners. In short,
the intention is that the SHA should stand in the same relationship to the Department on the one hand and the individual
hospitals on the other hand, as Health Authorities stand within the NHS framework. However, the purity of this principle
has in practice to be modified to reflect other overriding considerations, including, for example, the responsibilities of the
Home Secretary and, at a different level, the nature of public and political perception of the Special Hospitals Service."
[Our emphasis.]

4.4 "The basic functions of the Department and the SHA can be described thus simply: the Department prescribes national
strategic guidelines, provides resources, monitors performance and holds the SHA formally to account in these respects;
and the SHA, working through the individual hospitals, implements those policies and deploys those resources so as to
deliver service to the public at a level acceptable to the Secretary of State."

2.1.24 The Operational Brief noted that, ideally, monitoring by the Department should be minimal. But:

4.6 "Even so, the SHA will be accountable, formally and directly to the Secretary of State for Health: the management of
the individual hospitals will be directly accountable to the SHA; and these relationships will be reflected in appropriately
promulgated powers of direction and usurpation."

It concluded that:

4.8 "The intention is that in carrying out the role described above, the SHA should be constituted as a small organisation,
operating flexibly and maximising delegation of operational responsibility to Hospital level rather than acting as a
centralised interventionist body."

2.1.25 The SHSA was set up with a non-executive Chairman, four executive directors, namely the Chief Executive, and three
directors responsible for clinical policy, nursing and finance respectively; and four non-executive directors. As a statutory
authority the Chief Executive was accountable to his Board and to the Chairman of his Board, who was appointed by, and
accountable to, the Secretary of State. As we noted above, Mr Kaye was appointed Chief Executive, a position he was to hold
throughout the SHSA's life. He commented in his statement as follows:

"Undoubtedly the key emphasis from the Department of Health was to bring the Special Hospitals from their isolated and
vulnerable position halfway between prisons and hospitals towards a status and a recognition of their function as
therapeutic centres. Thus the direction was towards integration within the Health Service whilst still maintaining those
aspects of security and containment which were essential for the safe and proper functioning of hospitals."

2.1.26 He stressed that there was no intention of replacing one centralized bureaucracy in the Department of Health with
another at the SHSA. It was "farcical" to think one could control what was happening on 72 wards on three different sites far
away from London:

"So one of the key activities was to identify, to attract, recruit people, managers and clinicians, of the best quality
obtainable, who could take that responsibility at local level and who could enact the decisions and policies of the Authority
within their particular patch, so that, as we defined it within the SHSA, the operational responsibility had to rest with the
Chief Executive and the General Manager and his or her staff. There is a key relationship between the Chief Executive and
the General Manager in analysing and pursuing that, but in no real sense could a Chief Executive sitting in London be in



charge of what is happening in wards in Rampton Hospital, Ashworth Hospital, or Broadmoor Hospital."

2.1.27 The division of responsibility for operational issues between Mr Kaye and his General Managers, principally in this case
Mrs Miles, is a key issue in this Inquiry. The distinction between aspects of operations and policy has been much discussed in
recent years, notoriously in the case of the Prison Service. The dividing line cannot be drawn too firmly, but we would stress
that, whilst day to day management must rest with the General Manager of the Hospital, the Chief Executive of the SHSA was
the chief accountable officer of the body set up to manage the system. If something was consistently going wrong he had the
responsibility to do something.

2.1.28 The role of the Medical Director needs to be understood. Dr Pamela Taylor's principal role was to act as advisor to the
Board. She had no line of management relationship with the General Managers of the Hospitals or the consultant doctors. We
shall return to this later.

2.1.29 Such was the Operational Brief, one replete with tensions and ambiguities. But the SHSA also had other problems. In Mr
Kaye's words, the SHSA was in charge of three hospitals deficient in high quality clinical input, appropriate management
systems and management talent, yet they were having to tackle decades of isolation and a prevailing custodial culture which
was at best paternal, at worst punitive. The management arrangements still meant that all key decisions were made in London.
Inhibition of local management remained a problem.

2.1.30 Mrs Nelson, who became Chairman of the SHSA in 1993, confirmed the picture of the Hospitals as unduly custodial,
isolated, clinical backwaters, where sound managerial capacity across all disciplines was lacking. However, whether Ashworth
Hospital was "unduly custodial" by that time is questionable. If "unduly custodial" is meant to be equated with "too much
security", then Miss Kinsley's 1992 Security Audits of each of the Special Hospitals tell a different story one of inadequate
security policies and practices.

2.1.31 In calling for devolution of management as far as possible to the local level the Operational Brief created a significant
dilemma for the SHSA Headquarters team. They were required to retain accountability of the Services but to devolve day to
day responsibility to the general managers of each of the Special Hospitals. In the case of Ashworth this balancing act failed.
Without being more interventionist the task of the SHSA was virtually an impossible one. The end result was a rather large gap
between rhetoric and reality.

2.1.32 The SHSA's First Development Plan for the five years from April 1991, devised by the SHSA to implement its
responsibilities under the Operational Brief, illustrates the point.

2.1.33 Section 7 of the Development Plan concerns "A better balance between quality and security of care". It begins as
follows, "There is an unavoidable tension in providing treatment and care within a secure environment as, to some extent,
security considerations will always represent an intrusion into quality of life. This places a double obligation upon the SHSA.
First, while acknowledging the fundamental importance of maintaining security in our hospitals we need to remain constantly
open to the possibility that the balance between security and treatment can be improved through changes in one regime or the
other. In that respect we have identified opportunities to improve quality of care (different approaches to delivery of treatment
and care, improvements in environmental standards, less restrictive practices and so on) which do not prejudice security
considerations. In pursuing these we intend to be innovatory ourselves and to take full account of developments elsewhere in
methods of treatment and care and to respond to changes of thinking with regard to their delivery to particular categories of
patient. The second obligation is to do all that we can to ensure that the patients in our hospitals are those who need to be there
and to minimise the number of potential patients of ours placed inappropriately elsewhere."

2.1.34 What in fact happened, as we shall see below, is that far from creating a "better balance", in 1992/1993 two competing
projects were put in hand: the security audits of Miss Kinsley focused on security and the work of the Task Force just a few
months later which focused on the "liberalization" agenda post-Blom-Cooper. These two pieces of work clashed and began to
create tensions at the Hospital.

2.1.35 Over decades security has always been within the province of the therapeutic staff and there has been a traditional
resistence to placing it in the hands of specialist security staff. In Part Three we recommend changes in certain matters of
security.

2.1.36 Section 8 of the Development Plan concerns "Openness to other views and influences". This section of our Report is
concerned, among other matters with "years of concealment of information". Witness after witness has given evidence critical
of the failure to share full Reports and their recommendations, particularly from the point of view that it is the best way to
explain what has gone wrong and why changes have to be made. In the evidence gathering months of the life of this Inquiry,
when the Chairman and Secretary were asking for copies of Reports and other documents, the first Owen Ward Report they



received was the 19-page Report with no appendices. Eventually they received the so called "Interim Report" (which is in fact
the full Report) and the appendices. The first time the Committee saw the Report actually circulated to staff at Ashworth (the
so-called nine page Report) was when we received and read the submission of UNISON to which it was attached as an
appendix. The management culture was as secretive and inward looking as the Hospital itself. Censorship and secrecy do not
provide openness to other views and influences.

2.1.37 The last section of the Development Plan, section 10, concerns "Managing the Business". It begins: "We have placed this
item at the end of our programme of action, but we are in no doubt about its importance. If we do not achieve the objectives
described in this section, we will also fail in our other, more higher profile aims, because good management underpins and
drives all our action programmes." Another bulleted intention under the programme theme "Managing the Business" was: "We
register our intention to introduce ward management in all our hospitals. This will devolve management further down the
organisation, draw in a new generation of managers and be a key factor in changing the existing culture." As we know effective
control of security went to ward level. Miss Kinsley told us that if she had known that security was to be devolved to ward
teams she would have regarded that as "totally unacceptable". So it was.

2.1.38 In respect of the above the performance of the SHSA did not meet with its fine rhetoric. The words did, but the results
were poor.

The SHSA and the Department

2.1.39 To return to 1989, the intended direction of travel was clear: the dead hand of Whitehall was to be lifted and a new, more
streamlined organization was to take its place. Central government would no longer try to second-guess managers on the
ground. Increased delegation to the hospitals would help them to develop in line with the rest of the NHS.

2.1.40 The central government involvement was largely limited to a policy branch within the Department of Health, headed by
Mr Ian Jewesbury, which liaised with the SHSA. Mr Jewesbury's branch advised Ministers on setting the SHSA's annual action
plan and on achievement against that plan, and briefed them on any issues such as serious incidents.

2.1.41 Although delegation was the order of the day, there were powerful forces which meant that the centre of government
would continue to maintain a careful watch over the activities of the SHSA and the hospitals. Not only the statutory duties of
the Home Secretary, but also the high profile of many of the patients concerned meant that Ministers were bound to want to
know about the high security hospitals and have the capacity to take firm decisive action if needed. It is instructive to note that
one of the issues that the Operational Brief lists as requiring early attention was, "clarification of how much discretion the SHA
will have to develop and implement policies for Special Hospitals, subject to reporting arrangements to the Minister akin to
those for Regional Health Authorities."

2.1.42 The Department set the SHSA an action plan every year and every year the responsible Minister met members of the
SHSA in a formal review meeting to discuss progress. This annual plan would be divided into a series of tasks, each with its
target date. Thus, for example, the Ministerial Review action plan for 1995/6 included the following tasks:

(1) to incorporate the recommendations of the HAS Review into Ashworth into the business plan and to Report on progress
by October 1995;

(i1) to develop a set of quality standards with reference to security and to report on progress by October 1995;

(iii) to produce policies for future provision for various patient groups, including personality disordered patients, by
September 1995;

(iv) to audit multi-disciplinary working; and

(v) to complete the introduction of 24-hour therapeutic care on to all wards in each hospital by April 1996.

Thus, Mr Jewesbury told us, the Department of Health delegated responsibility for operational matters and avoided getting
involved in the detail of issues such as supervision of visits and searching. But the Department did give a broad detailed
strategic steer to the SHSA and it was well understood, we were told, that Ministers still needed to know when things went
wrong.

2.1.43 The liaison between the Department and the SHSA was as follows. Mr Jewesbury told us that he and colleagues met Mr
Kaye and other officers of the SHSA monthly. They would discuss the Action Plan tasks and other matters of concern. Outside
those meetings there was considerable ad hoc contact, in particular to discuss serious incidents. The Department received
papers and minutes of Authority meetings, although some papers were circulated to Authority members only.

2.1.44 The SHSA was the main point of contact for the Department, given that that was the body set up to oversee the
Hospitals; rarely did Mr Jewesbury or his colleagues contact the Hospitals directly. In the case of serious incidents his branch's



role was to ensure that the matter had been properly investigated and any necessary action taken by the SHSA, although the
Department was much more heavily involved in the implementation of the Blom-Cooper Report.

2.1.45 Both Mr Kaye and Mr Jewesbury argued that the system generally worked well. Mr Kaye noted the inherent tension
between keeping the Department of Health and the Home Office aware of what was going on without compromising the
independence of the Authority. There were disputes and arguments, but these were overcome. He argued that he was open in
communicating serious incidents, although he admitted the Department was not always shown Reports of serious incidents,
such as the Owen Ward Report. That Report, which we discuss below, is an example of how the liaison links broke down,
leaving the Department and Ministers badly ill-informed.

2.1.46 The relationship was not one of equals. When we pressed Mr Jewesbury on the extent of his powers to force the SHSA
to release Reports he was clear that he could have demanded that the SHSA gave the HAS a Report. The Department's reserve
powers were always in place.

2.1.47 The Department of Health had delegated operational management to the SHSA. To paraphrase the Rt Hon Aneurin
Bevan MP, bedpans in the Special Hospitals were now Mr Kaye's business. But individual failures of care and management
were still likely to rouse public anger and concern, and thus involve Ministers. We have speculated that if the Owen Ward
Report had reached Ministers, a public inquiry such as ours might have been established in 1994. The very fact of our Inquiry
demonstrates the (entirely legitimate) continuing close interest in, and need for oversight of, these Hospitals by the centre of
government.

2.2.0 The Creation of Ashworth

2.2.1 We have seen that one of the first tasks for the SHSA was to merge Moss Side and Park Lane Hospitals into a single
entity. Before 1989 Moss Side and Park Lane were managed by a single Hospital Board with a single administrator in charge,
but there were two hospital management teams. In practice they were run virtually as two completely separate institutions. They
had different security systems, so that staff and patients could not easily move from one to the other and patients from Moss
Side had grave difficulty in accessing the superior facilities in Park Lane (now Ashworth North). The staff at Park Lane would
have nothing to do with those at Moss Side and vice versa.

2.2.2 Moss Side, which occupied what is now Ashworth South (which has since been sold to the Prison Service) and Ashworth
East, was an old-fashioned hospital for patients suffering from learning disabilities or mental illness. Park Lane was a new
hospital which had taken much of the Broadmoor overspill, including many patients classified as psychopaths. It had a high,
very secure wall and saw itself as a modern and therapeutic institution. We were told the two hospitals had very different
cultures; the fact that the Blom-Cooper Inquiry into complaints at Ashworth largely focused on the ill-treatment of mentally ill
patients on the South Site bears this out. Mr Peter Green, the Director of Business Development, told us that since that Report
criticized the Hospital a lot of the staff within the North Site were very angry at being tarred with the same brush. Others made
similar comments.

2.2.3 The new Hospital came into being in February 1990. No witness we heard regarded this as a positive change. Mr Ryan,
the Assistant Secretary of the UNISON branch at Ashworth, said that he and colleagues in Park Lane had thought it a mistake
creating a larger hospital in this way. Others including the Chief Executive and senior members of the SHSA were
unenthusiastic about the merger.

Thus Professor Taylor told us that the Department of Health had taken the decision that they were to combine the two hospitals
under one management "regardless". She remarked:

"I have to say I do not think it was a good idea at the time and nothing that has happened subsequently has encouraged me
to change that view."

Miss Kinsley did not think that the SHSA would have chosen to amalgamate the two hospitals. She is probably right, but
merging the two hospitals was the first task assigned to the SHSA. That said, we have seen no evidence that anyone in the
SHSA sought to persuade the Department of Health that the decision to merge the two Hospitals was ill-conceived. In the same
way despite strongly held contrary views, eloquently expressed by Mr Kaye, as will be seen, the SHSA did not impress upon
Ministers that the needs of the different groups required a more sophisticated approach than blanket implementation (if indeed
they had formed this view at the time).

2.2.4 Dr Strickland in his statement noted that the doctors in both Park Lane and Moss Side had been resistant to the merger
due to the different cultures and the retrograde step of creating a larger hospital with more remote management. We asked a
number of witnesses how things had been run in the pre-merger days. Mr Preece had the following comments on policies:



"Certainly prior to 1990 our experience was that there were very few procedures, but that they were standardised
throughout the whole hospital [sc. Park Lane]. The room for interpretation on those procedures was minimal, if you like . .

.. .1 think we have to understand that as Ashworth North was opening up very rapidly in the early 1980s, mid-1980s, the
amalgamation of the two sites in 1990, the reorganization and restructuring of the Hospital into Ashworth, policies and
procedures were secondary to just managing the system as it was developing. I do not think there was any ward on
Ashworth at that time that had a complete set of policies or procedures, or would know where to find them."

2.2.5 Mr Ryan told us that when he had started at Park Lane in the early 1980s communication between the rehabilitation unit,
where he worked, and the wards had been very good. There was a three shift system with a charge nurse in charge of each. The
charge nurse had been able to sort out problems on the ward quickly. A long handover allowed good communication between
shifts. The three shift system, however, had its own problems (see the Mallalieu Report in paragraph 2.4.0 ef seq. below).

2.2.6 Mr Maxwell told us that rigorous searching was carried out at Park Lane and the amount of possessions in patients' rooms
was reasonably well controlled, although he did note that security in those days was a bit oppressive.

2.2.7 One can well imagine that these witnesses are looking back with rose-tinted spectacles. But it is certainly arguable that
Park Lane before the merger had been functioning effectively. Moss Side clearly had very major problems, as Blom-Cooper
demonstrated, but it helped no one for the whole of the new hospital to be tarred with the same brush. The very right and proper
reforms recommended by Sir Louis and his team were primarily aimed at ensuring that vulnerable mentally disordered people
were given the care they needed and protection from abuse. The problems arising from the application of those reforms across
the board to all patients, including those suffering from severe personality disorder, are a leitmotiv of our Report.

2.2.8 We have the benefit of hindsight, but merging the two Hospitals with profoundly different cultures was to present
enormously difficult problems. This imposed merger no doubt saved management costs and improved efficiency but did
little to improve the overall quality of the clinical environment for what were, by any standards, very difficult patients.

2.3.0 The New Hospital's Structure

2.3.1 In 1989 Unit General Managers (UGMs) were appointed at each of the three Special Hospitals. Mr Brian Johnson was
appointed UGM at Ashworth. He was responsible to Mr Kaye who, we were told, kept in close touch with what was happening
in the Hospital, visiting regularly and meeting staff and patients.

2.3.2 The overall hospital management was the responsibility of a Hospital Management Group (HMG). The Management
Group consisted of a number of functional heads, responsible for individual clinical groups, etc, although the creation of a
Director of Rehabilitation did reflect the development of a more multi-disciplinary approach. The security function was vested
in the Director of Nursing. We discuss the importance of having a dedicated security presence on the Board below.

2.3.3 In early 1992 Ward Managers were introduced to bring a greater cohesion to the work of the three nursing shifts
(inconsistency between shifts had been a criticism of the Mallalieu and Rowe Reports, as discussed below) and to the
management of wards in general. The nurse management structure was restructured to flatten the hierarchy leaving only one tier
between the Director of Nursing Services and the Ward Managers. We discuss the Ward Manager system in Part Four below.

2.4.0 The Report into the Deaths of Patient Stephen Mallalieu

2.4.1 The Mallalieu Report resulted from an external Inquiry into the death of Stephen Mallalieu in his bedroom on the
evening of 8 March 1990. He was strangled in his bedroom on Owen Ward by a fellow ward patient, Gary Murphy, who was
later convicted of his murder. The Inquiry team comprised Dr J. Higgins (a member of the SHSA), Chairman, Mr D. Atha
(retired administrator of Rampton), and Mr A. Backer-Holst (Nursing Officer, Department of Health).

2.4.2 At the time the Ward which housed 24 patients was full. It had been opened in 1987 and was the latest ward to be opened
on the Ashworth North site. It was intended to be run in a highly structured way to deal with difficult patients from medium and
low dependency wards, and patients in transition from high dependency wards. However, it was described to the Inquiry Team
as a "dumping ground". Indeed the three nursing shifts operated manifestly different regimes. In 1988 a new RMO took over
and sought to introduce a coherent ward policy; this was met with resistance by many of the nursing staff.

2.4.3 The proposed changes in how the Ward was to be run, what types of patients were to be accepted and how many staff
were required came to be crystallized in the differing nursing attitudes towards the dormitory areas, where the patients were to
have access and how this access was to be supervised by staff based at the night station. Easy agreement was not possible and
the senior nurse manager had to insist that the Ward be seen and manned as a medium dependency ward, not as a medium/high



dependency ward and the patients allowed access to the dormitory areas in accordance with the existing policy. Nevertheless
the function of the Ward remained unclear and not fully agreed, for all the staff still saw Owen Ward as being the ward next in
dependency in level to the highest dependency wards.

2.4.4 On duty at the time of the killing were a charge nurse, two staff nurses and two enrolled nurses. At 4.30 pm the patients
returned from work areas of the Hospital. The dormitory area, where the bedrooms were, was unlocked for a short time to allow
patients to deposit their working clothes, then the patients received medication and their tea after the dormitory area had again
been locked. At 5.30 pm the dormitory area was unlocked to allow patients access to washing facilities and their clothes and
then remained open. At 6.15 pm the patients were asked if they were going to evening social activities. Seven elected to do so
and were escorted to them by one of the staff nurses, who remained with them. Whilst carrying out a patient count the
remaining staff nurse checked with the patients what periodicals they wanted to order, and reported the patients' orders to the
Charge Nurse, who was in his office. The Charge Nurse asked for Mr Murphy to be sent to his office where, it is said, he
remained until 7.30 pm discussing with the Charge Nurse the wisdom of his order, because the Charge Nurse considered he had
ordered "nasties",which he would not have allowed his children to buy. It is not suggested that he had ordered pornographic
periodicals. Mr Murphy then returned to the dormitory area, and in particular to the corridor in which both he and Mr Mallalieu
had bedrooms (called side rooms at Ashworth). The staff nurse and an enrolled nurse had by this time returned to the night
station from which the corridors could be observed. The staff nurse and the Charge Nurse then did a corridor patrol and Mr
Mallalieu was seen to be alive and well. The Charge Nurse returned to his office and the staff nurse returned to the night station.
At about 7.40 pm he went to the toilet leaving the enrolled nurse in the night station. The enrolled nurse then commenced
another patrol leaving the night station unmanned. The second enrolled nurse was making drinks for the staff. At about 7.40 pm
the Charge Nurse called for help and the others appeared to see him putting Murphy into a Ward side room. He recounted what
Murphy had told him and they went to Mr Mallalieu's room. Help was called and he was pronounced dead at 8.10 pm.

2.4.5 Paragraph 4.7 of the Report concludes that between 7.30 pm and 7.40 pm the night station was unmanned. No one saw
Murphy leave his room, visit Mr Mallalieu and then return to his room. Thereafter no one saw him leave his room again, re-
visit Mr Mallalieu's room and then pass through the night station to go to the charge nurse's room where he told his story.

2.4.6 On further investigation the Team found that the practice of management of the night station varied from shift to shift. An
analysis of the practice of the material shift demonstrated that from time to time the night station was not manned. The only
policy document there was gave instructions of what had to be done but not how it had to be done.

The Report notes that the day to day management of the Ward was at the direction of the Charge Nurse who based the general
activities of the patients on a general policy applicable to all wards in the Hospital drawn up in August 1988. That comprised
guidelines, the interpretation of which was at the discretion of the charge nurse.

2.4.7 The disagreements amongst the staff, referred to in paragraph 2.4.2 above, had still not been resolved, and in paragraph
6.4 of the Report it is said the difficulties and uncertainties "are reflected in the different practices of the different nursing teams.
The autonomy of the Charge Nurse on each shift was felt to be sacrosanct. There was not felt to be a pressing need for a unified
set of policies to provide guidelines within which each team could perform in an individual way and in response to day to day
variation of patient needs."

There was an Operational Policy Document for the ward, drawn up in 1988, which described the regime of Owen Ward, general
management, the expected behaviour of patients, the philosophy of care and the timetables of patients' activities. Again, how
this policy was implemented was at the discretion of the Charge Nurse.

2.4.8 In commenting on the Owen Ward Policy Document, the Report argued that:

" The role of the Charge Nurses in policy matters was unclear; whether they were to implement policy made by the entire
clinical team and agreed with management on a day to day basis and in the light of the needs of patients, or whether they,
together with the Senior Nurse manager, decided the policy of the ward.

The section on general philosophy contained ambiguities about the types of patients to be admitted and whether
dependence on security was the principle criterion for admissions.

It was far too vague and contained unresolved ambiguities which allowed too much scope for varying interpretation of day
to day management by the three nursing teams."

The Inquiry team thought "the adverse characteristics" of the document were,

"probably a reflection of the history of Owen Ward, the lack of clarity about its purpose, the need to provide a compromise
between differing views of the Charge Nurses, the lack of multi-disciplinary input when the document was drawn up, the
lack of proper mechanism for producing policy, reviewing it and monitoring its implementation, and an inadequate



understanding of the proper role of different individuals in this process."
2.4.9 In Chapter 8 the Report concluded:

" Owen Ward lacked a proper operational policy.

Although Mr Murphy apparently showed no obvious management problem, only two weeks before at a PCT meeting he
had been described as probably dangerous as he had talked about killing people in the past and had expressed a number of
previously violent fantasies. So it was concluded that he had been given an insufficient level of supervision when he was in
his side room.

Management at Ashworth had not appreciated the deficiencies in the operational policies of Owen Ward and had not
provided a proper mechanism for the production, monitoring and review of them.

The term dependency was not understood. It covered both the level of dangerousness and the level of clinical nursing
required by a patient, but they were two distinct and separate issues.

It was unacceptable that the general management of the ward should vary from shift to shift according to the wishes or
beliefs of the charge nurse."

2.4.10 Attached to the Report is the response of the Ashworth Hospital Management. As so often with regard to reports the
management accepted the Report and set out its intentions:

" The Owen Ward operational policy was inadequate,

Multi-disciplinary agreed operational policies for every ward in the Hospital were being formulated;

House rules would be developed for each ward to give patients and staff better understanding;

Significant difference of application of agreed operational policies by different shifts was unacceptable;

The way forward was to appoint ward managers and work on that was underway with the Special Hospital Service;
Work would be undertaken to clarify 'dependency'.

2.4.11 If, during the years under consideration, Ashworth Hospital had been willing
and able to bring good intentions to fruition the story we have to tell would have been different.

2.4.12 Some attempt to follow-up this Report was made. Mr Green told us that Mr Johnson the then Unit General Manager
demanded in the wake of the Mallalieu Report that each ward submit two policies, one on access to bedrooms, the other on the
general policy of the ward. The Hospital Management Team reviewed the documents and made comments. Mr Green thought
that wards did produce policies on access to bedrooms; not all managed to produce a document on the general policy and
function of the wards. This is a recurring theme of recommendations accepted but only part-implemented at best.

2.5.0 The Rowe Report (Report of the Independent Inquiry into the death of Derek Anthony Williams, who died on 19
November 1990 in Forster Ward, Ashworth Hospital (North).)

2.5.1 Mr Williams was allegedly killed by another patient, 'A'. who had a personality disorder and had been on the ward for the
previous ten weeks in order to be assessed under section 38 of the Mental Health Act 1983. At the time of the Inquiry 'A' had
not been tried but he was later tried and acquitted of murder.

2.5.2 It seems that Mr Williams was homosexual and 'A' was his regular partner at the time, but the day before his death, Mr
Williams and another patient had discussed the possibility of having a more permanent relationship.

2.5.3 At the Inquiry, the nurse members of the POA refused to give evidence on the basis that the Committee refused to adjourn
to allow inspection of documents believed by the POA to exist and which the solicitor for the POA had previously asked to see.
In paragraph 14 of the Report it is said the nursing staff could have made an enormous contribution to the Inquiry. In the event
the Committee heard no evidence from nurses, saw no post mortem Reports, and saw no statements made to the police save for
that of an acting charge nurse. So it was impossible to draw any conclusions as to the circumstances of the death, how or why
Mr Williams died or the identity of the killer.

2.5.4 We find it disquieting, to say the least that an investigation into the death of a patient should have proved so
difficult. In a proper, effective and caring clinical environment, the search for the truth would have been second nature
and urgent. Today a failure to respond in such a manner would rightly be regarded as wholly unprofessional and
unacceptable.

2.5.5 However, the Committee of Mr John Rowe QC (Chairman) and the other two members, Dr D. Chiswick (a consultant
forensic psychiatrist) and Mr W. Jones (Chief Administrative nursing officer, Clwyd Health Authority) were able to consider
and comment on the management, structure, and policies which applied to Forster Ward. Their Report was circulated in full,



although, due to the criminal trial, some time after the event. However, the Hospital's response to the Report was rolled up in
the response to the Blom-Cooper Report.

2.5.6 Forster Ward was a medium dependency ward for about 25 personality disordered patients. Prior to its creation by a
former senior consultant personality disordered patients were treated on the same wards as mentally ill patients. Its concept was
that the patients should live in a therapeutic community in which there was no compulsion to work, be educated or take
recreation.

2.5.7 The only written provisions as to the strategy for Forster Ward were contained in two documents exhibited with the
Report as appendices A and B. "A" dated 12 December 1988 is described as a "Policy Document", but it was considered to be
an introduction to the ward, and was a collection of statements and directions from different disciplines. It was not, according to
the Committee, "a statement of operational policy, with instructions for practices and procedures, stating the aims of the ward,
and setting out, by encouragement and direction and instruction, the precise steps which are needed to achieve those aims". Its
directions "are vague, and it is difficult to discern what practices and procedures are intended for whom."

2.5.8 The Committee, in commenting on the Mallalieu Report, which they saw, and which had been produced in August 1990,
said, "it is interesting to note that the first conclusion of their Report was that Owen Ward lacked a proper operational policy."
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2.5.9 Appendix "B" was compiled on 10 October 1990. It authors knew of Mallalieu's death but they did not have knowledge of
the contents of the Report which had not been published. The Committee considered appendix "B" to be "defensive and
resistant to change". It is a document entitled "Supervision of patients' bedrooms and access by patients". It is signed by Mr
Fenwick, the then Senior Clinical Nursing manager, and counter-signed by the members of the PCT including two RMOs, one
of whom was Dr Strickland. Towards the end of the first part (Preamble and Ward Philosophy), the following statement
appears:

"The Patient Care Team discussed the possibility of restrictions following the death of a patient on Owen Ward earlier this
year, but unanimously agreed that any major change in the current regime would be disastrous."

The Rowe Inquiry team considered that this betrayed the fact that minds were closed to change.

2.5.10 The Report continues, "Our view is that appendices A and B provided no strategy or philosophy; the head of medical
services told us that she regretted that these appendices had not been drafted under medical direction, and she acknowledged
that there was no real medical or psychological policy provided for Forster Ward."

We note, however, that by counter-signing the document, two RMO consultant forensic psychiatrists clearly approved of
appendix B. In later reports this situation is repeated, and PCTs and RMOs continue to challenge policies which are not
ward-devised.

2.5.11 The Report also mentions the attitude of other professionals. "The clinical psychologist on the ward described the
intention of it as being liberal, where there was peer group pressure, so that, in the course of daily living, relationships were
formed in the ward and patients advised and assisted each other. His views are that the patients should take responsibility, and
there should be a minimum amount of security, with a relaxed atmosphere; he said the patients 'should have space'." Later in
paragraphs 8.9 and 8.10 the Report continues, "The clinical psychologist on the ward told us that within reason the patients
should be allowed to express their sexuality. His view was that in the ordinary community outside the Hospital, persons would
be free to pursue their sexual proclivities and that to restrict them within the Hospital would be to follow double standards. He
regarded himself has having acquired expertise in sexual counselling and therapy, and he thinks it appropriate to have a number
of homosexuals in the community on Forster Ward . . . The clinical psychologist was an influential figure on the ward, and his
authority was accepted. He adopted a permissive, even liberal attitude towards the homosexual behaviour . . . But this activity
distorted both the population of the ward and its atmosphere. Tensions were produced; and furthermore, there was unfairness, in
that one group was allowed to indulge their sexuality, whereas another, the heterosexuals, could not."

2.5.12 The Committee found a good deal of evidence to show "that homosexual conduct took place in bedrooms on Forster
Ward, either during the afternoon or in the evening; senior social workers accepted that it took place and said the nursing staff
turned a blind eye to its activity; and the patients gave us very clear accounts of the way in which sexual activity could take
place, during the afternoons or in the evenings, without any danger of being disturbed, and that such sexual activity took place
either as predatory chance encounters, or in pursuance of committed sexual association. One patient described how the
homosexuals flaunted their sexuality, and openly referred to their practice of it and enjoyment of it, to the annoyance and
irritation of the patents who were not homosexual; he said he had warned the nursing staff because tension was growing, but
there was no response. The evidence of nursing management was that a member of staff who was passing a bedroom and
suspected some sexual activity would cough or rattle his keys."

2.5.13 The Committee found evidence of a sexual association between Mr Williams and patient A and some indication of a
possible break in that association which might have displeased A. They considered the sexual behaviour on Forster Ward
needed to be addressed. "As a witness has said, the ethos of Forster Ward was to live in this small society with rules; yet there
were no rules for patients' sexual conduct . . . The blind eye which the staff were turning to homosexual behaviou . . . is the
clearest possible indication that there were no rules governing sexual behaviour at all."

2.5.14 At paragraph 8.12 the Report concludes that there was no strategy and no medical or psychological policy for Forster
Ward, and, at paragraph 8.13, that, "there was too great a latitude both as to the criteria for the admission to Forster Ward and as
to its way of life. No one stated what was the purpose of the Ward. No one stated how patients should be assessed as to their
suitability for admission to Forster Ward . . . These failures became all the more critical when the tensions and problems created
by homosexual behaviour had their effect."

2.5.15 So, within the same year (1990), the PCTs on two separate wards were seriously criticised for lacking clear



operational policies of strategy and searching as well as poor admission criteria.

2.5.16 The Report commended the suggestion of the Head of Medical Services that there should be a two level structure of the
ward, or two linked wards one for assessment and the other residential. They noted that A was on the ward and still being
assessed, and that in the short time he had been there he had shown some resentment and obduracy. Apart from the individual
considerations relating to A, they said:

"we think that the concept of collecting a number of young psychopaths on one ward in a Special Hospital for the purpose
of living in a therapeutic community calls for the utmost care in the assessment and preparation of those patients. The
assessment and preparation should be undertaken at the first stage, or in one of the two wards, to which we have referred in
the idea above".

2.5.17 This was also suggested in the later Owen Ward Report in 1994, and the creation of the PDU served only to
exacerbate the problem of inadequate patient mix referred to in the Rowe Report.

2.5.18 In the setting of Ashworth Hospital the hope expressed in the Report at paragraph 8.16, was as vain a hope, as
many expressed before and later. "We hope our conclusion is clear. In all the circumstances to which we have referred
there was a foreseeable risk of violence, and it could and should have been reduced. Urgently, a conclusion must be
reached as to what is the purpose of Forster Ward, and what is its strategy and philosophy, with particular reference to
sexual behaviour, and that conclusion must be committed to writing, and published to every person concerned in the
work on the ward."

2.5.19 The Report then turns its attention to management. It considers that while a rigid, hierarchical model is inappropriate,
and non-therapeutic, there must be clinical leadership which is recognised by and acceptable to all members of the ward team.
That leadership can only be vested in the RMOs under whose care the patients are admitted and treated. "Within Forster Ward
there seems to have been a reluctance to recognise any leadership, and our impression is that cultural leadership seems to have
devolved into the hands of the clinical psychologist. This is not appropriate, because the clinical psychologists do not have to
carry the same obligations as the Responsible Medical Officer. They do not have the responsibility imposed by section 34."

Even this is not the panacea some might believe. We have commented, in paragraph 2.5.9 (above), that two RMOs
counter-signed appendix B, described in the Report as "defensive and resistant to change". The Report, itself, stresses
this at paragraph 9.6, "But there seems to be a reluctance on the part of the staff to consider change"; that is evident in
appendix B, and in the passage cited above in paragraph 8.4, from appendix B, where it is said that "any major change
in the current regime would be disastrous."

2.5.20 In the absence of clear leadership the Committee said that the ward policy of Forster Ward had been allowed to drift, and
a lack of structure had developed. The patient care team had no fixed chairman or leader, and the Charge Nurse of the day
simply took notes, and conducted proceedings. This was unsatisfactory and it should be put and run on a properly established
basis.

2.5.21 In dealing with "nursing", the gist of the criticism of the Report was that to run a therapeutic community required a high
quality of nursing. On Forster Ward there was insufficient nurse/patient contact to provide real therapy. Nursing staff, including
primary nurses, were often away on escort duties. They provided no therapy to those they were escorting and provided no
therapy for those they left behind. Often there were three nurses to look after 15 to 29 patients which was quite inadequate for
therapeutic purposes. The Report recommended that health care assistants should be used to provide pure security as escorts
and managing the night station.

2.5.22 In paragraph 10.6 the Report identified four important features which undermined therapy on Forster ward:

1. POA insistence on minimum staffing levels for internal escorting duties. They insisted on escorting patients to physical
education where they just waited around or used the appliances themselves.

2. Bitter inter-departmental rivalry which has existed for a long time before 1990 between nursing staff and physical
education staff. It disrupted the physical education programme. The nursing staff were dictating the running of the
Hospital.

3. The attitude of some of the nursing staff. One member of staff apparently described himself to patients as a "lunatic
attendant". Some apparently swore at patients with obscenities and exchanged oaths with them.

4. The industrial action by the POA adversely affected therapy on the ward.

2.5.23 In the section of appendix B dealing with "Nursing Procedure for the Observation of Patients Sleeping area", item 7
states, "Patients based on the ward may visit one another in their bedrooms but will be responsible for avoiding antagonism . . .



" However, in paragraph 11.1 the Report says, "But the general opinion was that the occupier alone should have access to his
bedroom, and that non-occupiers should not be permitted such access or visits". At paragraph 11.2, the Report concludes that
this should be the rule. "The ward does indeed provide opportunity, quite apart from the bedrooms, to develop relationships
between patients."

2.5.24 The lack of clear operational policies, the failure to confront patients' behaviour in
a misjudged attempt to create a therapeutic community and the lack of medical leadership will become all too familiar
themes.

2.6.0 Miss Kinsley's Security Audits

2.6.1 Miss Joy Kinsley was the first full time employee of the SHSA. She had been a prison governor, and after being the Head
of Personnel, she became the Director of Security in 1991. In 1992 she carried out security audits at each of the three High
Security Hospitals. Her Audit of Ashworth Hospital was produced in July 1992 shortly before the publication of the Blom-
Cooper Inquiry Report.

2.6.2 We quote some extracts from her Report:

"4.3 There was no evidence of an adequate policy on searching, or indeed on physical security checks. Practice varied, not
only in line with the level of security or dependency but also with the judgment or whim of the charge nurse. We suspected
considerable differences in practice between the shifts and this was confirmed by one ward manager who claimed to have
found that 90% of security checks were carried out by one shift. We were able to meet some of the new ward managers
who again seemed to have varying attitudes and perceptions of security needs. Two were of the view that searching was
not an appropriate nursing task and one of those actually thought it conflicted with the UKCC Code of Practice. This was
disturbing, particularly combined with an apparent lack of willingness to accept advice. Unfortunately the attitudes that
produce these situations can lead to a general disregard for security matters.

4.4 There should be clear policies, and specific operational instructions setting out the frequency and method of physical
security (fabric) and room searches. Staff should be left in no doubt about this important task and management should set
parameters so that there are constant checks as to the efficiency and appropriateness of the procedures.

4.5 There was the related problem of how much property it was reasonable for patients to have in their rooms. This
problem is common to all three special hospitals and there is a need for guidelines which will both allow the patients to
develop their own individuality and the staff to be able to search without serious difficulty. In some places there was a lack
of commonsense with curtains presenting a fire risk in rooms where patients were able to smoke. There was a general
shortage of storage facilities, which also helped to make matters worse. It really is no more than a good housekeeping
matter and should be seen as such.

5.9 ... The staff seen on Lawrence considered that searching was not so important because of the type of patient on the
ward, whereas their colleagues on Macaulay appreciated that it was important because parole patients have so much more
opportunity to acquire items they should not have. The relaxed atmosphere on both wards was appropriate to low
dependency patients, but nevertheless basic principles of security need to be adhered to.

17.1 ... The Security Manager and his staff are based in offices in the central nursing office in Parkbourn. There can be no
doubt that the amalgamation of the two hospitals with their totally different traditions and attitudes to security has brought
very considerable problems to this vital department. Internal staffing problems, the removal of the escorts, the rapid
changes being brought about by the inception of ward management, the sheer weight of work caused by the 1990 industrial
action and the Ashworth Inquiry, to name only a few factors, have been responsible for the tremendous pressure on
security personnel. My anxiety is that despite the valiant efforts of the Acting Security Manager (and that position ought to
be clarified as soon as possible) there is a creeping marginalisation of security matters which will be harmful. It is perhaps
part of an understandable reaction to the philosophy of those who caused the strike, but the Authority has now produced its
own Principles of Security which need to be absorbed by the staff. Fresh thought should be given to the structure and
position of the Security Department and the way that it operates within the organisation. Certainly, clear standards have to
be established and made clear to staff.

17.4 The Security Department essentially does nothing to ensure that searching and security checks generally are carried
out. In the past this was considered to be the responsibility of the ward Senior Clinical Nurse Manager and now the Ward
Manager. The Department has a two hour slot on Control and Restraint refresher courses when it addresses the need for
effective searching (rooms and patients) to be carried. The Department also conducts induction training which covers such
matters as control of keys and radios. The Security Department, judging by its proposed induction training brief, views the



Ward Managers as a 'focus for devolved security'. This can be dangerous in that it can further isolate security staff if Ward
Managers do not accept security constraints. Already there had been instances where Ward Managers were taking the
attitude that their ward was self-contained and they managed their own needs. The 'Security staff were only advisers' was
their response. The Department needs to develop a more positive role to ensure that Ward Managers maintain an effective
stance on security and ensure that checking is carried out regularly in accordance with hospital policy modified as
necessary as a result of this Audit. At present the style of security management is insufficiently prescriptive.

19.1 The challenges of a modern and secure forensic psychiatric unit need to be recognised and confronted. This means
accepting that security is a basic fact of life from which the therapeutic approach and all that goes with it should grow and
prosper."

2.6.3 Among Miss Kinsley's recommendations the following appear:

"20.3 There should be a comprehensive policy on the searching of patients.

20.4 There should be clear policies and specific operational instructions regarding the frequency and method of physical
security checks and room searches.

20.5 There needs to be a clear policy on the amount of possessions patients are allowed in their rooms.
20.8 The storage space on Ashworth North wards should be reassessed and increased where possible.

20.15 Further consideration needs to be given to the supervision of patients during visiting in the recreation hall and clear
instructions given.

20.27 The structure of the Security Department and the way that it operates in the Hospital's organisation should be reviewed
in order to develop a more positive role in ensuring that an effective stance on security issues is maintained."

2.6.4 In her evidence she expanded on her Report and her role as Director of Security of the SHSA. Her concern about the non-
searching of parole patients in Lawrence Ward was that:

"patients who have so-called parole within the grounds are often those who attempt to escape, and they are often those who
are trusted and not seen as needing to be searched particularly frequently and do acquire the items that make it possible for
them to do those things . . ."

2.6.5 In dealing with paragraphs 20.4 and 20.5, of her recommendations she said she had been at pains to point out to people
that what staff needed were not "thick policies", but operational instructions of what to do. Staff did not have time to read "great
thick policies", or to translate them into instructions. It was much more difficult to take disciplinary action against someone if
he had not carried out a policy. It was much easier if he had not carried out an instruction.

2.6.6 Her position as Director of Security was advisory, but she did, so she said, receive the backing of Charles Kaye, the Chief
Executive. They got feedback that searching was happening in quality assurance terms, but quite plainly it was patchy, did not
always happen or continue. Although structures were put in place, on the ground it was difficult to make things happen. Miss
Kinsley saw the creeping marginalization of security matters as something that could be harmful. She added that in the final
analysis she was proved right. In her view the devolution of responsibility for security to clinical teams (ward teams) was
totally unacceptable. She had felt like a voice crying in the wilderness in all the Special Hospitals, but at Ashworth it was just
like wading through treacle.

2.6.7 The Security Audits of the three Special Hospitals went to Mr Kaye and the General Managers of the Hospitals, and then
to the SHSA. Miss Kinsley said the reaction from the Authority was "Get on and do it, but it did not work out that way." In a
noble effort to foster the Security Departments within the Hospitals she set up bi-monthly meetings with the Security Managers,
which she continued to chair, at Mr Kaye's invitation, until 1995, although she was very much part-time after September 1992.
No one had replaced her as Director of Security because the Hospitals were about to go independent as they did in 1996.

2.6.8 Miss Kinsley retired from full-time employment with the SHSA at a time when the Special Hospitals sensed they were
going to be made independent units. There had always been tension between the Hospitals and the centre. She said "they did
not really want to be controlled by or managed by the SHSA; they really thought they were big enough boys to go it alone". She
added that once they got the scent of independence:

"it became extremely difficult to manage them. I do not know whether I should give this as a personal opinion or not, but I
personally think it was a mistake to abolish the SHSA at that time because there was not sufficient depth of management in
the hospitals to really see through yet another change, and we had not finished."



2.6.9 We examine in detail the minutes of the Security Managers' meetings at paragraph 2.20.0 ef seq. below. This is one part of
the equation: the attempt to ensure that security was given its due weight within the Hospital. As we shall see, Miss Kinsley
was a veritable Cassandra: she spoke the truth about the need for greater security but no one (or at least far too few people)
believed her.

2.7.0 The Blom-Cooper Report

2.7.1 The publication of the Blom-Cooper team's Report took place in August 1992, with an accompanying statement by the
Secretary of State for Health. The UGM was forced to step down, as was the Director of Medical Services. The Director of
Nursing Services had already been moved to other duties by the SHSA.

2.7.2 The Report made 90 recommendations, of which perhaps the most important tackled the "culture of denigration and
devaluing of patients" at Ashworth (recommendation 35), medical leadership (44), multi-disciplinary working (45 and 47),
complaints (3, 14, 16, 18, 19, 20, 21,22, 23 and 86); Patients' Advocacy (25 and 26); the facilitation of visiting and families'
involvement in patients' treatment (75, 77 and 78); greater patient access to telephones (76); and slopping-out (32).

2.7.3 The Blom-Cooper Report uncovered appalling abuses of patients. Quite rightly Sir Louis and his team were shocked at
what they had found and made it very clear that the standards that had prevailed in parts of the Hospital were unacceptable. The
Inquiry team was very critical of a reliance on security for security's sake at the expense of therapy. They, however, were
concerned with ill-treatment of the mentally ill. Their Report understandably barely mentions psychopathically disordered
patients. Our committee has no quarrel with a more humane and liberal regime for many mentally ill patients, although by
definition, every High Security Hospital must be made and kept secure. They are meant to have the level of security found in
category B prisons. What our Committee is concerned about is that across campus liberalization is inappropriate in a high
security hospital which houses both mentally ill and personality disordered offender patients, particularly severely personality
disordered offender patients, without complete segregation, and different levels of security. The fact that liberalization was
applied across the whole campus of Ashworth was, apparently, a decision taken by the Department of Health. No one appears
to have thought about the possible ramifications for security from this policy.

2.8.0 The Task Force

2.8.1 Following the publication of the Blom-Cooper Inquiry Report a small Task Force was created to oversee and advise on
the process of implementing the Inquiry's recom-mendations. The Task Force was chaired by the newly appointed Acting
General Manager, Mr Peter Green, with a membership comprising four prominent professionals from outside the Hospital: Dr
James Higgins a non-executive director of the SHSA and consultant forensic psychiatrist at the Scott Clinic; Mr Malcolm Rae,
a Director of Nursing from Salford; Ms Lindsay Dyer, representing the patients' interests; and Mr Rodney Hurford, an expert on
industrial relations.

2.8.2 In December 1992 the Task Force presented a Report to the SHSA and a second Report in February 1993. The February
Report recommends a new management structure for the Hospital but the December Report essentially concerns the Task
Force's view of the Hospital. At paragraph 1.6 of this Report it is said:

"The Task Force considers, as the inquiry Team did [the Blom-Cooper team] that Ashworth Hospital has many of the
adverse characteristics of a 'total institution' (Goffman), it is an expensive, closed, inward looking hospital, highly resistant
to change. It is out of step with many of the attitudes and practices of psychiatry elsewhere. It has an intolerable intrusive
management structure intent on conformity and sameness. The preoccupation with security, although appropriate, is all
pervasive, often unnecessary and seems designed as justification for rigid, institutionalised attitudes of some staff and as a
bar to the appropriate progress of patients. It is perhaps not too great an exaggeration to suggest that the Hospital functions
more in the interests of staff than patients and that, were there a ready alternative, current calls for speedy closure might
well be heeded."

2.8.3 Part 2 of the Report was concerned with lack of autonomy and influence of patients mirrored by a similar lack of
autonomy and influence by staff. At paragraph 2.3 it is said:

"Each Patient Care team has to seek approval on security matters from bodies which are not involved in immediate patient
care. Procedures for determining parole and leave of absence are bureaucratic, restrictive and inflexible. Parole, even
within the very secure perimeter of Ashworth North, is a gift to be granted to the very deserving, not a right which may
only be denied with good cause. It cannot readily be titrated in duration, location and level of supervision to fluctuating
clinical condition. The entirely ward-based security of Ashworth South prevents the development of an effective flexible
system of security."



2.8.4 These two extracts are difficult to understand following so closely on Miss Kinsley's audit which must have been
available to the Task Force. Readers of both the Task Force Report and her Report might think they referred to different
hospitals. It is one thing to say that relational security, founded upon an intimate knowledge of the changing characteristics of
individual patients, is a central feature of good security in the forensic field and can only be determined by those working with
patients at the ward level. It is another to treat other aspects of security in the same fashion. For relational security to be
effective it needs to operate within a clear framework of standards and rules that everybody understands. This framework needs
to distinguish between those rules that are mandatory in all circumstances, and those which may be tempered by a professional
judgment about the needs of an individual patient.

Such a framework was missing at Ashworth and produced a dangerous and risky security situation. Some PCTs did their own
thing in a total disregard of the impact on the rest of the Hospital. There was no reporting system that informed senior managers
that this was happening.

In his evidence Mr Kaye drew a distinction between patients in a NHS psychiatric unit and a high security unit. Those in the
latter were dangerous clinically and physically; these Hospitals were the end of the line for such patients who had exhausted
every other type of care; such matters set these hospitals apart form any other sort of health care institution; patients in them are
forced to be there and to have treatment and most of them do not want any treatment; "the whole milieu, the whole ethos is
radically different from anything else you are going to see in the Health Service. Until you accept that and take that as
your base line for looking at special hospitals you will not understand at all what is going on within those three
institutions." We agree, and are concerned that this radical difference was not kept in mind. And not just by those more
remote, by varying degrees, from immediate patient care, but also by those actually involved in immediate patient care. This
includes the very experienced members of the Task Force. Is it really unreasonable to circumscribe what may be seen as rights
for patients in such radically different institutions? Later investigations demonstrate the absurdity of not recognizing the need
for security, particularly in relation to personality disordered patients. The difference between special and other hospitals was
also referred to in the Judicial Review of the Broadmoor Security Policy (see paragraph 2.12.14 et seq. below).

2.8.5 The minutes of the Task Force meetings indicate the different approach of the Task Force concerning security matters
from that of Miss Kinsley. Difference in approach to security policies can only add confusion. The minutes of the Task Force
meetings illustrate this.

Meeting 10 December 1992

92/102 'Patients Mail'

"Discussion took place on issues arising out of the opening of patients' corres-pondence. It was agreed that mail should
best be dealt with at ward level, and be received unopened by patients unless otherwise decided by the PCT. The PCST
[Patient Care Support Team] would be asked to draw up suitable operational policies."

Meeting 11 February 1993

93/49 'Review of Regulations relating to personal and security items'

"The Task Force received the 2nd draft of the above document from Dr J. B. Ashcroft, Chair of the Risk Management
Team, which sought to incorporate the points made at a previous meeting. The Task Force welcomed the Report, although
it expressed its disappointment at the poor response from Ward PCTs, and the continued use of terms such as 'rules' rather
than procedures."

This was the converse of Miss Kinsley's concern: "I was at some pains to point out to people what staff needed were
not thick policies, but operational instructions of what to do, and I think it did get through to some extent, but staff
have not enough time to read great thick policies."

"It was agreed that Mr A. Menkin, chair of the PCST, be asked to ensure that PCTs

take the issue forward and that he consult with interested parties. Mr Menkin was also asked to report back to the Task
Force within two weeks on patients' mail."

Meeting 18 February 1993

93/49 'Review of Regulations relating to personal and security items.'
"The acting unit general manager indicated that over-prescriptive security had been highlighted during his tour of the
female wards and he would be asking the Security Department for their Report on the use of a fenced area by patients."

Mr Peter Green, the Acting General Manager, was to take a more robust view of security when he chaired the Owen
Ward Inquiry Team.



Meeting 18 March 1993

93.51 'Women's Services'

"The Acting General Manager reported that the SHSA was extremely concerned about Women's services and had decided
to form a team of outside professionals to examine and report on them. Mr Rae was asked to assist in the preparation of
terms of reference."

This, no doubt, was the origin of the Swan Report.

2.8.6 The Task Force Report to the SHSA dated 16 February 1993 which concerned the future management of the Hospital
gives a similar impression. As far as recommendation 35, to change the culture of Ashworth Hospital, was concerned the Task
Force's December Report had outlined a proposed "Way Forward" containing interlinked proposals to reorganize the delivery of
direct patient care and to revise the management structure. Having considered it the SHSA thought the proposals for patient
care should only take place after the new management structure had been developed and asked the Task Force to produce a
management structure to a tight deadline. The Task Force duly produced this Report in February 1993.

2.8.7 This Report sets out a proposed structure based on seven principles:

"1. There is a need to develop effective multi-disciplinary working governed by a comprehensive set of operational
policies which have been agreed by all members of individual PCTs, unit management groups and by the Hospital as a
whole . . .

2. As far as possible all management decisions concerning patient care should be devolved to the lowest level practicable .

3. There must be clear delineation of the clinical, managerial and professional roles of all members of staff in order to
increase awareness of and understanding of roles, to improve communications and to clarify responsibility and
accountability.

4. As far as is possible patients should have a say in the clinical management of their cases and in the managements [sic] of
the units in which they are treated.

5. Each devolved Unit of Management must be able to make an effective contribution not only to support and encourage
high quality patient care, but to the achievement of the strategic objectives of the SHSA and Ashworth Hospital.

6. The new management structure must be able to forge more effective links with all those agencies who refer patients to
the Hospital and who receive patients from it. It must also be flexible and innovative enough to respond to changing
patterns of healthcare management and delivery in the wider NHS.

7. It must be able to ensure that appropriate levels of security are maintained at all times."

2.8.8 These objectives contain the usual lack of realism seen in many such documents. In the event the stress was put on
devolution and not on the comprehensive set of operational policies. A fundamental problem at Ashworth has been the inability
to get PCTs to agree anything, and having regard to the policy to devolve management to the PCTs, this was doomed at the
outset very much as Miss Kinsley thought it would be. In the circumstances such a policy was an incentive for PCTs to do their
own thing rather than to agree to work within comprehensive operational policies or, as Miss Kinsley would have preferred,
"operational instructions". Ill-defined lines of accountability have been a constant feature at Ashworth. Patients, said by Mr
Kaye to be distinguished by their dangerousness, serious mental illness or serious personality disorder can only effectively
contribute to the management of the Unit if their impact is strictly limited. Many PD patients are interested in mismanagement
rather than management of their unit. If hospital general policies, particularly those relating to security, can be changed by PCTs
without reference to higher authority, the prospect of maintaining appropriate levels of security is remote.

This seemed to be well understood in the TBS Units in Holland (see Appendix 8). When asked about the part, if any, played by
patients in management relating to security matters, we were told that patients could discuss and argue, but they could not
change policy. Although the first principle states that operational policies should be agreed by PCTs, Units and the Hospital as a
whole, in the event, as we shall see, Lawrence Ward PCT at least did not feel the need to refer its policies to the Hospital
Management. As the Mallalieu Report (above) shows, nursing shifts could be particularly obdurate.

2.8.9 The current management, the Task Force Report remarks, does not meet these criteria, being "too hierarchical, too distant
from patient care delivery, too unresponsive to patient need, too conservative, bureaucratic and outmoded. It is also highly
inefficient."

We have no doubt that devolution of management to ward level made matters rather worse in the absence of clearly
established and generally applied basic principles of security.

2.8.10 The Report proposes a new model whereby immediate patient care was to be devised and provided by multi-disciplinary



Patient Care Teams. A number of Patient Care Teams dealing with particular patient groups would be aggregated to form a
series of Unit Management Groups. An Executive Forum consisting of representatives from each Unit Management Group and
senior representatives of the various Corporate Service Departments and Senior Representatives of Professional Advisory
Groups would both advise and act as an executive body to an Ashworth Hospital Board with the responsibility to determine the
strategic policy of the Hospital, within the framework of SHSA policy. At 2.4 a very simplistic flowchart of this concept is set
out and the rest of the document deals with the components of the structure.

At this stage it is sufficient to say, that in the course of evidence, a bewildering number of much more complex structures
was described, and some were put in place before preceding structures had been allowed to take root. We saw no
structure this simple, and none so simple was ever put in place.

2.8.11 The Report goes on to deal with the Patient Care Teams. They were to:

"1....be multi-disciplinary consisting of an RMO (plus supporting medical staff), nursing staff led by a ward manager,
clinical psychologist, social worker and other disciplines as necessary.

"2....perform to an agreed set of operational policies appropriate to the patients being cared for.

"3....meet at suitably regular intervals to draw up, implement and review a Care Plan for each patient covering all
aspects of his or her treatment, habilitation, rehabilitation and security needs, utilising the full range of facilities of the
Hospital.

"4. The RMO, with his statutory responsibilities, will chair multi-disciplinary meetings, the Ward Manager will coordinate
the patients' Care Plans but the

proper areas of expertise and responsibilities of members of all disciplines must

be acknowledged.

"5. There must be a clear understanding of how various aspects of the clinical work with each patient is to be allocated,
recorded, reported and monitored and how the individual professional responsibility of all members of the team is to be

integrated."
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In the event this proved to be a vain hope.

"6. There must also be an explicit mechanism, 'Peer Review', to deal with differences of professional opinion which cannot
be resolved in discussion at Patient Care Team meetings, either by reference for an opinion to another Patient Care Team in
that Unit Management Group or from another Unit Management Group or by the involvement of senior professional
representatives for advice."

In the PDU were peer groups going to interfere? They were not cohesive, but had common interests. Other management
groups were not concerned with psychopathic patients, so how could they help? The system did not allow senior
professionals to intervene if the PCTs were to be the devolved level of management, so how would their views carry any
weight? There is no evidence anyway that these proposals ever became effective.

"7. Patient Care Teams will receive requests for assessment and admission, will consider these urgently as a multi-
disciplinary group, will decide what further information is required, will determine when and how to conduct an
assessment, will decide whether admission should be offered for assessment or for treatment, and will speedily convey its
opinion to the referring agent. If there is uncertainty, dispute or other difficulties the 'Peer Review' mechanism should be
utilized."

Again this never happened so far as we can see.

"8. Decisions on the movement of patients within the Unit Management Group, between Units, inside or outside the
Hospital, must be decided upon by the multi-disciplinary team.

"9. To ensure that each patient remains in hospital for the minimum appropriate length of time, a high priority must be
given to ensuring the continuing and active involvement of health and social agencies who have a responsibility for each
patient."

This is a correct objective, but totally unachievable unless there are long term medium secure facilities available in the
NHS. No mention is made of this in the Plan.

2.8.12 The Report next deals with the proposed new Unit Management Groups. A number of PCTs dealing with patients with
broadly similar needs would be managed by a Unit Management Group, with the number of such groups to be determined. To
provide gradations of security and a breadth of care and treatment options, all Unit Management Groups would consist of
facilities in all parts of the Hospital. Two broad specialist units were proposed, a personality disorders unit and a behavioural
treatment unit. The personality disorders unit would provide treatment on the basis of a predominantly psychotherapeutic
approach for a range of patients.

2.8.13 The PDU would be quite large (about 150). There would be sub-specialization to produce a range of facilities for
assessment, intensive care, on-going treatment and pre-discharge groupings of patients. Such a large unit would permit the
recruitment of substantial numbers of staff with an interest and skills in the treatment of personality disorder.

In the light of the long established difficulty in attracting professional staff to these large units, this was just pie in the
sky.

2.8.14 The Behavioural Unit would be smaller (about 70) and would in theory decrease in size as patients were discharged. It
was probable, the Report argued, that the remaining patients would be a small number requiring high perimeter security, and a
few patients with quite specific disabilities, for example patients with brain damage and females with intractable mental illness.

2.8.15 The leader of each Unit Management Group would be a Unit Manager, preferably one with a professional management
background. He would hold the Unit budget and agree job plans for all the professionals working there. Once the business
planning process was implemented, the Unit Management Group would need a business manager. The Unit Manager would
coordinate and monitor the activities of professionals in the Unit. He or she would determine non-performance of duties to an
agreed specification, referring apparent poor professional performance to senior professional advisers for advice and, if
necessary, a course of appropriate remedial action.

2.8.16 A Unit Management Group would determine the overall strategic framework of the Unit policies and meet regularly. It
would consist of the Unit Manager, Business manager, Senior Nurse, Ward manager, RMOS, psychologists, social workers,



patients represent-ative(s). Other professionals might be co-opted as necessary. The Senior Nurse would manage and lead the
nursing staff; the Security Adviser, presumably from the nursing discipline, would advise on security policies within the unit
and between units and within the Hospital as a whole. Staff of all Unit Management Groups would be sited as close as possible
to the wards of their patients.

2.8.17 Much of what is said above was impossible to achieve in reality. When across-hospital security is the order of the
day, as it was, differential levels, which should exist cannot be put in place. With a small number of large wards,
inevitably many patients in the same wards, would, if treated individually from the security point of view, create a
number of levels of security in the same ward. This is a recipe for disaster. It did not work to have different rules for the
mentally ill and the personality disorder wards on the same campus. By way of example, on one mentally ill ward
(Elms), patients were allowed to carry cash. Was it not to be expected that the personality disorder patients would raise
a grievance on the basis that if psychotic patients could carry cash, why could personality disorder patients, who were
not psychotic, not do the same? See the observations of Potts J. in the Judicial Review brought by Broadmoor patients
concerning its Security Policy (S 1) in paragraph 2.12.14 ef seq. below.

2.8.18 Four departments would provide corporate services of one sort or another, namely the Finance Department, the
Personnel Department, a Clinical Support Department managing rehabilitation and other patient care services available to the
PCTS and Unit Management Groups and a general support services department, responsible for providing hotel and other
administration services.

2.8.19 The proposed new management structure attempted to separate as far as possible the clinical, managerial and
professional roles of all disciplines. Clinical responsibility was to be exercised at the multi-disciplinary level of the PCT,
management responsibility at the level of the Unit Management Group. Maintenance of professional standards would be
achieved by constant review and improvement by audit and education; smaller disciplines, such as psychology, psychiatry and
social work, would meet as a discipline on a regular basis to discuss relevant professional and education issues. The senior
nurse at the Unit level would promote professional standards in the unit; the Senior Chief Nurse with his senior professional
and educational colleagues would set standards throughout the Hospital.

2.8.20 The Report proposed that senior representatives from all areas of the Hospital would meet in an Executive Forum to
discuss issues of common concern, to develop proposals for strategic policy for consideration by the Board, and ensure its
efficient implementation. It would be chaired by the Operations Director and comprise the finance director, personnel director,
all unit managers, clinical support manager, general support services manager, and senior professional advisors from nursing,
psychology, psychiatry, and social work. When appropriate a representative from the patients' council would be invited.

2.8.21 The Report noted that it was generally agreed that the Hospital Board would include the Hospital General Manager,
Finance Director, Personnel Director and Operations Director as essential members. It pointed to disagreements as to the level
at which professional advice should influence strategy and operations policy. One view was that this should take place at the
level of the Executive Forum; another was that medical and nursing representation should be at Board level; a third view was
that if medical and nursing representation should be at board level then psychology and social work should also be represented
at Board level.

2.8.22 The development of these extremely complex managerial and professional mechanisms is typical of organizations that
are inward looking and introspective. When parts of the mechanism failed to work, they invented even more complex solutions.
Clearly focused professional and managerial leadership was submerged in the treacle.

2.9.0 The New Structure

2.9.1 After the Task Force produced the draft management structure in February 1993, the SHSA consulted upon a new
structure based on this draft in April 1993. Following the consultation period a further Report was published in June 1993.
Whilst there were several amendments as a result of consultation the key elements were endorsed.

2.9.2 The key changes to the structure were:

(1) the creation of discrete patient care units with a regional and specialist focus;

(i1) decision-making was to be devolved to multi-disciplinary teams responsible for the quality of patient care, staff
development and communication;

(iii) the clinical, managerial and professional roles of all staff were to be clearly delineated, with responsibilities towards
Clinical Managers and Heads of Practice set out;

(iv) Clinical Manager posts were to be established to lead the new units, responsible to the General Manager.



2.9.3 The responsibility for implementation of the proposals was undertaken by the new General Manager Mrs Janice Miles,
who took up post in July 1993. She had been employed within the NHS since 1966, originally as a medical secretary, and
subsequently in various management positions. Her most recent post had been Chief Executive of the Aylesbury Vale
Community Healthcare NHS Trust. This experience stood her in good stead when she applied for the post of UGM at
Ashworth, as the Hospital was at that stage looking forward to Trust status.

Mrs Miles stressed the size of the task facing the Hospital and her in July 1993. This included: developing 24-hour care;
addressing a large overspend; progressing the major changes demanded in the wake of the Blom-Cooper Report; and
developing closer links with the NHS. She stressed that her number one objective on taking up her new post was implementing
the Blom-Cooper Report recommendations. She described the scale of the task facing her and her management team as
"massive, absolutely massive", and admitted that she had not appreciated the scale of the task until she was in post. Just the
creation of the Units was an enormous task, necessitating moving around half of the patients in the Hospital.

2.9.4 She noted that when she arrived the management structure was based on functional hierarchies. This tended to lead to day
to day decisions about the operational management

of the Hospital being sucked-up to the highest level, involving senior managers in clinical decisions about patient care. Mr
Green, in evidence to us, confirmed that in the past he

and a senior colleague Mr Dale had often had to make essentially clinical decisions about,

for example, moves of patients because clinicians could not agree. Mrs Miles was determined that in future the senior
management team would stay out of day to day clinical decisions.

2.9.5 Mrs. Miles made some refinements to the senior management structure, including the creation of a new post of Director of
Business Development. The post-holder was to co-ordinate the Hospital's business planning process and the management of the
contracting process which was to be introduced in April 1994 when the SHSA adopted a quasi-purchasing role and established
a service level agreement with the Hospital. The post-holder was also to look outside the organization as Ashworth prepared for
Trust status. The Head of Nursing post disappeared, to be replaced by the Director of Professional Development, responsible
for nursing, psychology, social work and other professions allied to medicine. Research was also absorbed into this Director's
responsibilities. Security remained part of his responsibilities.

2.9.6 Four clinical units emerged: Mental Illness (North), Mental Illness (South), Special Services (i.e., women, learning
disabled patients and patients with brain injury and challenging behaviour); and the Personality Disorder Unit. In the new
structure Ward Managers became accountable to the Clinical Managers, as did individual social workers, psychologists and
administrators. As Mr Green put it, the basic principle was to move as close as possible to the patients all those involved in
their care, both geographically and functionally. Doctors still reported to the General Manager (on non-clinical matters). Dr lan
Strickland was appointed Clinical Manager of the PDU, supported by a Business Manager, Mr Martin Royal.

2.9.7 As Mrs Miles said in her statement, the development of a specialist PDU was supported by the SHSA, HAS and later the
HSPSCB. She told us that some people thought the Hospital was being brave, even foolhardy, but the predominant feeling back
in 1993 was that this was the right way to go. We discuss the creation of the PDU in detail below.

2.9.8 A feature of the reorganization that struck us was that the Heads of Psychology and Social Work were left high and dry,
not managing anyone, whilst social workers and psychologists moved into the Clinical Units. When Mr Backhouse, the Head of
Social Work Practice, gave evidence, the sense of his isolation from the work of the wards was palpable. Whilst all social
workers within the Hospital were professionally accountable to him for their practice, they were managerially responsible
(since April 1994) to the Clinical Managers of the Clinical Units and, since April 1996, to the Clinical Directors of the Clinical
Directorates. There was, Mr Backhouse told us, considerable debate about the existence and position of the interface between
professional and operational accountability.

2.9.9 The psychologists felt the same. When Professor Blackburn gave evidence to us he said that the Head of Professional
Practice for Psychology had an almost meaningless position. Making psychologists responsible to the Director of Nursing
downgraded the discipline; they should have reported to the General Manager or another senior manager who was not limited
to a particular discipline. He told us that many psychologists subsequently voted with their feet and left the Hospital.

2.9.10 Mr Paul Lever, Chairman of the Ashworth Hospital Authority Board, agreed that the structure was flawed. He
considered that the devolution of power down to clinical unit and ward level only went half-way, as it left hanging the Heads of
Psychology and Social Work with no responsibility for the function they nominally "managed".

2.9.11 The General Manager, five directors and four clinical managers and rehabilitation manager met in a forum which
continued to be known as the Hospital Management Group. Mr Green commented that many people would argue this structure
was a good one. Certainly the Mental Illness Units were in his view well-run. He noted that he had continuing doubts about the



wisdom of not having a Director of Operations to tie together the work of the four Clinical Directors. Such a post had been
proposed in the original Task Force suggested structure. Mr Dale in his evidence to us strongly supported this point. We return
to this point below.

2.10.0 The Implementation of the Blom-Cooper Recommendations: A Political Imperative

2.10.1 This is a convenient point at which to discuss in more detail the implementation of the Blom-Cooper Report's
recommendations. A number of witnesses, including Mr Kaye himself and Mr Jewesbury, testified to the strong political
pressure on the Hospital to implement the recommendations. Mrs Miles confirmed this, adding that no one was saying at the
time that implementing these recommendations Hospital-wide was inadvisable. Mr Dale, told us that the then Secretary of
State, the Rt Hon Virginia Bottomley MP, gave the Hospital six weeks to respond to 90 recommendations.

2.10.2 We heard much criticism of the way in which that Report's recommendations were implemented (or, more exactly, the
way in which the Task Force's proposals, which were based on the Blom-Cooper Report's vision, were implemented). Thus Mr
Lever argued persuasively in evidence that the implementation of the Blom-Cooper recommendations was rushed and ill-
thought through, in particular the blanket application of the reforms to all parts of the Hospital. Although he was very critical of
the "command and control" policies of pre-1989, he pointed out that the new organization at Ashworth had had little time to
absorb new thinking about management before the Blom-Cooper Report-inspired reforms were upon them.

2.10.3 Mr Roger Kendrick gave his perspective of the management of the Hospital as someone who came in as a Non-
Executive Director in April 1996 and later became an Executive Director. He was conscious early on in his time at Ashworth of
a gap between clear policies and strategies and poor monitoring and follow-up. He noted that in devolving things down to ward
level following the implementation of the Blom-Cooper Report's recom-mendations some valuable things had been lost, for
example the Central Nursing Office, which was a central intelligence source for the Hospital. Staff began to lose sight of the
dynamics of a secure institution; they separated out the security side from "dynamic security" and treatment, whereas these
elements need to be constantly brought together.

2.10.4 Professor Sines, Professor of Community Nursing and head of the School of Health Services (University of Ulster), who
carried out an audit of nursing standards at Ashworth on behalf of Sir Louis and his team, returned to carry out a similar audit
of the PDU Wards some six or so years later. He commented:

"I do believe staff were very poorly prepared for the abundance of change that Blom-Cooper's recommendations actually
required. I still believe it was never Blom-Cooper's intention that those 90 changes should have been implemented so
rapidly, and certainly not to each of the wards in Ashworth in the way they were."

2.10.5 When Mr Lever gave evidence to us for a second time he reflected on the rush to devolve management downwards and
made the following comments:

"I think the decision to devolve at that point in Ashworth's history was a wrong one. It was not a sufficiently mature
organization in terms of management understanding and controls to do that . . . . You have got to be as certain as you can
be that the management are up to it and have the track record and that you have the right controls to be able to measure."

Mr Lever felt that the more recent changes to centralize management was right in the context of an organization in crisis.

2.10.6 Mr Dale admitted that in implementing the Blom-Cooper recommendations more sophisticated measures were required
to cope with the machinations of the PD patients. Very quickly good intentions could be undermined, for example, by abuse of
the new ward telephones.

2.10.7 Mr Erville Millar, Acting Chief Executive from February to October 1997, told us that the general feeling amongst staff
at Ashworth was that the implementation of the Blom-Cooper Report's recommendations was right, but went "too far". By this
people seemed to mean the pace of implementation and the failure to reflect the differing demands of the different patient
groups. Mr Millar put it graphically:

"Indeed it was one of the personality disordered patients who shared with me and others the view that the implementation
of these recommendations were to that group of patients like giving some children the keys of the sweet shop; what do you
expect, that people would gorge themselves until they were sick."

2.10.8 Mr Millar thought that the broad rump of staff did not welcome the work of the Task Force and that the changes had
been introduced without staff ownership (although this was a common problem elsewhere, when management changed). Staff
did not feel confident themselves in the environment which complicated the delivery of such a large change agenda.



2.10.9 This view was reinforced by the evidence of Mr Ryan of UNISON, who told us of the bitterness many staff in Park Lane
felt about the Blom-Cooper Report, which described a hospital they did not recognize. He was critical of the speed of
implementation of the recommendations and also of some of the changes it brought.

2.10.10 Mr Kaye was asked whether the Blom-Cooper Report was implemented too quickly and without adequate thought of
the implications for the care and management of personality disordered patients. He said, "There was enormous political
pressure and the Secretary of State gave personal instructions to me and to my Chairman, which did not happen every day of
the week, and the whole pursuit of the Blom-Cooper agenda became a key issue in reviews between us and the Department."
He added that those instructions were given personally and were not minuted.

A little earlier he had been asked to comment on the view of various witnesses that matters had gone wrong with the
implementation of the Blom-Cooper recommendations because of "the dash for therapy" at the expense of security. He was
asked whether he accepted that the recommendations of Blom-Cooper had been implemented much too quickly. He replied:

"First of all, the Secretary of State made it clear to me personally and to my Chairman, that Blom-Cooper had to be
pursued with all vigour. She said to us, "These are a serious set of recommendations and I want to see them brought into
place without delay in that hospital.' There was no question. We discussed some of the problems attendant upon that, but
she said: 'That is your remit, get on with it.'

"Secondly, as I have already said, a number of them [sc. the recommendations] echoed themes that we had already
identified, and we were happy to get hold of them and work with them. Thirdly, within the Hospital there was significant
opposition to a lot of the recommendations of Blom-Cooper."

He added:

"So we knew we had a big agenda, we knew we had problems as usual with resources and the right skills to bring that
agenda into fruition, and we knew that there was opposition within the Hospital. So the picture there is again of a difficult
task on a wide front which has to be pursued with vigour because that is the will, not only of ourselves but also of our
political masters."

He continued:

"In an ideal world, yes, I would have liked to have had five years and a lot more resources and a lot more skilled people to
be able to take the programme through at Ashworth, but management is not an ideal world."

2.10.11 We asked Mr Kaye about the decision to implement the recommendations across the Hospital. Mr Kaye replied that as
far as the Blom-Cooper Report dealt with human rights, those rights had to be extended to all patients. The important
qualification was that the patient care team should interpret those broad rights when dealing with a particular patient. However
this is easy to say but rather harder to achieve in practice in a hospital with large wards, where personality disordered and
mentally ill patients are cared for on the same campus. It is all too easy for security to gravitate to suit the patients who require
less security, rather than those who require the most. His point requires further explanation.

Rights and Privileges

2.10.12 We have already commented on the difference between patients in other psychiatric hospitals and those in the Special
Hospitals, a difference well understood and recognized by Mr Kaye. If that difference is not recognized and made clear as a
matter of hospital policy it can only lead, as it did to confusion, and as Miss Kinsley predicted it would. Mr Kaye's evidence to
us demonstrates the point. We cite two passages in his evidence:

Q: (Dealing with recommendations 75 and 76) A review of visiting procedures, (75 and 76) relates to a review of the use
of telephones within Ashworth. Again, so far as the authority was concerned, was this in any sense seen as an expectation
to relax security?

A: No, the same answer as before. It obviously had security implications, but it was not a challenge to the need to maintain
basic security.

Q: How can that be with recommendation 76, which recommends a personal telephone system like those available in
general hospitals and NHS psychiatric hospitals? Surely that was a further profound change to the setting in which these
patients were being looked after, was it not?

A: It was a change in as much as it gave them a right and an access which they had not previously had. It was capable of
abuse, as was fully realised, in terms of abuse of that access, but at the same time, there would be a need to plan the
introduction in such a way so that abuse did not take place.

Q: Was there any consideration at any point about operating this recommendation differentially across the grounds of



Ashworth Hospital, so that personal telephones might be appropriate on some wards for some patients, but not appropriate
on other wards for other patients?

A: No. That was not considered.

Q: It was seen as the whole hospital policy?

A: Yes.

Q: Is that right?

A: Yes.

Q: So you wanted everybody to be treated in the same way?

A: I wanted them to have the same opportunities and to be subject to the same restrictions according to the judgment of the
clinical teams.

Q: Does that mean you were expecting some form of differential to be brought because of the more difficult problem
apprehended with the psychopathic patient as opposed to the mentally ill patient?

A: No, this is an individual differentiation, not a diagnostic one.

Q: Was the expectation that decisions would be made at local level about it, ward level?

A: There should be a policy which would then be the responsibility of the ward to implement.

Q: Can we just pursue that a little further. Let us assume the policy is that patients should have access to a personal
telephone system. That was the big policy level. Could an individual team say, but not for our patients, they cannot have it?
A: They could say that if they could justify it in the case of each individual patient, yes. This is not an absolute right so that
a patient can pick up a phone whenever he or she wants; this is a right which has to be mediated through the judgment of
the clinical team. In the very unlikely event this is a clinical team [which] looked at all its patients and decided that was not
an appropriate right, then yes, they had that ability. But obviously, if that had happened, I think one would have been rather
sceptical about it.

Q: Could they make the decision, or did they have to go to and ask somebody, if they could break the rules?

A: No they could make the decision.

Q: So they had a discretion to modify Hospital-wide policy?

A: Yes, very much so. The clinical team within the ward has the responsibility for the control, treatment and pathway of
each patient, so they very much have those decisions.

Q: What is behind this question, you see, is that one of the problems we have been looking at is the difficulty created by
patient-mix, the different types of patient in the same ward. If you have a policy which is essentially linked to individual
needs as opposed to the needs of a selected group, you can create, for a particular ward, a difficult management situation.
One of the answers we have had frequently from a number of people from Ashworth is that it is the patient-mix that has
caused a great deal of their difficulties, irrespective of what policies they have tried to implement. Do you follow? Do you
think that causes a difficulty for the Hospital?

A: If by "patient-mix" you mean having together on the same ward personality disordered patients and mentally ill
patients, that is seen as presenting problems, just as having a concentration of personality disordered patients in one ward
is also seen as presenting problems.

Q: If they are of different types of personality disorder?

A: Both situations have their difficulties. I do not think either, as such, are a reason for a clinical team to say that they do
not know what to do.

Q: Just pursuing that a little further, the ability of the Patient Care Team to interpret the Hospital rules when making
decisions about individual patients, are there no limits? Can they do almost anything as long as they judge it to be in the
interests of the patients. Could they breach almost all the rules of the Hospital?

A: By definition, if they are operating within a set of policies and rules, no, they cannot breach those rules. What we are
talking about is the interpretation and the application of rules, not the abandonment of the rules.

Q: That seems to have been a problem on some of the wards where the boundaries were not very clear, at least to people on
the Patient Care Teams making the decisions?

A: I think the boundaries were quite clear. I think the problems that some of the clinical teams had was in actually
enforcing the boundaries and using policies and guidance that was available to them. I do not think there is any confusion
about what was expected. The difficult task, and it really is a difficult task, was for staff on the ward to apply the guidance
and regulations that existed.

Q: Can we take it through an example? There came a point of time at Ashworth, for instance, when it was discovered that
cash cards had been issued to at least four patients on Lawrence Ward. A debate seems to have ensued in documents,
ending up with more or less a disagreement, as a result of which the general manager, Mrs Miles, issued an edict, in effect
saying that there will be no cash cards on the wards. When you get that type of situation, what did you expect to happen?
Did you expect those in charge of the running of the wards to bow to the rule of the general manager, or to ignore it?

A: If that had been I am not familiar with that, but if an issue had been taken up from a clinical team or clinical teams
having difficulties saying we are not sure, we do not know how things apply and that passed through the hierarchy and a
decision was made about it, then yes, that decision becomes part of the policy of the Hospital.



Q: And should be followed?

A: And should be followed.

Q: You would expect that Hospital-wide policies, which have been decided at senior level, would be well known to
everyone working at ward level, and they would be expected to be familiar with the policies?

A: They must be, yes. They would have to be promulgated properly, and then it would be the duty of staff to be aware of
what those policies were.

The second passage comes later in his evidence:

Q: Did you know that the reduction in the levels of security, with which some of your correspondence was concerned, was
apparently being applied across the whole of the Hospital?

A: I do not know that I ever thought it was being applied across the whole of the Hospital. No. I thought there were areas,
particularly wards where they were failing to be as tight as I felt they should be. There were one or two issues that were
whole Hospital issues, like the question of visitors, and those addressed on a whole Hospital basis, but I do not think I ever
realized if that was the case that in the whole of any of the Hospitals, a specific standard had been let drop.

Q: You see, one of the pictures which has come through is of the it comes very close to the absurdity actually as being a
not inappropriate word, of applying the relaxations which, whilst they could be appropriately applied to the mentally ill,
were totally inappropriately applied to the PD type of patient, and to apply the same relaxation comes through as being an
absurd thing to have done. What was your sort of knowledge of that at the time?

A: I think we discussed this in December, and I said then that I felt that, in so far as Blom-Cooper dealt with patients'
rights, obviously those rights were shared by all patients. The question of diagnosis does not directly rob you of particular
rights. What did seem to me important and what we stressed, was that the clinical team had to assess how far a particular
right or a particular freedom could be applied in an individual case. So if you were looking, for instance at the use of
telephones, that is something that the team needed to assess in relation to that patient. How far could that patient be trusted
with that privilege? So that there were broad policies, there were broad rights, and the interpretation of those as it applied
to the individual patient had to be done through the team. A lot of my correspondence with the General Managers was
saying : "Look, you must fix the boundaries with the PD patients. If you do not maintain firm boundaries with PD patients
you are lost. Once they erode the basics, then their manipulative skills will carry you into dangerous territory."

Q: Is it fair to say then that you appreciated, and if you did not say so, that the effect of the task force's work, I am not
saying it was a recommendation because I do not think it was specific on the point to my recollection, but one of its effects
was that insofar as a general hospital policy on security that apparently no longer applied?

A: No, I do not think I ever had that impression. That is not in my mind.

Q: On the other hand, what you are just saying about it going down to the teams rather gives the impression that you were
anticipating there could be modifications of significance at that level?

A: But not in terms of dispensing with basic procedures. I do not think a team could say: "That is a basic policy in the
Hospital but we can disregard that." Everybody's room had to be searched and everybody's room should be in a state where
it could be searched. No team could say "We can disregard that." What a team could say is, "Well, a privilege, an access to
telephones, that is more appropriate for patient X than patient Y because of his clinical condition."

Q: So, insofar as that may have occurred, that over-relaxation, that was not an intended relaxation?

A: No, and, in fact, as I say, a lot of my correspondence was saying to the General Managers: "This is wrong. You are
allowing things to slip where they should not slip and we know the dangers with PD patients because they are well
documented."

Q: Did it strike you to set in train a form of inspection to see whether or not those policies which you were suggesting on
paper were ultimately carried out?

A: It did, and we tried to do that in two ways: one through Miss Kinsley and her reviews of the sites

Q: That was not a happy result. She was quite critical?

A: She was, yes, you are quite right.

Q: But you still had a problem?

A: So that reinforced it and then secondly, we actually built in some of those standards into the contract so that they were
the subject of monitoring and reporting by the Hospitals to us.

Q: One thing we did discuss before Christmas was that the quarterly review team reports again left a good deal to be
desired?

A: I am afraid they did and we were commenting both to them and to the Authority on the inadequacies of some of the
procedures that were there. Again, as I said, this is a problem; all three Hospitals found some of these procedures and some
of these boundaries very difficult. They really had a lot of trouble with them. Looking back, what does occur to me about
the reformation of Ashworth after the Task Force's Report was that creating the PD Unit in the form that we did, we knew
it was high risk. I think it was higher risk than we realized at the time.

Q: You did point out the risk to Mrs Miles in a letter, that is true?



A: Yes.

Q: What you are saying is you, yourself, the Board itself, may have underestimated the actual risk of it?

A: Certainly, I think, in retrospect, we probably did given the problem that we had with trying to attract the right staff who
could manage the system that we put together.
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2.10.13 We have cited these passages in Mr Kaye's evidence, because they demonstrate in an acute way the flaws in the way in
which the Blom-Cooper recommendations were implemented. Those flaws remained in place throughout the life of the SHSA.
In order to understand people's rights, and privileges, it is necessary to bear in mind their jurisprudential meanings.

There is a distinction first of all between fundamental human rights and other rights people enjoy as members of particular
nations or groups within them. The main difference is that fundamental human rights should be considered immutable. Social
rights are not immutable and they are closely associated with duties. For example, people living in a country have a duty to
comply with the laws of that country, and if they breach those laws they can be punished and also lose rights.

A sentence of imprisonment involves the loss of the right to freedom for the duration of the sentence. People in closed societies
such as institutions should abide by fundamental rules necessary for the well being and interests of the others with whom they
live and are in close contact. Units housing different diagnostic groups may require different fundamental rules.

It is clear that the personality disordered group require fundamental rules different from those needed by the mentally ill. If the
fundamental rules are not put in place, or having been in place are eroded, then manipulative skills of the personality disordered
group become very difficult, if not impossible, to control.

nn

What was wrong was to call "privileges" "rights" and to do so throughout the Hospital. Thus everyone became entitled to
privileges "as of right". There is an essential difference between being allowed access to a telephone because you are
considered trustworthy and being allowed access to one because it is said to be everyone's right.

This important consideration was missing in the thinking behind Ashworth's reconstruction. Security policies remained in place
on paper and continued to go through various reincarnations but they were not applied properly. Staff were confused and it is
not surprising that they were. It is difficult to say "no" when to do so is said to deprive a patient of a "right" as opposed to a
n b— n

privilege".

No doubt Mr Kaye thought that patients' rooms should be searched and in a state in which they could be searched, but others -
patients and staff were undoubtedly of the view that searching interfered with a patient's "right" to treat his room as his private
domain. This was a recipe for confusion. When the PDU was first created, its essential need for different rules should have been
recognized.

The rights were to be given across the Hospital irrespective of diagnosis said Mr Kaye who also said he was not aware that
relaxation of security took place across the Hospital. Unless he had his head in the sand he must have known this was
inevitable.

In the extracts quoted above he refers to some basic policies [meaning rules] that should apply throughout the Hospital and
which should not be capable of change at ward level. At one stage he placed the horse in its right place in front of the cart. He
said: "What a team could say is, 'Well, a privilege, an access to telephones, that is more appropriate for patient X than for
patient Y, because of his clinical condition.' That is, of course, how it should have been, but access to telephones was said to be
a right not a privilege! The clinical team could not say what he suggests. It had to say, "'Well, access to telephones is a right and
we cannot deprive a patient of his right without being able to fully justify it.'

2.10.14 The problems this caused can be demonstrated from Mrs Miles' evidence. She similarly thought it would not have been
possible to implement the Blom-Cooper Report's recommendations selectively, given the position in 1993, when personality
disordered patients were mixed up on wards with mentally ill patients. She admitted that by 1996 it had been recognized that
policies and procedures for personality disordered patients had to be stricter, although this then created problems in terms of
taking away perceived entitlements.

Twenty-Four Hour Care

2.10.15 Mr Millar told us of his conversations with staff which revealed the powerful legacy of the implementation of the
Blom-Cooper Report's recommendations. Thus staff would tell him how powerless they felt with regard to challenging the
behaviour of patients who, for example, did not engage in therapy, but stayed up all night and slept all day. Ideally that is
something that should have been addressed by the PCT. Some PCTs did do this. All too frequently though, it was regarded as a
nursing problem, and nurses were very reluctant, with the memory of the Blom-Cooper Report still fresh, to take action which
might appear oppressive.



This is not the picture painted in SHSA publications. In the SHSA Review 1995 the Round the Clock Hospital is referred to.
Prior to the general implementation of "24-hour therapeutic care", a pilot study had been conducted at Rampton Hospital and
Mr Temple, Support Nurse to the Director of Patient Services at Rampton is quoted as saying: "The biggest change is that staff
and patients can now talk to each other at night. Before, if a patient had a physical or therapeutic problem at night, he or she
could only communicate with staff by shouting through a locked door. The problems that were anticipated in 1991 have not
happened. There were concens at first about patients staying up all night. Now the patients and staff on each ward agree their
own house rules about bedtimes."

We question whether this represented the true position at Rampton itself, and certainly at the other two Special
Hospitals. The problems which had been envisaged in 1991 had, in fact, arisen and were commented upon in the
minutes of the Security Managers meetings.

Thus Item 10.1 of the minutes of the meeting of 26 April 1994 states:

"The Security managers referred to the increasing number of difficulties caused by patient Councils and the Advocacy
Service in their challenges to such matters as searching and the new 24-hour opening arrangements. There was a
perception that WMs [Ward Managers] were losing control of their wards and patients having too great a say in what they
could do. Again there was reference to the failure of care plans in that some patients were being allowed to stay in their
rooms all day and only get up for meals. Others stayed up late and remained in bed until lunch time. This was a feature at
all three hospitals and critical comment by the Security Departments on these practices, simply increased the resistance to
the Department's advice and recommendations."

Item 7.4 of the minutes of the meeting of 13 September show that the meeting discussed the problems that were arising
following the introduction of 24-hour care. Some patients wanted to play cards or watch television all night, then sleep during
the day and refuse to join in activities on and off ward. The result was that the structure was breaking down because of the
alienation caused by staff's reduced contact with patients. The comment was made that although patients were no longer locked
into their rooms, they were being locked into themselves.

The SHSA Review of 1995 does not give a date of publication, and the change at Rampton only took place in 1995. In the
minutes of the Security Managers' meeting of 8 August 1995, item 6.2 reads, "Rampton's wards had introduced a
nursing policy to dissuade patients from remaining up, and after midnight all were in their rooms. This had been fully
accepted and had overcome the problems that had been experienced over the disturbance to sleeping patterns and
activities. These remained problems at Ashworth and Broadmoor."

2.10.16 The 24-hour Care Policy was the flag ship to liberalising the Hospital. It was given top priority by the then
Secretary of State who pushed for its early introduction. It cost a fortune in additional staffing costs and created a new
range of security problems. In our view the underlying philosophy is right for a hospital. We see no reason, however,
why there should not be an expectation that patients should stay in their rooms at key times such as shift handover. At
night security concerns are paramount and we are not persuaded by those who argue that much therapy could also be
done. Having a large number of skilled nursing staff on duty at night strikes us as inappropriate. Their skills could be
better deployed during the day. We discuss this further in Part Seven.

Patient Power

2.10.17 Staff felt the implementation of the Blom-Cooper recommendations had gone too far, not least in tipping the balance
against staff trying to do their jobs. Mr Ryan of UNISON summed up the general picture. He said that prior to the
implementation of the Blom-Cooper recommendations patients had to earn things and staff were able to say "no". Then these
things began to be seen as rights of patients and staff were expected to say "yes". "Yes" is an easier word to say than "no".

2.10.18 Mr Ryan also argued that there was a certain climate of fear after the Blom-Cooper Report as staff were increasingly
reluctant to express concerns for fear of being labelled a "dinosaur".

The elaborate new complaints system was mistrusted. Staff felt concerned about the way in which even malicious complaints
went through a labourious system, creating uncertainty for the staff concerned. Staff did not feel confident that senior mangers
would support them at times of difficulty. We discuss this further below.

2.10.19 This is a matter of leadership at the PCT level. It is also a matter of Hospital-wide leadership, communicating to
staff the message that proper professional behaviour would be supported by managers. Senior managers at Ashworth
need to reiterate this message clearly and often.



The Downgrading of Security

2.10.20 Mr Day, Security Liaison Officer for the PDU from January 1995 until March 1996, told us that security had been
reduced after the implementation of the Blom-Cooper Report's recommendations:

"When I first started there, which was Park Lane, it was quite secure and everybody knew the policies and adhered to the
policies. After the Blom-Cooper Report things just got lax and the policies seemed to go out the window, and if a patient
wanted a certain thing they seemed to get it."

When asked by Professor Edwards whether the change to a more "liberal" environment had been planned and considered or
was mere anarchy and confusion, Mr Day told us that policies in many cases remained the same, they were merely ignored as
far as the PDU was concerned. But on the Mental Illness side of the Hospital core policies were better observed.

2.10.21 Dr Williams remarked that when the HAS team visited Ashworth in November 1994 the impact of the Blom-Cooper
Inquiry was immediately apparent. People tended to start sentences with "After the Inquiry . . ."; staff did not seem to be
confident in their roles and were confused about the relationship between security and therapy, believing any increase in
security automatically meant a decreased emphasis on therapy.

Conclusions

2.10.22 No one appears to have made any warning noises, either at the time of the conception of the Task Force's plan
for Ashworth or later, despite the risks involved in attempting rapidly to change the culture of a very old-fashioned
institution; to create a clinical experiment with some of the most difficult patients in the system; to apply across the
whole hospital reforms which were primarily geared to the undoubted needs of mentally ill and learning disability
patients; and despite the growing knowledge that the system was still very defective. The SHSA was at fault in failing, at
least, to recommend an effective change of course. But the Department of Health and Ministers made a mistake in
driving forward this programme of change without due recognition of the problems involved.

2.10.23 It is impossible to escape the conclusion that the implementation of the Blom-Cooper recommendations was ill-
considered:

(i) it was driven too fast;

(ii) the SHSA should have realized that the PDU and the personality disordered patients within it required a different level
of security from that provided for the mentally ill; and

(iii) staff were inadequately prepared for a very sophisticated and complex programme of change.

2.11.0 The Swan Report: A Review of The Services for Women at Ashworth Hospital (July 1993)

2.11.1 This Report was compiled by an external team consisting of Dr Marion Swan, a consultant forensic psychiatrist, a
Director of Nursing, Ms Tricia Ball and a psychologist, Maggie Hilton. The team was asked to review the services in the light
of the relevant three recommendations of the Blom-Cooper Report:

"Women in Ashworth

72. We recommend that management should review the training needs of staff working on opposite sex wards.

73. We recommend that management action be taken to ensure that all disciplines work together to develop a
common philosophy and purpose for the regime of women.

74. We recommend that Ashworth develops specialist services to meet the needs of women with severe emotional and
behavioural disorders."

2.11.2 At the time there were 59 women patients at Ashworth Hospital housed in three wards on the South site (Herons, Laurels
and Eiders), and two wards on the East site (Acacias and Elms).

2.11.3 We did not examine this Report in detail because women's services were not within our terms of reference. Our main
interest in the Report was that it had not been disclosed to the HAS team led by Dr Williams which produced the review of
Ashworth's services entitled With Care in Mind Secure. But many of the problems identified are very similar to those identified
in other inquiries.

2.11.4 The Review is highly critical of the services provided for women at Ashworth Hospital. Although the team was
considering the recommendations of the Blom-Cooper Report, it is said there was little evidence that anything had been done.
The Review is dismissive of the reasons given by Ashworth staff for the women having accommodation considerably inferior
to the accommodation for men. A considerable proportion of the nursing staff working on the women's wards were trained in



mental handicap nursing only and not in mental illness nursing. Male nurses going onto the women's wards did not have any
training for dealing with female patients. The nursing staff were generally unaware of the key documents normally and
necessarily found in the ward office. Trust between psychologists and nurses had clearly been compromised by the Blom-
Cooper Inquiry leading to mutual anxieties. There appeared to be three sets of notes relating to each patient on the wards:
medical, psychology and nursing notes whereas it was crucial that all notes should be filed within the ward notes.

2.11.5 The catalogue of problems continues. There was no option for women to see a female psychiatrist. The three female
consultant psychiatrists employed at Ashworth at the time the team visited were exclusively employed with male patients, and
one had since left. Serious concerns were expressed about over-medication. The Review records:

"We were told that medication was often given on demand, sometimes as a result of threats of physical violence to doctors,
rather than from genuine need . . . Doctors apparently felt that heavy sedation in order to help patients cope with an
impoverished environment was appropriate . . . The use of medication to resolve the quality of the environment or
threatening, demanding acting-out behaviour is inappropriate".

2.11.6 The Review says, "We were told that patients were moved from one ward to another, on occasions, against nursing
advice, and that some patients who were seen as 'problems' were moved frequently. These moves mostly took place between
Herons, Elms and Laurels wards rather than involving Eiders or Acacias. They did not have clear ward policies or integrated
cohesive ideas about working together to achieve the best care for each patient and decisions to move patients were often
taken urgently by the consultants rather than planned by the team. Patients as a result were not always placed on the
most suitable ward for their needs."

This problem is seen in the Mallalieu and Rowe Reports. It appears again in later Reports, and has never been effectively
resolved.

2.11.7 Multi-disciplinary working was poor; the team were aware of intense professional and interpersonal rivalries, and very
little mutual trust.

2.11.8 The team reflected on the recent troubled history of the Hospital and its effects on staff:

"It is important . . . to acknowledge that change requires time. However, possibly as a result of generally low morale in the
Hospital following the Inquiry we were at times confronted with staff who were unclear about their roles and felt frustrated
by their inability to effect change as rapidly as they would like. There was a sense that management favoured some
services/wards than others. It was felt better services were provided for the men and their wards had been up-graded."

2.11.9 The team's conclusions was damning:

"We have been so disturbed by our findings that we have felt it necessary to consider whether the women's service at
Ashworth should continue. We have concluded that it should not. This decision was made only after the most serious
evaluation of various other options but it was not felt that any of these would meet the long term needs of the women and
we could not be satisfied that they would be implementable or effect the changes required . . . ."

The team set out a number of factors influencing their decision, including the inadequate physical environment; the anti-
therapeutic attitudes amongst some staff; dangerous prescribing practices; chaotic multi-disciplinary working, caused by
personal, political and professional rivalries; the failure by management to recognize women's needs; and the fact that most, if
not all, of the women in Ashworth did not need high security care.

2.11.10 The Review recommended that no more women should be admitted to Ashworth.

We have no doubt that Mr Kaye did not want the HAS team led by Dr Williams to see this Review but we will refer to
that point in more detail in considering With Care In Mind Secure.

2.12.0 The Code of Practice (August 1993)

2.12.1 The Code of Practice is issued under section 118 of the Mental Health Act 1983 by the Secretary of State, for guidance
in relation to the admission and treatment of patients suffering from mental disorder. In its preparation the Secretary of State is
enjoined to consult such bodies as appear to him to be concerned. One such body is, of course, the Mental Health Act
Commission which is entrusted with monitoring the operation of the Act. There is no legal duty to comply with the Code but
failure to follow the Code may be referred to in evidence in legal proceedings.

2.12.2 Parts of the Code are cited by patients, the Patients' Advocacy Service, patients' lawyers and the Mental Health



Act Commission cite parts of the Code in argument to support alleged breaches of patient rights. In addition there have
been many instances of staff failing to apply security procedures or misinterpreting them because of apparent conflict
with the Code, or fear of complaints being made against them, and in fear of receiving threatening letters from patients'
solicitors.

2.12.3 We refer below to the areas of the Code of Practice which give rise to difficulty in the Special Hospitals. We suggest the
Code be re-written to reflect the special circumstances of any high security setting.

Assessment

2.12.4 Paragraph 1.3 provides that people being assessed for possible admission should "be delivered any necessary treatment
or care in the least controlled and segregated facilities practicable". Paragraph 1.4 states that "when treatment and care is
provided in conditions of security, patients should be subject only to the level of security appropriate to their individual needs
and only for so long as it is required."

2.12.5 This provision is worded in a way which encourages assessing patients in less than suitably secure facilities. A number
of serious incidents, the death of Mallalieu, for example, was caused by a patient placed on a long-stay ward for assessment
purposes.

Personal Searches
2.12.6 Paragraph 25 is concerned with personal searches.

2.12.7 25.1 provides "Authorities should ensure that there is an operational policy on the searching of patients and their
belongings. Such a policy should be checked with the health authority's legal advisers."

25.2 provides "It should not be the part of such a policy routinely to carry out searches of patients and their personal
belongings. If, however, there are lawful grounds for carrying out a search, the patient's consent should be sought. In
undertaking such a search staff should have due regard for the dignity of the person concerned and the need to carry out the
search in such a way as to ensure the maximum privacy."

25.3 provides "If the patient does not consent to the search, staff should consult with the unit general manager (or such
other delegated senior staff, e.g. senior nurse manager, when he is not available) before undertaking any lawful search. The
same principles relating to the patient's dignity and the need for maximum privacy apply. Any such search should be
carried out with the minimum force necessary and in the case of a search of a patient's person, unless urgent necessity
dictates otherwise, such a search should be carried out by a staff member of the same sex."

2.12.8 Paragraph 25.2. is a prime example of how not to draft paragraphs of a Code. What does it mean? Routine
personal or property searches should not be carried out, but searches can be carried out if there are lawful grounds.
What are lawful grounds? Why should routine or random searches (which are not mentioned) not be carried out? High
Security Hospitals, to quote Mr Kaye again, "are radically different from NHS hospitals" and "until you accept that . ..
you will not understand at all what is going on within them . .. " They contain patients who present dangers to
themselves, other patients, staff and the general public. They are there pursuant to the Secretary of State's duty under
section 4 of the National Health Service Act 1977 because they require treatment under conditions of special security on
account of their dangerous, violent or criminal propensities.

2.12.9 Not surprisingly, perhaps to be expected, various interested parties have sought to interpret a high secure hospital's
powers to search differently. Patients have claimed searching is illegal, so have their lawyers. More particularly the Mental
Health Act Commission has also done so, giving weight to the arguments of patients and their lawyers, and adding to the
confusion among hospital staff. The general confusion over searching, in the face of written policies at all three Hospitals has
undoubtedly been a cause, if not the cause, of patients having too much property in their rooms which made searching of many
rooms too time consuming to be practical.

The Security Managers at each Hospital were very concerned and enlisted Mr Kaye's help to fight their corner with the MHAC.
On the 31 January 1995 he wrote to Mr William Bingley the Chief Executive of the MHAC in the following terms:

"Patients' Property And Searching Of Rooms

Over the past few months, each of the special hospitals has encountered some difficulties with regard to the above policies
and I know that the subject has been discussed with your visiting Commissioners. I thought it might be helpful if I made
clear the SHSA's views in both respects. While in the normal course of events we would encourage each patient to have
personal property in his or her room, we must and will restrict this to what we consider to be a reasonable level. This level



will be dictated by the need to be able to search quickly and efficiently any patient's room at short notice. We cannot be in
a position where the sheer volume of patient's property stored in a room makes it impossible to carry out an effective
search. While we again would encourage the patients to see their room on the ward as their base and somewhere where
they can have their property, we will, as we think appropriate, institute searches. These searches will be carried out
according to a proper protocol and patients involved would normally be given the opportunity to witness the search."

2.12.10 The SHSA was committed to applying the Code of Practice, yet at no stage was any effort made to clarify the
undoubted confusion which the terminology of paragraph 25 created. In his evidence, Mr Kaye said he had had a lot of
anxieties about searching. "The twin problems that I saw, which was the stockpiling of possessions within rooms, whereby then
it becomes physically difficult to search a room, and then the reluctance of staff to undertake regular searches as required to
check what was happening in individual rooms." He went on to say that on a number of occasions he wrote to the general
managers pointing out the essential importance of searching. "We all knew the problems the staff had at ward level in enforcing
these disciplines."

2.12.11 Despite the seriousness of this well known problem, and despite the confusion surrounding the practice of searching,
nothing was done to clarify the situation until towards the end of the lifetime of the SHSA. Mr Kaye said "the searching criteria
in the contract did not appear until towards the end of the SHSA's lifetime." This was the reason he gave why no criticism was
made about searching in any of the Quarterly Quality Reviews of Ashworth and the other two Hospitals. "So," he added, "I
doubt actually within the SHSA's life if they were taken as specific standards by any visiting group."

2.12.12 We are in no doubt that because this was a chronic problem in all three Hospitals, the SHSA should not have left
individual general managers to go on hitting their heads against the security wall for so long. We criticize the SHSA and Mr
Kaye for failing to resolve the conflict between paragraph 25 of the Code of Practice which the SHSA espoused, and the
obvious need to carry out searches in a High Security Hospital.

Recommendation 2

2.12.13 We recommend that paragraph 25 of the Code of Practice be rewritten to reflect the special circumstances of
any high security setting.

The Broadmoor Judgment

2.12.14 At the end of the day it was left to five patients, "S","H" and "D" and two others to challenge the undoubted need of
these three Hospitals to conduct random and routine searches on patients detained under the Mental Health Act 1983. They
sought Judicial Review of the Security Policy (S 1) which was to be implemented by Broadmoor Special Hospital Authority as
from 1 July 1997 (14 years after the Act came into force).3 That Security Policy was published on 13 May 1997. Prior to its
issue, as Potts J. said in his judgment, there had been no policy of random searches at Broadmoor. Some random searching
without cause had been taking place at Ashworth, Rampton and Carstairs, but certainly at Ashworth when it was done it was
done with little confidence and usually in a cursory fashion. No doubt the policy that searching should only be for cause
stemmed from what was a timid but safe interpretation of paragraph 25 of the Code of Practice.

The background to the introduction of Broadmoor's policy was as follows. On the 18 August 1996 a patient attacked a visiting
priest with a drinking mug in Broadmoor Chapel. The attack could have proved fatal. The patient who carried out the attack
was not regarded by staff as at particular risk of behaving violently. As a result of the attack, on 19 August 1996 a policy of
random rub-down searches of patients was instituted. It was withdrawn three days later pending the recommendations of an
Internal Inquiry Report. The Report drew attention to the defects in the existing system of searching only "for cause" and
recommended consideration of a system of random and routine searches of all patients. Eventually that policy was produced as
Security Policy (S 1).

2.12.15 Affidavit evidence placed before Mr Justice Potts summarises the opposing views which existed, and exist at all three
Special Hospitals.

2.12.16 The case for random searching was as follows. Patients are received either directly from the courts or upon transfer
from the prison service, and the majority bring with them an element of drug abuse. Without random searching it is not possible
to prevent illicit substances reaching the Hospital or being circulated within the Hospital. Illicit substances arrive at the Hospital
by way of patients returning from leave of absence, visitors coming to the Hospital, and potentially by being brought in by staff
or being sent through the post. At the Hospital circulation of such substances can take place at social events. In parole wards the
opportunity for trafficking drugs is very much greater given the much greater freedom that such patients have by access round



the site but within the secure perimeter. Ms Boswell, the Director of Patient Care Services, knew that vulnerable patients had
been coerced into not only carrying drugs for other patients but trading in them as well. Patients taking psychotropic medication
can have their mental state seriously and adversely affected by the use of illegal drugs. Patients conceal dangerous items and if
random searching is not allowed dangerous materials and weapons can be carried and circulated within the Hospital.

2.12.17 The other view is expressed in the affidavit evidence of Dr Chandra Ghosh, a consultant psychiatrist and RMO of a
medium dependency ward and a pre-discharge ward at Broadmoor. If the therapeutic alliance between staff and patients is not
to be lost, intrusive security searches of patients, without consent, should only be carried out if there is overriding clinical
necessity, as perceived by members of the clinical team. The Security Policy did not allow clinical teams to make decisions
based on individual patients' needs and required members of the clinical team to carry out intrusive searches without giving
them any responsibility in deciding whether or not the searches should be carried out. Dr Ghosh, who at the time was the RMO
to more patients at the Hospital than any other consultant, said advice from the British Medical Association was that it was the
Doctor's personal responsibility to balance the requirements of security with the dignity of the patients, and that that
responsibility could not be delegated to the Management.

The doctor's affidavit continued "In my view rub-down searches would be as obtrusive to some of my abused and personality
disordered patients as an intimate search and I would, therefore, feel obliged to follow the BMA Resolution and would not be
willing to authorise rub-down searches except in accordance with the guidelines." In another affidavit Dr James MacKeith a
former consultant psychiatrist at Broadmoor and now of the Denis Hill medium secure unit, said, "The maintenance of a
hospital culture requires that the management of patients and the constraints applied to them must be used electively, in
accordance with the clinical judgment of the multi-disciplinary team. Unlike a prison, the unselective application of intrusive
security measures must be avoided. Unless these principles are maintained, a hospital culture will disappear and be replaced by
that of a prison. The price of compromising these principles is the loss of an environment in which effective treatment can take
place. It is unlikely that skilled, professional staff would be willing to work in such an environment."

2.12.18 In the course of his Judgment Mr Justice Potts referred to relevant general observations. Even searching for
reasonable cause could conflict with the treatment power of the clinician if the clinician concluded that such a search
would be detrimental to the medical treatment of his patient. In the absence of a consistent policy of minimum
requirements throughout Broadmoor every RMO in the Hospital would be free to exempt their patients and adopt their
own policy. This would jeopardize security and create a sense of grievance in those patients on the wards subject to the
more onerous search policies.

2.12.19 Mr Justice Potts concluded that since "detain" means "keep in confinement" a general power to search patients
in order to prevent escape from detention must be implicit. A general power to search patients must necessarily be
implied as part of the duty to create and maintain a safe therapeutic environment. In order to exercise that power the
decision of the Hospital Authority must necessarily prevail over an objection by an RMO on behalf of a patient on
medical grounds. Once that general power was established, the sole remaining issue was whether the power was lawful
on the basis of Wednesbury reasonableness (Associated Provincial Picture Houses v Wednesbury Corp. [1948] 1 K.B.
223). On that basis the question was whether such a power to search may be rationally exercised on a routine and
random basis in the conditions prevailing at Broadmoor. He concluded that the Wednesbury reasonableness of the
policy could not be doubted bearing in mind the very serious risks to be prevented or reduced, the practice and
experience of the other Special Hospitals, and the limitations of the pre-existing search policy based upon reasonable
cause or suspicion identified in the evidence. It followed, of course, as the learned Judge said, that what may be
reasonable for a Special Hospital would not necessarily be reasonable for other institutions containing less dangerous
patients.

2.12.20 Towards the end of his Judgment, Mr Justice Potts referred to paragraph 25 of the Code of Practice and, in
particular to sub-paragraph 2. In his judgment the Code was no more than the Secretary of State's view as to the best
practice to be followed in hospitals in general. It failed to draw any distinction between the different types of detaining
hospitals covered by the 1983 Act by reference to the level of security required. To that extent he said the terms of the
paragraph may be thought to require reconsideration.

2.12.21 In paragraph 2.12.13 above we have recommended that paragraph 25 of the Code of Practice should be
rewritten.

2.12.22 The five patients appealed Mr Justice Potts' decision and Auld and Judge L.J., both gave Judgments with which Nourse
L.J. concurred. The appeal was dismissed on 5 February 19984.

2.12.23 Between the first instance Judgment and the date of the appeal the Broadmoor Hospital Authority amended the policy



by introducing a new right of appeal to the Medical Director in cases where an RMO was unhappy for a search to take place:

"If the RMO (Responsible Medical Officer) advises that subjecting the patient to search would have adverse consequences
for the mental health of the patient, the nurse in charge must refer the matter to the Medical Director who will decide, after
taking into account the advice of the RMO and the interests of security and safety of the individual and the Hospital,
whether the search should proceed."

2.12.24 In the course of his Judgment Auld L. J., said of the first instance judgment, "In my view, his general reasoning was
sound, though I have some doubt whether he was right to go as far as to hold lawful his characterisation of the original policy
that, in the exercise of the power, Broadmoor's decision 'must necessarily prevail over an objection by an RMO on behalf of a
patient on medical grounds'. After all . . . assessment of risk is a function of treatment. However, I do not consider that
paragraph 5.2 of the policy in its original form is to be construed as going that far. It provided, where a patient objected to a
search, for reference to his or her responsible medical officer before taking the matter further . . . However, the new paragraph
5.3 puts beyond doubt that the responsible medical officer is required to consider whether the proposed search would harm the
patient's mental health and, if that is his view, to refer it to the Medical Director for decision, who should take into account that
view and the interests of security and safety of the individual and the Hospital. The policy thus provides for a balancing of the
two main and important factors. The fact that it permits those of safety and security to prevail over treatment requirements of an
individual patient where considered appropriate cannot, in my view, take it outside the implied power of search . ... Such a
power, necessary as it is for the maintenance of a safe therapeutic environment for all patients and for the safety of staff and
visitors, must include the ability, where circumstances require it, of overriding the individual therapeutic requirements of an
individual patient. As Mr Parker observed, that is not because security objectives 'trump' treatment objectives, but because
security is a necessary part of the background to treatment."

2.12.25 Later in his Judgment Auld L.J., said:

"I am satisfied that the Judge correctly concluded that there is a general power of search and, as part of it, of search without
cause capable of overriding medical opinion against its exercise."

3 R v Broadmoor Hospital Authority and Others, ex parte S and Others (CO/2284/97).

40QB. COF97/1614/4.
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2.12.26 In the course of his Judgment, Judge L.J., who agreed with the judgment of Auld L.J., observed:

"The problem . . . is that the patient is to be cared for and protected from self-inflicted harm at all times, including
occasions when the responsible medical officer is not available to supervise him, and simultaneously, while he is detained
securely for the protection of the public outside Broadmoor, the risk which he represents to other patients, staff and visitors
within Broadmoor must be minimised."

2.12.27 Later in his Judgment, having dealt with the position of patients admitted under section 3 he said:

"The offender represents a serious danger from which it is necessary to protect the public. This risk does not evaporate on
admission . . . The responsibility for the safe detention of each individual and the collective security of the Hospital itself is
a problem for the management rather than any individual medical officer. These considerations fall within the concept of
'control and discipline' identified by Lord Edmund Davies in Pountney v Griffiths [1976] A.C. 314, which, in my
judgment, remain undiminished by the amendments to the Mental Health Act 1959 enacted by the 1983 Act, and lead me
to the conclusion that random searches without the consent of the patient are permissible as part and parcel of necessary
internal control and discipline. To restrict such searches to the occasions postulated by Mr Gordon [counsel] is, without
disrespect, simply inadequate. Disaster will strike when no-one has any reasonable grounds to anticipate or suspect it, save
in the general sense that most of the patients, including these five appellants personally, represent an ongoing danger."

2.12.28 It may well be that some RMOs will argue that the Medical Director has no line management control over individual
RMOs in so far as clinical matters are concerned, but we have no doubt that this Judicial Review was rightly rejected.

In the Special Hospitals there are fundamental requirements of security that must prevail and be seen to prevail. For far
too long there has been uncertainty in this important area. We welcome the clarification provided by this Judgment.

Visiting

2.12.29 Paragraph 26 of the Code of Practice is concerned with "Visiting patients detained in hospital or registered nursing
homes."

2.12.30 In this paragraph, 26.1 states "All detained patients are entitled to maintain contact with and be visited by whomsoever
they wish, subject to some carefully limited exceptions." 26.2 is concerned with the grounds for excluding a visitor.

There are two principal grounds which may justify the exclusion of a visitor :

a. Restriction on clinical grounds:

This is concerned with situations in which a patient's relationship with a relative or friend is considered to be anti-
therapeutic.

b. Restriction on security grounds:

"The behaviour or propensities of a particular visitor may be, or have been in the past, disruptive or subversive to a degree
that exclusion from the hospital or mental nursing home is necessary as a last resort. Examples of such behaviour or
propensities are incitement to abscond, smuggling of illicit drugs/alcohol into the hospital, mental nursing home or unit,
transfer of potential weapons, or un-acceptable aggression or unauthorised media access."

2.12.31 On the evidence we have heard, visitors are a potential source of entry of such matters as are mentioned. We take the
view, as with searching referred to in paragraph 25, that paragraph 26 must be applied according to the nature of the
hospital concerned. There is a vast difference between Special Hospitals and nursing homes for the mentally ill. It must
be necessary to have the ability to search visitors and without cause. The only distinction we would make is that visitors
do not inhabit the Hospital and there should be no need to search if the visitor refuses to be searched, but it should be
clearly understood that the Special Hospitals have a right to refuse entry to the Hospital to a visitor who refuses to be
searched.

Recommendation 3

2.12.32 We recommend that Ashworth Hospital introduces searches of visitors and that Paragraph 26 of the Code of Practice
be amended to make it crystal clear that in a high security setting visitors who refuse to be searched will not be admitted.



2.12.33 Paragraph 26.3 of the Code of Practice concerns "facilitation of visiting". One matter it states is that "ordinarily,
inadequate staff numbers should not be a deterrent to regular visiting".

In the Special Hospitals it is essential to have the power to insist on visits being properly supervised. We have heard a
considerable amount of evidence concerning the supervision of visits, whether ward-based or centrally-based. The need
for that power is for purposes identical to the need for the power to search. There is inevitably a limitation on the
number of staff available to supervise visits. In the Special Hospitals this is usually controlled by ensuring that visits are
pre-arranged so that the number of visits occurring at any one time does not result in inadequate staff availability, but
we are of the view that, if at any time, there is an inadequate number of staff available properly to supervise visits, there
should be a power to refuse a visitor entry to the Hospital. However, this should not normally occur in the case of pre-
arranged visits.

Telephone and Mail
2.12.34 Paragraph 26.4 of the Code concerns "other forms of communication". It states:

"Every effort should be made to assist patients, where appropriate to make contact with relatives, friends and supporters. In
particular patients should have readily accessible and appropriate daytime telephone facilities and no restrictions should be
placed upon dispatch and receipt of their mail over and above those referred to in section 134 of the Act."

2.12.35 Recommendation 76 of the Blom-Cooper Inquiry recommended "that patients at Ashworth should have a readily
accessible personal telephone system like those available in general hospitals and NHS psychiatric hospitals." Yet misuse of
telephones by patients has featured in a number of internal inquiries.

2.12.36 It is clear from the evidence before us that the wide interpretation of that recommendation throughout the
Hospital led to abuse, significantly affected the security of the Hospital and, in particular, the Personality Disorder Unit.

Recommendation 4

2.12.37 We recommend that it is essential to control and monitor the use of ward-based telephones carefully in order to
prevent abuse, control fraud and prevent the introduction into the Hospital of prohibited substances and articles.

2.12.38 Relaxation of the inspection and opening of mail and parcels following the work of the Task Force has undoubtedly led
to breaches of security and the introduction into the Hospital of prohibited substances and articles. The minutes of the meetings
of the Security Managers, to which reference has already been made, illustrate the different approaches that came into being
concerning the inspection of mail and packages as well as problems connected with the use of telephones.

Recommendation 5

2.12.39 We recommend that policies which allow staff effectively to control and monitor patients' mail are agreed and
consistently implemented.

2.12.40 We have also examined the use of computers and computer related equipment which has developed in recent years and
made recommendations relating to their possession and use by patients. (See paragraph 3.39.0 ef seq.)

2.13.0 The Creation of the PDU
The Rationale

2.13.1 We turn now to the PDU itself. Dr Higgins, the medical member of the Task Force set up after the Blom-Cooper Report,
described the rationale for creating the PDU. He and Mr Rae, the nurse member of the Task Force, had focused their attention
on developing multi-disciplinary working within the Hospital. He remarked that there were some areas of the Hospital where
effective multi-disciplinary working was in place, others where it was not. At the time some staff were unused and even
resistant to the concept of multi-disciplinary working. Professional rivalry was also very evident. And the management
structures and policies of the Hospital were not conducive to consistent multi-disciplinary working.

2.13.2 Dr Higgins, in his statement, outlined a number of weaknesses which he and Mr Rae had identified:

(i) there was no protocol for dealing with referrals, with a haphazard allocation to consultants of referred patients. Some
consultants saw more referrals than others and consultants did not limit themselves to assessing the types of patients they



claimed a special expertise with, or whom they might look after if admitted;

(ii) there was an Admission Ward shared by all the consultants on the North site. Some patients were not seen regularly by
some consultants during their period of assessment. There were delays in moving patients on to other wards after
assessment;

(iii) wards in the Hospital contained mixtures of personality disordered patients and mentally ill patients determined by
security and dependency criteria, though the understanding of the difference between these concepts was sometimes
muddled;

(iv) except in the few specialised wards the treatment programme was much the same for everyone;

(v) the wards rarely had a set of effective operational policies;

(vi) rather than working together each clinical discipline pursued its own agenda. Nurses were the principle arbiters on
security and levels of dependency and could effectively facilitate or obstruct treatment and rehabilitation plans. The
medical staff, particularly consultants, were much burdened by administration. The wide catchment area of their patients
limited opportunities for forging links with regional services. Waiting lists for individual therapies were considerable.
Social workers took little part in case management or ward management except as discharge neared. They were employed
by the Hospital rather than a local Social Services Department and seemed isolated from the ethos of social work outside.
In addition to all of this there was a varying degree of enthusiasm, clinical expertise and managerial skills in members of
all of the disciplines.

2.13.3 The Task Force decided that changes had to be made to improve the poor co-operation between disciplines and the
inadequate development of care programmes defined by patient need. Dr Higgins told us that he and his Task Force colleagues
did try to engage the different staff groups in developing ideas about the future, but with limited success. The eventual analysis
of the problems was largely the Task Force's own.

2.13.4 We have discussed the Task Force's proposed changes in 2.8.0¢f seq. above. The Task Force produced an initial Report
to the SHSA in December 1992 making its observations on the working of the Hospital. The SHSA considered this and
commissioned the Task Force to suggest a detailed reorganization of patient groupings to improve the focus of their care and to
produce a revised management structure which would better service the changed hospital.

2.13.5 In their original Report to the SHSA the Task Force outlined a number of consider-ations to be borne in mind when
planning the reorganization of patient services. They argued that there was a clear distinction between the treatment needs of
different groups of patients: adult men with mental illness; adult men and some young men with pure or predominant
personality disorder; men with learning disabilities; women with mental illness, personality disorder and learning disabilities;
and other small specialist groups. The largest group was men with a mental illness; this group would almost inevitably leave the
Hospital via the psychiatric services in their home locality, usually via their local secure unit. It might therefore be wise to
manage together such patients from the same region or adjacent regions in a regime where they were not on the same ward as
personality disordered patients with whom they were traditionally mixed. Liaison with smaller numbers of receiving and
referring units would therefore be made much easier.

2.13.6 The case for a specialist unit for personality disordered patients was, in short, that by developing a specialist unit some
of the well-recognized shortcomings in care and treatment of this group might be tackled. At that time there was no guarantee
that a patient suffering from personality disorder referred for assessment would be assessed by a consultant working with
personality disordered patients. A specialist unit could ensure that consultants who would potentially be working with a patient
actually did the assessment. Such a unit could facilitate the development of recognized forms of assessment, treatment, and
outcome measures for personality disorder; it might attract staff of all disciplines interested in this form of work; help facilitate
the development of audit and research; and enable clearer distinctions to be drawn between those admitted for assessment,
those undergoing treatment and those for whom treatment had failed and who required long-term humane containment on
grounds of enduring risk. Furthermore, security considerations would presumably be much higher on the agenda than they
would be for the patients elsewhere given that experience had shown that it was predominantly the personality disordered
patient who presented the most major difficulties within the Hospital.

We applaud these principles, but sadly they were not implemented.

2.13.7 Dr Higgins noted that there were some concerns about the establishment of the personality disorders unit, but these
concerns were not raised very vigorously. They included clinical issues about patients who might require mental illness and
personality disorder facilities at different times or who, despite the diagnosis, might be better placed for rehabilitative and
transfer purposes in a unit not specifically designated to their diagnosis. There were comments about the difficulty of attracting
the required numbers of interested and suitably qualified staff, but this was not felt to be insurmountable if the unit truly
developed as a dynamic successful entity. Some doubted whether agglomerating the most potentially difficult patients would be
manageable. Experience with the two existing longstanding personality disorder wards had shown that problems of control and



security might occur. These problems might be far greater in a personality disordered unit. However, these objections were not
decisive.

2.13.8 After extensive consultation at Ashworth Hospital and on the SHSA Board it was felt that the balance favoured the
formation of a discrete personality disorder unit. If it was properly managed; if realistic operational policies were produced; if
effective multi-disciplinary working emerged; if greater expertise developed; and if security was always seen as a matter
continually under review, then Ashworth Hospital could safety and securely not only manage its personality disordered patients
well, but also contribute to the continuing debate about the treatability of those with a severe personality disorder in a secure
hospital setting. Dr Higgins in his evidence admitted that there were a large number of "ifs", but argued that nevertheless the
proposal was better than leaving matters as they were.

2.13.9 To allow such a clinical reorganization of the Hospital, the Task Force recommended a parallel reorganization of the
management structure, with greater autonomy for the new units and a multi-disciplinary management structure. The
professional fiefdoms needed to be removed and strong general management introduced, not least to produce a range of
operational policies for each unit and to develop multi-disciplinary working. High calibre managers were seen as a crucial
feature of the reorganization process.

2.13.10 We have described above the subsequent Task Force Report to the SHSA in February 1993 which outlined a proposed
ward reconfiguration and new management structure in considerable detail. This was broadly accepted and then remitted to
Ashworth Hospital for further consideration. The Task Force was wound-up shortly afterwards. Mrs Janice Miles, the new
General Manager of Ashworth Hospital, attended the SHSA Board Meeting on 16 September 1993, and presented a paper
describing the restructuring proposals for her Hospital, proposals which had emerged after further internal discussions at the
Hospital and which were slight modifications of the proposals of the Task Force. Her proposals were accepted.

2.13.11 The PDU became functional in December 1993 and formally came into being in April 1994. It consisted of six wards.
Two of the six, Lawrence and Owen, changed little as they had both housed a population of largely personality disordered
patients for some years, although the population of Owen had to move from Forster Ward. By contrast, Macaulay, Ruskin and
Shelley were significantly involved in the clinical restructuring. Firs Ward (later Newman Ward) was on the East Site.

2.13.12 Dr Ian Strickland was the first Clinical Manager; because he still carried a clinical caseload he was supported by a
Business Manager, Mr Martin Royal. The six Ward Managers reported to a Clinical Area Nurse Manager, who in turn reported
to Dr Strickland. This structure then changed and the Ward Managers reported directly to Dr Strickland, with a Clinical Nurse
Manager introduced in an advisory capacity.

Was the PDU Ever Viable?

2.13.13 It is appropriate to consider at this point in the history of the PDU whether bringing together more than 100 personality
disordered patients into a single unit was a sensible option. The Mental Illness Units/Directorate have been relatively
successful, but the PDU has never lived up to the hopes of the Task Force. Was this foreseeable?

2.13.14 At the theoretical level the argument for a discrete specialist unit is sound. We ourselves are convinced of the need to
have specialist units. But were the practical issues thought through? Was the Task Force naive?

2.13.15 We heard considerable evidence to the effect that the PDU, in its early days, was in a parlous state. Dr Strickland noted
in his statement that after his appointment in December 1993 he was given the task of bringing together all the personality
disordered patients onto six wards, in just two or three months. The intention was that Lawrence and Macaulay Wards would be
low dependency; Owen Ward medium dependency, Ruskin Ward medium to high dependency, Shelley Ward high dependency
and admissions, and Newman Ward a ward for younger patients. But, in practice, patients moved to where there was a bed
available. Sometimes patients separated previously for security reasons were brought back together again thanks to the small
number of available wards. In evidence Dr Strickland said he had argued for a smaller PDU, with just three wards.

2.13.16 Dr Strickland also argued that 25-bedded wards were too large for this group, preferring 8-bedded wards instead, with a
proper assessment process. He told us that the doctors working on the Unit had had no say in its creation. (Dr Sylvester, the
former Director of Medical Services and Lead Consultant on the PDU agreed on this point.) Dr Strickland admitted that there
was no real treatment model at the start; the priority had been to manage a large group of heterogeneous patients.

It is disingenuous of Dr Strickland to say that doctors had no say at all; we accept Dr Higgins' evidence that, despite trying to
involve staff in developing the Task Force's proposals, he and his colleagues received little help from the generality of staff.
That said, the establishing of the Unit was highly flawed.



We agree with Dr Strickland that both the Unit and the Wards were too big, and that there should have been a proper
assessment process.

2.13.17 Dr Strickland's successor as Clinical Manager, Mr Tarbuck, confirmed the overall picture presented by Dr Strickland.
He described the PDU when he took it over in the summer of 1994 in the wake of the Owen Ward incident thus:

"The PDU Unit was dreadful when I first took over. There had been a serious lapse of control; in addition there appeared to
be no clear vision for the Unit, no objectives, no direction . . . I thought at the time the staffing levels were too low, both in
terms of the clinical establishments and in terms of vacancies. It was almost impossible to recruit to the PDU when I took
over. It was, in effect, a ghetto."

2.13.18 Many of the staff in post did not want to be there. They were generally ill-equipped to deal with these patients all
grouped together: "There were lots of good staff there, but quite a sizeable minority were not able to cope with the work they
were being able to do." Mr Melia, now a Senior Clinical Nurse within the PDU, confirmed this picture. He told us that when he
became Ward Manager of Macaulay Ward in August 1994, 18 patient moves had taken place over the previous nine months as
the mentally ill population of the Ward was replaced by personality disordered patients. The staff were totally ill-equipped to
deal with the change of patients, lacking as they did knowledge of the nature and treatment of personality disorder.

2.13.19 In evidence Mr Tarbuck elaborated further on the state of the Unit in mid-1994. The management and staff were not
really in control of the Unit; patients had got used to crossing boundaries and staff felt demotivated and disempowered. The
Unit was under-established as far as nursing staff were concerned; around one in six staff was on sick leave. He approached
Mrs Miles and senior colleagues on a number of occasions and made a detailed case for more resources in a paper entitled
Benchmarks for Practice in June 1995. His request was turned down.

2.13.20 Like Dr Strickland, Mr Tarbuck thought that the rationale of the Unit and the therapies it was to offer had not been
thought through. He and his colleagues spent much time trying to articulate what might or might not work. He noted that, at the
start of his tenure, most of the PCTs lacked psychology input and some lacked social work input; in some instances there was
no trust and little respect between members; and minutes were sometimes of variable quality. Mr Tarbuck noted tensions in
PCT practice in 1994, with people arriving excessively late; reading notes when being spoken to; leaving meetings to answer
telephone calls and so forth.

Mr Tarbuck felt that he was "firefighting" until mid-1995, coping with crisis after crisis. Staff had allowed patients
inappropriately to cross boundaries; certain patients were colluding and needed to be split up. But Lawrence Ward was not seen
to be one of the problematic wards:

"I would say post-June 1994 Owen was doing very well. The rest were struggling for a considerable period. Lawrence
Ward was an exception in that it had a very mature group of people who had been together a long time, saw themselves to
be something different, and attempted to protect that. So that was a slightly less problematic area.

I regarded Lawrence Ward as well-managed."

2.13.21 Mr Tarbuck's successor, Mr James Murphy, thought the Unit had been created too quickly, with inadequate preparation
of staff and too little thought given to the nature of the problems created by putting this group of patients together. Some
"untreatable" patients were accommodated with patients just coming into the system, undermining the treatment of the latter.
Some staff could not cope.

2.13.22 Mrs Miles confirmed the general picture. She admitted that a number of factors militated against the Unit's success,
including the questionable competence of some of the consultants. She agreed that the clinical mix was not ideal; that the wards
were larger than she and the SHSA would have liked; and that the creation of the Clinical Units made moving patients more
difficult, as there was very little spare capacity within the PDU itself. Nevertheless she defended the decision to create the PDU,
even with hindsight; it was necessary she argued, to create the other Clinical Units.

2.13.23 What had happened? A radical new change had been made too fast, with inadequate preparation. Many of the
Unit's problems should have been foreseen. To take one example: Dr Higgins made it clear that a high quality manager
was key to the success of the PDU. Yet Dr Strickland was appointed as the first Clinical Manager, someone who by his
own admission lacked management experience and was not up to the job. There were apparently no external candidates
for the job.

2.13.24 Such an innovative venture as this required an in-depth consideration of the implications of putting 150
personality disordered patients together. Once this particular decision was made the die was cast and the Hospital had
to live with the consequences.



2.13.25 The SHSA was responsible for agreeing the new structure. They should have been aware of the risks and
invested heavily in time and effort to ensure that the right quality of managerial and clinical staff were appointed to the
Unit. Mr Kaye admitted that the SHSA had not foreseen the potential problems adequately:

"...creating the PD Unit in the form we did, we knew it was high risk, I think it was higher risk than we realized at
the time".

2.13.26 Nobody emerges from this with any credit. The risks involved in creating such a large PDU were recognised
from the start, but were sharply increased by poor leadership and implementation. As the Chief Executive of the SHSA
Mr Kaye must carry the ultimate responsibility, but many others are also blameworthy. This was not just a reasonable
risk that went wrong despite the best efforts of all those involved. It was a high risk that was sharply increased by
incompetence.

2.14.0 The Owen Ward Report: Report of the Investigation into the Events leading up to the Hostage-Taking Incident
on Owen Ward on 8 June 1994 and related matters.

We discuss this Report at considerable length, for which we make no apology. The Report formed a vital part of our
investigations and its contents were never published. We have speculated that had this Report been published in 1994,
the necessary in-depth examination of the PDU at Ashworth Hospital would have taken place some years earlier than
our Inquiry.

The Reports

2.14.1 We have already referred to this internal Report as being one of the most serious if not the most serious Report in the
history of Ashworth Hospital. It is dated 18 July 1994. The Chairman of the Inquiry was Mr Green (then Director of Business
Development), and the other members were Dr P. Coorey (a consultant forensic psychiatrist), Mr Ian Paterson (the Security
Resources Manager), and Mr George Alan (the Nursing Informatics Manager). The original Report is 59 pages long and, more
importantly, attached to it are 385 pages of appendices. The Report itself presents an appalling picture but with the appendices
we can only describe it as horrendous. During the course of our Inquiry we felt it right to congratulate Mr Green and his team
for presenting a fearlessly thorough Report which makes a significant number of findings concerning the Hospital's failure to
create a safe and secure therapeutic environment on Owen Ward.

2.14.2 The first version of the Report we received came from London. It was 19 pages long and without appendices. The first
three pages comprise the title page, and a letter from the then General Manager Mrs Miles. The last three pages are a summary
by Mrs Miles of the findings of an external advisor she had appointed to look at the work of the Inquiry and to comment on it.
She had appointed Mr J. Parry, the Senior Nurse Manager of the Merseyside Regional Forensic Psychiatry Service, because it
was being said that the internal Report would be a whitewash. The original Report was certainly not a whitewash, and Mr
Parry's Report was not based on any shorter version. He saw the whole Report and the appendices. Despite being a significant
abridgement of the original, the 19-page Report made disquieting reading even though, within it, most of the original
recommendations had either been omitted or truncated, and criticisms of policies and practices in place or management's failure
to formulate or introduce them had been removed. It omits the whole of the 27-page narrative of the original which is based on
the appendices and deals with the terms of reference. It reduces the original 20 pages of recommendations to eight pages. From
a reading of the 19-page version, it soon became apparent that a fuller Report existed as well as appendices, and those we
eventually obtained from Ashworth Hospital. For many months we were under the impression that at least the 19-page version
had been circulated, because in a letter attached to it Mrs Miles writes:

"Because this Report is to be widely circulated, it omits names and details of the interviews conducted to underpin
the findings and recommendations. Hopefully the Report will provide all with the information necessary whilst
protecting patient and staff confidentiality."

We were to discover this was not the case. It was not until we received the statement of Mr Harry Ryan of UNISON that we
discovered, appended to that statement, a yet shorter version of the Owen Ward Report. This is the only version which was ever
circulated. It is not surprising that its circulation gave rise to serious indignation. Appended to Mr Ryan's submission is a press
release condemnatory of the handling of the Owen Ward Report:

"Management at the Hospital set up its own investigation team conducted by managers for managers to be vetted by
management before publication . . . The publication caused immediate outrage amongst staff, as its total eight page
contents contained:

Front cover one page.



Introduction three pages.

Findings there was a total of six findings, one page.
Recommendations there was a total of eight, one page.
Appendix References, one page.

Appendix Circulation list, one page.

This publication could have been written about emptying waste paper bins . . . The hospital is now a pit of rumours and
suspicion, without any form of coherent leadership or purpose, and the staff and patients are left to work one day at a
time."

2.14.3 On the 31st day of our hearings we received a copy of this third version in a short bundle. The first page is a letter
from Mrs Miles addressed to "Dear Colleague" which describes the Report as the "final Report into the investigation
following events on Owen Ward", and indicates that "it is not a public document and is not being circulated outside the
Hospital".

2.14.4 We deal later with why, in our judgment, this Report and also the Swan Report were concealed.
Owen Ward in 1994

2.14.5 Owen Ward has had a chequered history. The killing of Stephen Mallalieu took place on Owen Ward in 1990, that of
Derek Williams on Forster Ward the same year. The patient population of Forster Ward later moved to Owen Ward. By 1994
the Ward was in a parlous state. A general description of the Ward is given in paragraph 2 of the full Report:

"Forster Ward, and from early January 1994, Owen Ward, had been established under the aegis of a therapeutic community
since 1982 and was conceived by Dr Chris Hunter and Dr Malcolm MacCulloch. Its history has been eventful, and would
have been expected to have been so, but it has never reached the level of disruption experienced immediately prior to the
events in early June 1994. The young patient population within Owen Ward ideally 'graduate' to Lawrence Ward when they
have responded and matured in their treatment programme and demonstrate appropriate behavioural responses."

We discuss the problems of the "post-graduate" Lawrence Ward in Part Three below.

The condition of the ward was clear from the Report into a very serious incident on Owen Ward just a month before the
hostage-taking, when the bedroom of Mr J. O'Neill had been set on fire, and that incident has been described as an attempted
murder. It was, however, not investigated until the full Owen Ward Report had been received, and Mrs Miles ordered an
investigation in a letter to Mr Tarbuck dated 4 October 1994. That Report demonstrates that for some months Owen Ward was
in a parlous state and out of control. Both patients and staff were fearful for their lives.

We must stress at this point that Owen and Lawrence Wards were not the only wards with problems. There were also serious
problems in 1995 and 1996 on other wards in the PDU. We deal below with the investigation into the activities of Stephen
Braund on Ruskin Ward, formerly Macaulay Ward, and the investigation of the possessions of Stephen Finney (whose death,
after being taken to hospital gave rise to some suspicion as to its cause) found in his room on Shelly Ward in June 1996.

These events point inexorably to the conclusion that the conception of the PDU was wrong. Incident followed incident,
without effective policies and structures being established and put in place. The simple fact is that it is impossible
effectively to manage many patients in this group in the absence of a basic immutable security structure. For them a
structured environment providing an appropriate degree of control and security is essential. This was never achieved.
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2.14.6 In Appendix 8 of the Owen Ward Report an index offence profile of the 20 patients on the ward at the time of the
Report is given:

No. Section Index Offence

1 37/41 Arson, burglary

2 37/41 Attempted murder x 2, Firearms, Criminal damage

3 37 Rape

4 37/41 Attempted murder, Wounding with intent

5 37/41 Indecent assault

6 37/41 Abduction, Attempted rape, Indecent assault, Attempt to choke

7 47/49 Murder

8 47/49 Murder

9 47/49 Manslaughter (diminished responsibility), Theft

10 47/49 Robbery, Escape, Burglary, Taking conveyance without authority

11 47/49 Rape, Wounding

12 37/41 Wounding with intent

13 37/41 Grievous Bodily Harm (GBH) with intent, False imprisonment

14 47/49 Rape x 2, Theft, Deception, Taking conveyance without authority

15 37/41 Arson with intent, Burglary

16 37/41 Manslaughter (diminished responsibility) x 2, Actual Bodily Harm (ABH), GBH

17 37/41 ABH

18  37/41 Wounding, Indecent assault

19 37/41 Indecent assault, Assault with intent to rob

20 7/41 Manslaughter, Unlawful possession of firearm and ammunition, Indecent assault
(on male)

2.14.7 So there were 14 patients in the Ward under hospital orders pursuant to section 37 and 13 of them were also under
restriction orders pursuant to section 41 of the Mental Health Act 1983. The other six had been transferred from prison under
transfer directions pursuant to section 47 with restriction directions pursuant to section 49. In all 19 of the patients were
restricted patients.

The Fire in Mr O'Neill's Bedroom

2.14.8 The Report of the investigation into the fire in patient J. O'Neill's bedroom on Owen Ward, demonstrates the tensions
affecting Owen Ward in the early Summer months of 1994. The Investigation Team comprised Mrs Julie Owen, a Senior
Clinical Nurse on the PDU, and Mr Paterson, who was also a member of the Owen Ward inquiry team. They found that on the
18 May 1994 Mr O'Neill went on a home visit to see his mother in London with two nurse escorts Messrs Kelly and Jones. He
absconded but turned up at the Hospital that night in a very disturbed state, threatening to smash and set fire to his room. He
threatened a nurse with a piece of timber. The absconsion was the subject of a separate inquiry.

On the 19 May Mr O'Neill made allegations about ward staff and patients concerning his possessions and the availability of
drugs and alcohol on Owen Ward. It seems that these allegations promoted the searching of Owen Ward which was going on
when the hostage-taking incident occurred in June.

2.14.9 Mr Kelly was suspended following the trip to London. Mr O'Neill told the investigating team, "Some of the lads put it
down to me he got suspended." Another witness said, in his interview, "On the day they were taunting him, there were problems



with the Paul Kelly suspension."

A number of patients and staff were interviewed and described increasing unrest within the ward community. Although
accounts differed, it appears that there was a violent altercation between Mr O'Neill and several other patients. Mr O'Neill was
clearly worried and was found in the evening armed with a snooker cue; staff managed to persuade him to relinquish this.
Sometime during the afternoon of 19 May "grass" and "scab" were written on Mr O'Neill's bedroom door. The Inquiry Team
were told , by Mr Swinnerton and Mr Gardner, that it was after those words were written on the door staff nurse Kelly was
suspended.

The next day the safety of Mr O'Neill continued to be a source of concern for the staff. Dr Strickland and Mr Brennan, the Ward
Manager, saw him, and at 3.55 pm he was placed in seclusion in his own room until things calmed down or he could be moved
to another ward. He was observed according to the seclusion procedure.

2.14.10 On the evening of 20 May at 7 pm Mr O'Neill's Arsenal football pennant which was hanging on the outside of his door
was set alight and pushed under his door. This was not reported to the staff. Mr O'Neill first reported it when he was
interviewed later at Wakefield Prison. From recognizing the footsteps he said it was done by another patient.

Sometime between tea time and 9.05 pm (the time of the fire) the keyhole of Mr O'Neill's door was stuffed with boot polish and
paper. It was thought that the last time his door had been opened was at 8 pm. At 9.05 pm Mr O'Neill pressed his nurse call
button and claimed his room was on fire. The lock key hole was found to be blocked. His side window was opened and the fire
was put out. He was distressed and taken to Shelley Ward on Dr Strickland's instructions.

Patient J 1. said later that when he left his room, several patients were outside Mr O'Neill's room trying to open his toilet
window. It was opened and one patient lit "bog paper" or a towel and threw it in. The patients concerned, of course, denied
involvement. Later six toilet rolls were found in various stages of combustion, and a further five toilet rolls were found in a bin
in the toilet area.

2.14.11 The inquiry concluded that Mr O'Neill had not started the fire, and that a group of patients had sought revenge
following the suspension of staff nurse Kelly. In the team's view control was being exercised on Owen Ward by some patients
concerned with supplying alcohol and drugs. A gang-type structure existed and it had been decided to exact revenge on
someone who had "grassed".

Nine pm had probably been chosen because that was the shift hand-over time resulting in minimal staff presence in the corridor.
It should be noted that the fire in Mr O'Neill's bedroom was set at the same sort of time as the Mallalieu and Williams deaths,
when staff were occupied elsewhere and observation was relatively poor. As Mr Green observed to us, if patients are going to
do anything, this is the time they will do it.

2.14.12 The Investigation Team noted that:

" .. .itis important to recognise that a gang structure existed on the ward, and to put the act down to a single individual's
action would underestimate the dangerous situation which was present on the ward. This, as subsequent events saw, led to
a total disintegration of control on Owen Ward."

They also said:

"General lack of observation by the staff was partly explained by the level of fear and intimidation staff described in the
wider Owen Report."

Further Warnings

2.14.13 That serious problems existed at the time is confirmed by two documents. One is a letter dated 20 April 1994 from Dr
Zona Crispin, one of the RMOs of Owen Ward, to her RMO colleague Dr Strickland, but written to him in his capacity as
Clinical Manager of the PDU. The other is a memorandum written by Mr Brennan, the Ward Manager, to Dr Strickland dated 1
June 1994. Dr Crispin's letter reads as follows:

"Dear Ian,

Re: Substance Abuse on Owen Ward

I am writing to express my continued concerns regarding the abuse of alcohol and drugs by patients on Owen Ward. In the
last two weeks, two of my patients have been found in a drunken state and one of these required transfer to a general
hospital. Despite a recommendation being made at last week's PCTM (12 April 1994) that all patients who are suspected of
abusing alcohol and drugs should be requested to provide a sample of urine or blood for analysis, this was not done and the



nursing staff at PCTM on 19 April 1994 did not appear to be aware of this recommendation. Communication between
members of nursing staff on Owen Ward needs to be improved generally, and particularly in this area, as I feel that it is
essential to carry out drug and alcohol screening on patients suspected of abuse. I think we also need to consider random
testing of all the ward community given the widespread nature of the problem.

I was surprised to hear at the PCTM on 19 April 1994 that nursing staff appeared to consider that the problem was
restricted to one or two individuals, when I know of several incidents myself and have been informed by other patients that
drinking and drug abuse goes on frequently amongst several members of the ward community. I find it difficult to believe
that nursing staff are unable to recognise either the smell of alcohol brewing and drugs being smoked, or the symptoms and
signs of intoxication in patients. Further, I would have thought that the alcohol being brewed on the ward would be
detectable but nursing staff informed me that room searches do not occur on Owen Ward! In my opinion, frequent random
room searches are required at the present time in order to reduce the incidence of such abuse. I also believe that a
breathalyser should be obtained, as previously recommended.

I am still gravely concerned at the suggestion by several patients that staff are involved in this, either by "turning a blind
eye" to it, or actively bringing in substances for the patients. I have discussed this issue with the Ward Manager already but
feel that, at present, little is being done to investigate the matter which could have serious consequences, particularly in
patients who are taking prescribed medication and large quantities of alcohol. I should be grateful for your thoughts on the
matter."

Mr Brennan's memorandum is reproduced in section 10 of the Report. It reads as follows:

"lan, after long discussion with Derek Sharples and Steve Pearshouse, it is apparent we have a serious problem involving
drugs, alcohol and possibly the buying and selling of stolen property. As well as two main groups of patients who seem to
be vying for the chance to dominate a market for selling, I also believe that there are nursing staff from Owen Ward
embroiled in this.

The proposal I am making at this moment, is to co-ordinate some room searches, with back up staff, even C&R staff,
available on standby, while the rooms are searched.

My view is that we need to move the main group of patients from Owen Ward around the Hospital, certainly to other
wards. I also believe that some staff need to be moved from the ward.

I have advised staff to increase the number of corridor patrols, to every ten minutes, with the proviso, that should the
tension remain and the likelihood of any problem occur, then we revert back to manning the night station.

The view of the staff and the patients is that we could have the makings of another Derek Williams incident unless we act.
I would welcome your views on this matter."

The Williams' incident was the subject of the Rowe Report.
We find it extraordinary that this letter and memorandum met with no effective response.
The Hostage-Taking

2.14.14 The actual events have to be distilled from a number of the Report's appendices. On the night of 6 June 1994, at about
9.05 pm Mr Thorpe, the Care and Restraint Coordinator/ Manager, was informed that a number of patients on Owen Ward were
causing trouble. He arrived at 9.20 pm and spoke to Mr Newton and Mr Gardner. There was concern that some patients were
refusing to go to bed; it had been reported that weapons had been made and it seemed that some patients were suffering from
the effects of alcohol or drugs. Most of the patients went to their rooms, but two, who were particularly difficult, did not, and
they were removed from the Ward. Some patients who had gone to their rooms then became troublesome. Some were
threatening and some were suspected of having weapons. By midnight the rooms of two patients had been entered and they had
been taken to other wards. That is how matters stood until the next morning, Tuesday, 7 June. At about 7.30 am searching
began of the rooms from which patients had been removed the night before. The other patients were not moved from the Ward
and at that stage remained in their rooms. There was a great deal of tension and patients began to smash windows and destroy
property. Some tried to kick their room doors down; threats and abuse were directed towards the Response Team. One patient
shouted, "We will kill you bastards, there are 18 of us"; another smashed the observation window of his door with a large metal
bar. It was decided that some other patients had to be removed and two were removed with some difficulty. Searching resumed
and the Ward seemed settled. Although it caused concern, some patients were allowed out of their rooms. Items found included
lighters, broken bottle glass, a metal weapon with a protrusion attached to pass between the fingers (a knuckle duster); keys
which fitted the internal ducts; bottles thought to contain alcohol; and a listening device. Items which had been reported as
missing, knives, forks and a snooker ball were also found. On the following morning, Wednesday 8 June, searching
recommenced. Early on Byron Tomlinson, the eventual hostage-taker, was disruptive but calmed down and went to the day area
while his room was being searched.



The issue that precipitated the hostage-taking was the cancellation of Mr Tomlinson's "visit" that afternoon. There had been
concerns over Mr Tomlinson's intended visitor and the previous evening it had, apparently, been decided to ban her. This
information was not passed on to Mr Tomlinson, despite the fact it was known he became very volatile when receiving news he
could not cope with. Mr Green and his colleagues were of the view that on the balance of probabilities Dr Strickland knew of
the ban, yet he told patients at lunchtime on the day of the hostage-taking, that visiting would take place in the Central
Assembly Hall. As a result Mr Tomlinson took a shower and changed his clothes in preparation for his visit.

He was told later that his visit had been cancelled. He burst into the Ward office and shouted at a nurse, Mr Len Jones, "Why
has my visit been cancelled? the RMO [Dr Strickland] has agreed that it could take place." He was calmed to some extent and
he was allowed to telephone the girl who had been intending to visit. He could not speak to her because she had already left
home. Apparently Mr Jones could not understand why Mr Tomlinson had been told the visit could take place because he
thought her visits had been stopped two weeks previously on security grounds. Mr Thorpe left the office to go to a corridor
where searching was taking place. Suddenly an alarm bell rang and he went back to the office to see Mr Tomlinson waving a
long carving knife around and shouting that he wanted to kill a member of staff. Protecting his way by slashing around with the
knife Mr Tomlinson went to the library where Ms El-Jazairi, a psychologist, was holding a prearranged meeting with her
patient Roger Packham.

2.14.15 Ms El-Jazairi had heard that there had been trouble on Owen Ward, and at 1.30 pm she rang the duty nurse to ask if it
was advisable to keep her 2 pm appointment with Roger Packham. The duty nurse had consulted the ward manager and he told
her it was perfectly safe to see her patient in the library. Both she and the patient were taken hostage at knife point and they
suffered a terrible and terrifying ordeal. The police arrived and after some considerable time Mr Tomlinson was "talked down"
and surrendered his knife. Ms El-Jazairi's statement gives a vivid account of the horrifying event. Sadly she has been unable to
return to work.

2.14.16 During the course of the search many other items were found including a hacksaw and blades, keys of the ward
stationery cupboard, a large quantity of ward stationery, numerous lighters, alcohol, and broken snooker-cue ends. Garden
equipment consisting of two spades, two forks, a pick-axe, a hedge cutter, two hoes, two garden rakes and a lawn rake were
found in the ward. Telephone cards including two which had been tampered with, three metal rods with knobs at one end,
pieces of electrical wire, nails and screws, a computer modem connector and various metal bars and tubes were found. 257
video tapes were removed from the ward, and by 11 July, of those that had been examined, ten were found to contain hardcore
pornographic material. One depicted bestiality and another torture and rape.

The Inquiry team concluded that the hostage-taking was avoidable. Numerous pieces of evidence point to the fact that all was
not well on Owen Ward. We agree.

Executive Summary of the Report
2.14.17 The Executive Summary at the beginning of the Report is worth citing at length:

"1. The patient care team which was the same senior professional team operating at the time of the death of Derek
Williams on 19 November 1990, had not addressed the findings of the Rowe Report in any systematic or considered way.
The aftermath of the murder of a patient in their care had not spurred them to actively address the resulting Rowe Report
recommendations."

"2. We found the work of the Patient Care Team was inconsistent, vague, fragmented, un-coordinated, poorly recorded and
marginalised the nursing staff from the other professionals within the team. There was no clear criteria for admission to the
ward and the patient group previously within the Forster Ward community had changed significantly with a different intake
of patients. Dr Crispin was beginning to develop a lone voice in trying to improve consistency in communication and
underpin the relentless and difficult task of ensuring ward security and patient care were met. Her memo to the Clinical
Manager dated 20 April 1990 is significant and spurred the Ward Manager to some action . . . "

"3. Effective searching of patients' bedrooms had not taken place for a period of 15 plus months. They were recommended,
albeit cursory in nature, following Dr Crispin's memo. One nursing team was not happy with the previous unrecorded
arrangement not to search rooms, which is believed to have been sanctioned by a Patient Care Team Meeting, and
attempted some room searches. These were recorded at the back of the search register, as if it was a secretive activity for
which they would be criticised if caught doing it."

"4. The ward policy is poorly constructed, not contained in one cohesive document, undated, and those policies which
were in place were not enforced, or were unenforceable because of the lack of staff. They also failed because of ineffective
support and monitoring by the Patient Care team. To date there has been no discussion of the work of the group
considering Recommendation 45 of the Ashworth Inquiry (multi-disciplinary working). There were clear tensions between
the Ward manager and the Clinical manager which were demonstrably witnessed by the Investigating Team when we



visited the ward on 24 June 1994. Tension, rivalry, undermining and lack of communication between the three nursing
shifts was also apparent."

"5. The nursing complement was considered in detail and a picture of dilution of staff qualification, rapid turnover of staff
(with some qualified staff leaving because of their fear of working on the ward) and the recruitment of inexperienced staff
who were inadequately prepared, as were all staff, for the task before them. The nursing staff were demoralised because
their role was not clearly defined, particularly in relation to sanctions and keeping good ward order. If they made any
attempt to enforce ward rules they were gratuitously complained about by patients to the PCT."

"We were constantly told not to look for nursing care plans or coherent multi-disciplinary treatment plans. Simple record
keeping with allocation of tasks, outcomes, and who is responsible did not exist. Clinical supervision was not apparent.
There are significant implications for the opening of Owen Ward on a 24-hour basis, and throughout the Personality
Disorder Unit as a whole, which require serious re-consideration."

"6. The commencement of rigorous room searching on the evening of Monday, 6 June 1994 to locate missing knives, a
fork, and a snooker ball, and to allay patient fears that some other patients were arming themselves with weapons created
probably one of the most serious incidents in Ashworth Hospital's history. Mr Thorpe the C&R Coordinator of the
response teams gave a frightening account of the events from the Monday evening up to the post-hostage-taking period
into the afternoon of Wednesday 8 June 1994. The level of anger, aggression, and threat made collectively and individually
by patients was unprecedented on such a scale. If patients had not initially been locked behind their doors in their rooms,
with the exception of two patients who refused to go to bed, the situation could have been riotous. Mr Thorpe and his
teams require praise for their sensitive, fair, safe and firm handling of the situation."

"7. We strongly feel that the ward should have been 'closed' to all external personnel not associated with the on-going
searching process. Patients should have been kept in their rooms, being allowed up for showers and the occasional break
etc., until all the ward and rooms had been searched. This would have taken most of the week from the Monday evening
because of the amount of personal possessions patients had. When the patients were allowed up, while searching
continued, some of them were less than helpful and the atmosphere quickly became tense. If the ward had been closed and
activities such as visiting cancelled then the hostage-taking incident would not have occurred. The closing of the ward is
what should have happened."

"8. The setting fire to the bedroom of a patient John O'Neill on the evening of 20 May 1994 when he was in it was a clear
attempt to murder him by a patient or patients. His door locks had been blocked up with shoe polish and wet paper. The
'pill box' window from the corridor to his room was opened (by a Chubb-type key or a Phillip's screw driver) and a burning
towel and lighted toilet rolls thrown in. The words 'grass' and 'scab' on his door reminded him that he had made allegations
against a member of staff which would not help those patients, who had a 'special' relationship with that staff member, to
exploit it further. (Messrs Swinnerton and Gardner are investigating this member of staff's activities.) Previously John
O'Neill had been assaulted by a group of patients with a snooker cue."

"9. Catalogue fraud, 'liberalisation' of mail, and ward-based telephones have all contributed to the loss of control of
patients' activities. Catalogue fraud has helped underpin patients' corrupting activity and has resulted in some patients
amassing money, status, practising extortion and blackmail. Staff involvement in this activity is being investigated. It is
highly likely that money is sent in or out of the Hospital through the mail system with ease. Not once has the Patient Care
Team exercised its right to withhold a patient's mail, open it, or return it if incorrectly addressed. The telephone for patients
was unmonitored and abused by them."

"10. The vetting, monitoring and supervising of visits to Owen Ward has broken down . . . the Personagram [a system for
recognizing authorized visitors] is in a state of disrepair and breaks down easily, and visitors' bags are not searched. No
different arrangements for problem visitors are made. The banning of visitors is poorly handled. Mr Swinnerton confirmed
that it is alleged that on Owen Ward two patients separately had intercourse with a prostitute in the patient's bedroom area."
"11. Alcohol and drugs were freely available over a period of time and concern was expressed and recorded in the PCTM
book, again over a period of time. Little or no action was taken to attack the root cause. Simply to address the alcohol
problem the PCT decided to buy a breathalyser . . ."

"12. Incident recording and reporting was poor and in many cases non-existent and therefore gave a misleading view that
all was well on the ward. The marginalisation of the staff from the security department was apparent and the Hospital wide
security policies enshrined in the 'Red Book' were ignored. Some members of the Patient Care Team did not know of the
security manual's existence. Random and routine searching of the ward did not take place."

"13 There is a significant conflict between the roles of one person being a Responsible Medical Officer and a Clinical
Manager which requires further consideration."

The Patients' Views

2.14.18 Appendix 34 is based on the interviews with patients who had been on the Ward prior to the disturbances. The
comments of the patients were generally acute and supported the picture outlined above. They took the view that the causes of
the build up of the problem were inappropriate patient-mix, lack of direction by the PCT and ward management, and staff



morale and complicity. In summary:

Inappropriate mix of patients

This was the catalyst of the incidents prior to the hostage-taking. Most said tensions were considerably heightened by the
arrival of two patients. One, referred to as 24, was paranoid and used ethnic origins to get his own way. He was probably
involved in drug dealing in direct opposition to another group which included the other referred to as 15. The arrival of 15
on the Ward coincided with an increase in the level of alcohol consumption on the Ward. Many were of the view that
putting all personality disordered patients together might be a mistake, and were critical of the process of allocating
patients to wards.

Lack of direction by PCT and Ward Management

There was universal condemnation of the PCT and Ward Management. Both were said to be totally ineffective. Most said
they would have felt safer in an environment in which rules were laid down and then enforced by staff and respected by
patients. Owen Ward was little more than a free for all where everything goes. Neither managers nor the PCT were strong
enough to set down ward protocols or, where there were any, to enforce them. The result was that staff on the Ward felt
disempowered, and some patients felt they could do as they liked without sanction. The PCT knew what was going on, but
so long as there were no repercussions, were prepared to turn a blind eye.

Within the PCT the RMOs were singled out for particular criticism. Dr Crispin was felt to be overly influenced by Patient
24 and Dr Strickland was hampered by the tension between his duties as RMO and Clinical Manager. The most damning
criticism was of the Ward Manager, described as distant, unable to cope, and never there.

Staff Morale and Complicity

Morale deteriorated as the staff became more compliant with patient demands. Patients traced this to the Ashworth [Blom-
Cooper] Report after which the emphasis changed from custody to therapy leaving staff fearful that any stand against a
patient would leave them vulnerable to complaints from patients or the disciplinary process and hence loss of employment.
The result was that staff either turned a blind eye or participated with patients and, in effect, "crossed the line".

Staff must have been aware of alcohol consumption. One patient had been taken to hospital following taking drink; on
occasions others had taken so much they could hardly walk. Home brew kits were widely used on the Ward although they
were difficult to disguise. Many patients regularly smoked cannabis and had abandoned attempts to hide the smell by using
air fresheners. Yet no action was taken. A small number of staff were said to be providing drugs and alcohol, and a few
were alleged to be involved in trading goods with patients.

The Working of the Owen Ward Patient Care Team

2.14.19 In dealing with its first term of reference concerning the management, treatment and care circumstances leading up to
the hostage-taking, the Report makes a number of pertinent observations on the working of the PCT and ward-based staff. We
select a number of pertinent extracts below.

The team note that:

a. "There is a balance to be kept between treatment and security and the aim must be to ensure that a patient gets the
treatment he needs and is subject to that degree of supervision and restraint which his condition, character and abilities
need. Dr Strickland when seen by the Investigation Team stated the PCT had 'concentrated on the therapeutic bit' and had
failed to observe the behaviour of patients and how it affected the ward as a whole and agreed with us that the PCT were
acting as individuals and this is when the problems start".

The Rowe Report is referred to in paragraph 4 of the Report where it is said:

"The sections describing and commenting on management, nursing and access to bedrooms appear prophetic. The
conclusions and recommendations and text of the Report attached at appendix 9, pages 88 to 90 were not discussed. This
was confirmed by the two RMOs, Ward Manager, Team Leaders, Social Workers, Psychologist and Nurses. The nurses
made a written attempt to respond to the Report." This is attached at appendix 10 pages 91 to 102.

"Ms Swindells told us the Report was not discussed because the PCT did not have time to discuss the relevant points. It
seems the death of one of their patients didn't warrant further discussion or review of practice."

In dealing with the ward "Conversation Books" (in which nurses of the three shifts made notes for information purposes) the
following observations are made:

"Of note there were no 'conversations' recorded in this book about the death of Derek Williams, the murderous attempt on
the life of John O'Neill, or the hostage-taking incident."

"On 5 November 1992 S Braund received an electric fan heater, contrary to the standing instruction regarding electrical
appliances. He should not have been allowed it. Messrs Tanner and Fox acquired imitation firearms, and ward tools were in
such proportion as to probably be difficult to control. Non-parole patients had access to each other on the ward. Despite the



new search register for 'days out and rooms' arriving on the ward on 31 March 1994, room searches were only started on

21 April 1994 after Dr Crispin's memo raising her alarm at the problems on the ward. One staff member may or may not
have bought S Tanner's Atari computer and the patients purchased a fridge from one of the Patients' Education Lecturers."
"On 21 May 1994 the Night Station was to be manned by staff once again. This clearly implies that it had not been the case
as per the access to bedrooms policy and Mr Scully's clear message of 21 July 1992 that this should continue." [nearly two
years previously].

"There is no trend analysis of the activity contained within these books, despite important information being contained
within them. The Ward Manager, Clinical Nursing Manager and Clinical Nursing Manager thought it inappropriate to view
these records."

The team comment:

"We heard from nursing staff, individually and collectively, that the leader of the PCT did not listen to them and paid little
regard to the experience of the staff and their desire to be consulted about the treatment of patients . . ."

"The investigation team concluded that symbolically the 'towel had been thrown into the ring' by this demoralised staff
group. They had been failed by their managers following the Ashworth Inquiry . . ."

"The PCT should have been aware of these difficulties, but individually many of them were struggling with the same
problem. They felt disempowered."

"There is evidence from Mr Swinnerton that some staff have actively undermined the upholding of security and have
crossed the boundary between the professional staff/patient relationship."

Paragraph 6 of the Report deals with "policy". The team note:

"The establishment of operational policy and the rigorous pursuit of its observation would have derived strength for the
PCT and nursing staff who were the front line defenders of its structure. Security policies affecting the Ward would benefit
by distinction being made between general precepts of security, which are to be applied in a flexible way, and Standing
instructions /Rules to be strictly followed."

Having reviewed a number of policy statements the team concluded:

"They are weak, first attempts at policy. They were not acted upon in the main. It is of interest to note that Firs Ward has a
clear policy, 16 patients and staff make the policy work. They are part of the Personality Disorder Unit but located on the
East site. They do not wish to move to the North with their patients."

In paragraph 7 the Report considers Nursing Staff:

"Of the four Units the Personality Disorder Unit had the lowest level of qualified staff (55.16%) and the highest level of
non-qualified staff (44.84%). By contrast, 'Mental Illness (Northern)' had a staff complement of 72.62% qualified and
27.38% non-qualified."

"Coupled with the haemorrhaging of staff over the past year from the ward we can only pose the question, how any
continuity to patient care and treatment can be given. How can nursing staff be motivated by these circumstances, and can
24-hour opening be a safe and achievable reality?"

"The Clinical Nursing manager had said a woman staff nurse had left after many years at the Hospital because she now
feared for her own safety. At weekends staffing levels had fallen on occasions to a staff nurse and four nursing assistants.
The problem of insecurity expressed by staff must be tackled urgently if there is to be any real prospect of delivering
patient care and ensuring safety for all."

"We were told by the ward manager, team leaders, and nurses not to look for any thorough and active nursing care plans.
Mr Allan did not find any when he looked and only located treatment plans for patients allocated to Dr Crispin."

"Care Circumstances" are dealt with in paragraph 8.

"Owen Ward bedrooms had been established as veritable 'Aladdin's Caves' of possessions. The patients were less
disruptive than most patients caught up in the Hospital's restructuring as the whole ward moved leaving behind on
Forster Ward some rooms which were virtually uninhabitable by the patients moving from Owen Ward to take up
residence. Furniture had been taken out previously, new beds and furniture had been constructed. Within days of
moving on to Owen Ward some patients had broken up and taken out fixed furniture, banged nails into walls and
door frames. Their rooms with the totality of possessions were impossible to search.

"Patient day time activity off the ward was limited by the patient's own choice and one patient, Roger Packham, was
allowed to obtain a personal tool box and made furniture in the ward's boot room when less then 200 yards away there is a
'state of art' workshop. Some patients would stay awake all night, sleep through the day and contributed nothing to the



ward's activity. When they asked for a day out they would get it. There is little intelligent application of persuasive skills or
sanctions to modify aberrant behaviour."

"The ward rules . . . agreed by staff and patients were inoperable in the period during and post the Ashworth Inquiry. The
introduction of ward-based visiting had been seriously abused. Drugs, alcohol and, it is alleged, a prostitute has been
introduced to the ward by visitors."

Members of the Patient Care Team

2.14.20 In paragraph 11, the Report goes on to draw conclusions following interviews with the multi-disciplinary staff and staff
associations. We quote from the team's comments:

Wally Brennan Ward Manager
He was described as a "man of good intentions, [who] clearly did not grasp the management of this ward."
Dr Strickland

The team noted that Dr Strickland had been involved with Forster/Owen Ward since 1987. He said what was discussed at
PTCMs was not necessarily followed up. He claimed that he had been told both that alcohol abuse was not a problem and that
patient use of telephones was observed. The team commented:

"The responses to our questions were lacking in substance, in depth knowledge, and showed little understanding of the
staff of whom he was the leader".

My Michael Potts Team leader

Mr Potts had recently been recruited from High Royds Hospital. He felt "criticism of a liberal regime may not be appreciated"
and that, "patients were allowed every liberty with no clear limits", which resulted in no safety net being there when the
situation did not work.

He commented that monitoring of patients' use of telephones was unworkable and that the issue of wards dealing with patients'
mail had increased confrontation on the ward. He was frank in his criticism of a PCT which still did not know what it was
doing, and of the creation of a special personality disorder unit, which in his view was a disaster: "what happened on Owen
Ward will happen on others". He noted that the nursing team found it "difficult to keep the compassion of nursing to the fore
with this patient group".

Mr Michael Berry

Mr Berry was the only member of the staff who managed to upset some of the investigating team:
"His language is ill chosen and inappropriate for a senior member of the Patient Care team."

My Derek Sharples Acting Team Leader

The team noted that:

"He told us how patients unsuitable for the ward were referred with the threat that if that particular patient was not taken
then another would have to be. Patients were allowed by the Patient Care Team to deal on credit and he saw no checking of
a patient's financial situation, even when one wished to purchase a £1,700 electric piano without the appropriate
resources."

Mr Mark Stowell-Smith Senior Social Worker
The team comment:

"He confirmed that he knew 18 months ago that rooms were not being searched, and stated that the Security Department
was derided by some members of the team, who did not see it as a positive entity, and that indeed there was an expressed
view there was no place for the Security Department in their work."

The team note that Dr Stowell-Smith had been working on Forster/Owen Ward for seven years and "viewed the ward as never
being a true therapeutic community and that this ambiguity had developed as an empty concept for staff."



The team made a number of comments on the Patient Care Team interviews.

"There was very little evidence that this group of professional individuals work as a team. There is obvious friction
between the Senior RMO, who is also the Unit's clinical manager, and the Psychologist, who were both required to review
their style following the Rowe Report. The Social workers see themselves as therapists first and social workers second. All
four have little regard for helping to monitor and set the security implications for the care of patients on Owen Ward on a
consistent basis. On the one hand they wish to have a say about rules and activity which impinged on security but on the
other did little to ensure that security was maintained. Their decision-making appears questionable, inconsistent,
autocratic, erratic and complacent. Dr Crispin is an exception to this picture . . ."

"The Ward Manager struggled to bring consistency to the management of the three nursing shifts, did not seem capable of
undertaking the task, was not a leader of the nursing profession and did not insist on ward security following agreed
procedures. He appeared subjugated by the RMO."

We would note that several of the PCT on Owen Ward in 1994 were also members of the Lawrence Ward PCT.
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Security

2.14.21 At paragraph 12 the Report turns to "Security". The inquiry did not believe the PCT could identify "unacceptable
risk" or had the will to take remedial action. The Ashworth Security Manual (the Red Book) was issued in May 1992. But the
Owen Ward psychologist, social workers and consultants were not aware of its existence. Ms El-Jazairi had never seen
it.

The Report deals with searching and makes a number of trenchant comments:

"Room searches were in essence non-existent and all rub-down searches were for leave of absence purposes. None took
place following a visit. Searching of patients' rooms was a mere glance. The amount of possessions within patients' rooms
in some cases is enormous: computers, videos, TVs, fish tanks, animals, birds, carpets, smoke glass coffee tables, wall
hangings, posters; the list is endless.

"Lighters were common place and the videos removed from the ward are being systematically searched through. To date,
having viewed only a small number, some ten tapes have been identified as containing hardcore pornography, one with
bestiality and one of torture and rape. Of considerable concern must be two brass keys found in S Tanner's fish tank gravel.
These keys fit the internal ducting entrances, where a bottle containing home made alcohol and a bottle of gin were found.
There can only be two explanations for him obtaining these keys. Either a member of staff gave them to him having had
them cut, or a member of staff gave them to a visitor to have them cut. They are part of the ward security keys. The
implications are considerable."

Paragraph 21 of the Report deals with "Mail and Catalogue Fraud". The team note that handling of mail had recently been
devolved to ward level and as a task it had not been well received by the nursing staff. It is said:

"The PCT have exercised no control over any mail following this devolution, the nurses are confused by their
responsibilities and altercations between staff and patients have ensued. The system does not appear to be working."

Catalogue fraud had been dealt with by HMG in March 1990 and all PCTs had been written to on 8 March 1990, by Mr
Johnson (the then General Manager) whose letter set out the Hospital policy on credit transactions and procedures for handling
parcels received from mail order companies.

The effect of policy was:

(i) patients would not be allowed to trade on credit;

(i1) Mail Order parcels would be sent by the mail room to wards in the usual way;

(iii) the Charge nurse would only allow patients to have parcels if they could show payment had already been made, or
signed immediately a payment authorisation for the full amount;

(iv) any correspondence or parcel wrongly addressed to patient to be returned to sender;

(v) payments on existing agreements should continue.

The team note that:
"Catalogue fraud has been a corrupting force on Owen Ward and must be stopped."

Paragraph 22 of the Report deals with "Telephone calls on the patients' pay phone". The Ward Manager indicated that the
telephone procedure devised by the PCT had not been adhered to and that patients were trusted not to abuse the telephone
facility. There was no book to record approved numbers; staff did not monitor patients' calls; and there was evidence of
tampering with telephone cards to make "free" calls. The team note:

"There is evidence of calls being made to sex contact lines and voice box numbers, where people requiring 'contacts' leave
personally recorded messages. There was evidence of a high number of calls to one particular number. This may have been
due to one of the patients actually having a 'Box Number' for people to leave messages."

Paragraph 24 concerns "Processing Visitors". The team comment that the Security Department had had enormous problems
verifying visitor status. Searching of bags was not undertaken; there were no separate arrangements to enable problem visits to
take place. Patients' visitors arriving on Owen Ward were inadequately supervised, if supervised at all.



The interface between Patient Care Teams and the Security Department is considered in section 27. The team note:

"There has been considerable documentation produced on security needs within the Hospital over the past two years which
has been significantly marginalised, in what is being described by some as the 'dash for therapy'."

"Simply there is a need for a special security manager with the authority vested from the General Manager to be
responsible for the monitoring and setting of procedures specific to the needs of the patients in the personality disorder
unit. They will require the right to inspect records, have unrestricted access to wards and PCTs and would be responsible
for the development of the Security Information System pertinent to the clinical unit. Ideally each Clinical Unit should
have its own Security Manager. We would strongly recommend the restructuring proposals for the security department are
concluded urgently, and consideration is given within that structure to the appointment of a security training officer."

"We have considered the issue of the overall responsibility at ward level for security. We have tried to 'pin the tail to the
donkey', this time without the blindfold, and would strongly suggest that this overall responsibility is vested in the Ward
Manager. The responsible Medical Officer and the core PCT membership should be responsible for helping to determine
individual patients security needs. How they are dovetailed into the wider ward community will be for the Ward Manager
to determine. We feel this will help clarify the confusion that currently exists."

Recommendations

2.14.22 Finally the Report makes Recommendations. We set them out in full; they represent nothing less than a challenge to
rethink fundamentally the operation of Owen Ward, the PDU and indeed the Hospital.

a) UNIT/WARD PHILOSOPHY AND PRACTICE

1. An overall policy needs to be formulated with the role of each ward in the Unit clearly defined and circulated to other
Clinical Units and Departments.

2. The role of Owen Ward within the PD Unit as well as its relationship to the other Units within the Hospital needs to be
clarified. Its decision making processes need describing.

3. The "therapeutic community" approach, though feasible in a security setting, must be re-examined. (There seems to be a
misapprehension that such a community approach revolves around permissiveness only, without considering the other
relevant principles, the most important of which is reality confrontation).

4. Clear criteria for admission/departure from Owen Ward needs to be formulated with goals and expectations of treatment
made explicit. 'Contracts' are required of patients. (Should admission be devolved to the PD Unit, in time, then an
independent clinician should chair the panel considering admission).

5. No patient should be admitted directly, or within 12 months, from an admission ward.

6. House rules in Owen Ward will need to be re-defined with the PCT, as soon as possible, and discussed with patients and
made available for all to see. These should be attached to the contract made with the patients. There needs to be practical
utility with agreed sanctions for non-compliance.

7. The rules will need to be reviewed formally with patients and staff at least annually. The ward policy needs to be
comprehensive and contained within one document.

8. A range of policy needs to be determined within the PD Unit (We recommend the commendable start made on Firs Ward
which helps set the base line.)

9. Research and outcome studies of the patients who move through Owen Ward and the PD Unit is essential.

10. Clinical Audit Quality Assurance should monitor that policy/procedures are adhered to and standards maintained. This
work must be completed with the Clinical Nursing Manager. Published comparisons on wards within the PD Unit may be a
helpful way in raising standards.

11. Patients' treatment programmes must encourage patients to attend appropriate off ward activities. This would promote
an organised and purposeful experience for patients. Rewards for such activity can be determined. Patients who are not
involved in meaningful day time activity should not be considered for external rehabilitation.

12. The admission of black patients with personality disorder must be addressed by this Unit.

b) MULTI-DISCIPLINARY WORKING THE PATIENT CARE TEAM

1. Patient Care Teams must take precedence over all activity of disciplines. (The two Social Workers on Owen Ward must
attend.) The Ward Manager's attendance is crucial. The business section of the PCT agenda must be chaired by the Ward
Manager. The clinical and business part of the meeting must be comprehensively minuted. Minutes and future agendas
must include matters arising to deal with follow-up issues. Tasks must be allocated and responsibilities determined.

2. The Ward Manager must act as the co-ordinator between the three nursing teams and ensure continuity of care and
security for the ward.

3. Psychology and Social Worker staff must not act as the arbiters of core security issues affecting ward security. They
must remain aware of the security policy affecting their work with patients. They should support the RMO in determining
the individual patient's security needs.

4. Recommendation 45 must be discussed by Owen Ward immediately and the outcome reported to the General Manager.



5. Treatment determination is the domain of the RMO and the PCT; security need for the individual patient must be
determined by the PCT; implementation of the overall security needs of the ward is the Ward Manager's responsibility.

6. The Ward Manager must ensure "community meetings" are held with a pre-determined agenda. These must occur at
least monthly and be recorded with action again allocated to individuals. The PCT must attend.

7. External rehabilitation should be closely linked to patient's treatment programmes and dependent on co-operation with
the patient's treatment plan and day to day behaviour. Patients must have an active treatment plan.

8. Monthly information requirements for the PTC and Clinical Manager (including information relevant to the Service
Level Agreement with the SHSA) must be determined. Examples are, patient day time activity, external rehabilitation,
incidents, complaints, searches, inter-ward transfers etc. A six monthly Report should be provided to the Clinical Manager
by each ward, and an annual Unit Report to the General Manager.

9. The Ward Manager must read the conversation book which should be renamed a Communication Book.

10. Security notices must be kept in the central security manual not stapled to the "Communication Book".

¢) NURSING

1. Staff selected to work on the PD Unit's wards should be selected on the basis of their ability to relate to patients with
challenging personalities and be sufficiently experienced to be able to cope with and manage the manipulative behaviour
they will encounter. We recommend this type of ward is not suitable for newly appointed unqualified staff.

2. The implementation of 24 Hour Care in the PD Unit should stop and be reviewed against adequate staffing being
consistently available and delivered by experienced staff in suitable numbers. (There are significant difficulties caring for
this patient group for 14 hours a day and we have been told that many patients would prefer the resources to be invested in
the waking day, treatment and care. Their views should be sought.)

3. A nursing recruitment strategy and manpower evaluation is required to determine the safe balance between qualified and
unqualified staff. The role of nurses within the PD Unit needs to be described.

4. Exit interviews by the Clinical Nursing Manager should take place and trends identified.

5. The policy banning staff from trading with patients should be strictly enforced through the disciplinary procedures, and
should be highlighted in the induction process. Staff should be constantly reminded of this.

6. The role and responsibilities of the Clinical Nursing Manager in relation to the Ward Manager and Team Leaders needs
clarifying.

7. The Director of Professional Development and Ward Manager must give a high degree of priority to planning staff
development (care planning, which is part of PREP training provided, has not been attended by Owen Ward nurses).

8. The provision of clinical supervision, and a model for its implementation needs to be achieved and a contract established
between the Clinical Tutors and Practitioners and the PD Unit. The Clinical Nursing Manager must monitor this contract.
9. There is need for professionally delivered confidential staff support outside that of the Line Management structure, and
should be provided. (This service is urgently required for all staff and women in particular).

10. Clear guidance should be issued to staff emphasising the need to be vigilant in the area of personal relationships with
patients.

11. No unqualified nurse should be allocated on a temporary contract to the PD Unit and bank staff should be specifically
chosen and trained to work on this Unit.

12. The induction of new staff must be thorough and adequate.

d) CARE CIRCUMSTANCES

1. The fixed furniture of patients must remain in a fixed position and be maintained as designated. No patient must be
allowed to re-arrange the fixed furniture or fittings in his room.

2. Observation hatches should be not be screened or blocked under any circumstances. All wards and patients should be
immediately notified of this.

3. Possessions should be equitable to the patient's mental state, needs and behaviour, and at a level which provides for
safety and security measures (e.g. video tapes are a fire hazard and we recommend a maximum of ten tapes per patient's
room).

Instead of limiting the number of tapes, quite properly, on security grounds, the staff at Ashworth chose instead to use
what they regarded as the less controversial ground of the Health and Safety legislation. As will be seen later from the
evidence of Professor Sammes in Part Three it can take up to half an hour to check a computer floppy disk. Checking a
video cassette involves checking all its contents. This also takes time. An equally valid reason for limiting the number of
video cassette tapes as well as computer floppy disks, is to ensure that pornographic material is not being kept in
bedrooms. Neither can be checked adequately unless their numbers are strictly limited.

4. Patients' significant property should be recorded and agreed with them. Any trading amongst patients should be
energetically discouraged and, if any takes place, then the Hospital can take no responsibility.

5. A limit should be placed on the quantity of electrical items in bedrooms.

6. No alcohol should be allowed in the ward areas (except for the usual quota during the Christmas/New Year period) it is



imperative that staff must not consume alcohol when accompanying patients on day trips and that the patient's
consumption should be restricted to only the quantity specified on the gate pass. Consumption of alcohol by patients on
trips should be the exception rather than the rule.

7. Patients' behavioural problems should be dealt with on the wards they are allocated to. Moving them in an arbitrary way
should be discouraged. The patient's RMO (or his 'partner’' RMO) must have the final say.

8. Non-parole patients must not be allowed to undertake inter-ward visits. Exceptional circumstances must be agreed by
the Clinical Manager.

9. We would repeat the Rowe Report recommendation that patients should not have access to each other's bedrooms.

10. No patient should be allowed to keep tools in their rooms they should be stored as security items.

11. A firm policy regarding substance abuse (alcohol and drugs) needs to be produced. Notices should be displayed
prominently at reception that visitors discovered attempting to smuggle such items, or other security items may be
prosecuted.

12. The issue of patients having lighters requires detailed consideration and a policy should be determined which is
workable and considered jointly with the Staff Associations.

13. The Patients' Reward system should be reviewed and reconsidered and consideration given to re-introduction.

e) SECURITY

1. A Security Manager for the Personality Disorder Unit should be appointed as soon as is practical. Appointments should
also be considered for other clinical units.

2. There is a need urgently to establish a full-time team to review the Procedures Manual. They should have a three month
deadline in which to produce a new manual. Until this is complete current policy must be observed. Staff booklets should
be prepared for various activities. The Advocacy Service should have access to a security manual.

3. As part of the induction process all staff should be aware of the security procedures manual and particular attention
drawn to disturbance, fire, escape, hostage-taking and searching procedures.

4. All security documents should be aggregated and a copy readily available for easy reference.

5. All hospital security procedures should be clearly differentiated into those that are mandatory instructions for the entire
hospital, and those which are guidelines and adaptable to the needs of the different wards/units.

6. Department managers must devise a system to ensure that all members of their staff have read and understood the
security manual. The advice of the Security department must be sought for clarification if required.

7. Security Audit has been developed and included in the OSCAR audit. As a matter of urgency a security audit must be
conducted in the PD Wards.

8. The present job descriptions of key staff do not place adequate emphasis on their security responsibilities within the
Hospital. They should be re-written to take account of this gap.

9. The Security Department Review must be concluded, and consideration be given to the appointment of a security
training officer.

10. The hospital must devise a Security Information System.

11. The structure of the management of the Security Department when concluded must be communicated to all staff.

f) SEARCHING

1. Random, routine room and general ward area searches must be mandatory in all wards, and Patient Care Teams must not
be allowed to vary this policy.

2. The monitoring of this process should be the Ward Manager's responsibility and should be a part of the Security Audit
reported to the general manager.

3. The PD Security Manager, when appointed, and the Clinical Nursing Manager should maintain an overview of this
process, reporting any deficiencies to the Clinical Manager for action.

4. Searches of hospital property and patients' possessions must be viable.

5. An inventory of patients' possessions must be kept up to date and referred to when searching rooms.

6. Video tapes in patients' rooms should be restricted. (Video tapes which arrive in the Hospital from all sources which are
not still in their cellophane wrappers should be rigorously checked, and if they contain material which does not have a
rating under the Board of Censors it should be confiscated and sent to the Security Department for further investigation,
including details of which patient had the video in their [his] possession and the source of it.)

In the course of the evidence, the Chairman pointed out that even this reasonably strong recommendation had its
weakness. His experience from trying a case involving the importation of hardcore pornographic video tapes was that
suppliers did not wrap them with explicit covers, but more often in pristine cellophane wrappers.

g) HOSTAGE-TAKING

Guidelines for staff must be produced and the Rampton Hospital guidance forms an excellent template. The team
considering the review of the security manual may wish to consider the following points which arose from the hostage
incident on the 8 June 1994:



1. Clear the lodge area of visitors (to the Visitors Centre) and staff who can't get in. The whole area can then be used by
emergency services.

2. Keep police in uniform to a minimum in the campus. Transfer police C&R team in a van if possible.

3. The Estate's "Terrier" of ward plans were not accurate and hampered briefing of the police. They need urgent redrawing
(with other departments) and need to be held in the Control Centre.

4. Clear establishment of facts at the incident site with the "First on Scene" staff clearly identified and in communication
with the General Manager, or designated HMG member, in the Control Centre.

5. "First on Scene" must be able to describe a detailed picture and be interrogated by the control centre to confirm
accuracy.

6. There should be a member of staff (HMG member) to record the events, times, personnel present, and decisions taken
etc., for post incident review.

7. Police radio communications are ineffectual in our site. They require our

radios.

8. Relatives of hostages. We require to give thought on how they are to be dealt with. (No relative should be allowed into
the secure area where the incident is in progress.)

9. De-briefing at whatever level, and immediate support, to be given to main staff involved in the incident including
hostages by a senior member of staff (HMG) before leaving the site.

h) FIRE

1. We believe that the fire in patient John O'Neill's room was a serious attempt at murder and should be investigated
separately. (Despite an intensive search the investigation team was unable to obtain any record of the day report or incident
form.)

i) RECOMMENDATION 39

1. The documentation produced by the Risk Management Group should be actioned.

j) INCIDENT REPORTING

1. Operational policy with guidelines must be issued immediately regarding the incident reporting policy formulated in
Brian Johnson's Report to the Authority. Staff must be trained in interpretation and recording of incidents.

2. Patient Care teams should have the previous week's day Reports and cross-reference them with recorded incidents. This
must be brought to the care team's attention by Ward Managers.

3. The top copy of the incident Report should be sent to Nursing Informatics on completion and not await the signature of
the RMO which can take time. This will help support the Security Information System.

4. Day Reports should be sent firstly to the Responsible Medical Officer and then passed to the Clinical Nursing Manager.
k) MAIL AND CATALOGUE FRAUD

1. There should be a policy which ties in the ordering of goods from catalogues with patients' cash. No goods should be
processed into the Hospital unless proof of purchase has been obtained. (The legal position may need clarifying.)

1) TELEPHONES

1. Owen Ward's telephone should be sited on a part of the ward which facilitates monitoring of its use.

2. Owen Ward telephone policy should be reviewed and a practical policy be devised to ensure all calls can be effectively
monitored. A record of approved telephone numbers should be kept for each patient having been checked by the Unit
Social Workers. This should be a hospital-wide procedure. The number being dialled must be observed. (This should be
hospital wide).

m) SECURITY IN STAFF AREAS

1. All internal office doors on the ward should open outwards and need strengthening. This should be undertaken
throughout the Hospital.

2. The Staff Rest Room must be strictly enforced as a staff only area.

3. Consideration should be given to increasing the number of rooms available for interviewing patients, in order that the
ward office and ward manager's office are not required for this purpose e.g., convert the "boot room" on each ward into
two interview rooms.

4. The ward manager's offices should be on a different locking system with a uniquely suitable key system which would
allow only authorised personal access.

5. Any gardening equipment should be kept to a minimum and any major horticultural undertakings should be supervised
by the Rehabilitation Therapy Services Department.

6. All security items should be kept in special self locking cabinets/cupboards/ drawers to avoid easy access. Consideration
should also be given to the siting of these.

7. When patients are using security items such as a carving knife they should be directly supervised.

n) VISITORS

1. We recommend the team reviewing the Security Manual consider the special procedures and policies pertinent to
visiting.

2. A technically robust system, similar to the Personagram, should be introduced as a matter of urgency.



3. Clinical teams in consultation with the Security Department must identify patients' visitors who are likely to
compromise the security of the Hospital. These visitors to identified patients should be thoroughly vetted by the Security
Department.

4. Patients visitors who have been identified as problematic may be randomly requested to be searched at the reception
area in an appropriate location.

5. Consideration of a Mental Health Act Commissioner's proposal should be given to setting up a special visiting area for
such problem visitors This should eliminate direct patient/visitor contact. This would be a rarely used facility.

6. The role of reception staff, which necessitates face to face contact with visitors needs reviewing and there should be a
safe area where they can retreat to in the event of an incident.

7. The closure of the South Control Centre will place additional demands on this area and consideration should be given to
the redesign of the North Control Centre taking the above into consideration.

8. Ward based visiting should be a privilege earned by patients' behaviour. Until a patient has demonstrated consistent non-
anti-social behaviour then certain visitors, for example direct family members, should not be allowed to visit the ward. The
decision to ban visitors for a period of time needs to be taken by the clinical team in consultation with the Security
Department. The patient and visitor must be informed verbally and in writing by the Clinical Manager of the ban and the
reasons for the decision given.

9. Visiting areas on the wards should be restricted to a communal area i.e. Library or dining room. Special arrangements
may be made for exceptions to this in consultation with the General Manager. A visitor may only be allowed to view a
patient's bedroom and not enter it. Any viewing of a patient's room by a visitor will be authorised by the Nurse in Charge
of the ward and accompanied at all times by a nurse. All external visits must be supervised by a nurse always being present
in the room. Exceptions will be agreed by the General Manager.

10. The present policy regarding parole patients being allowed free access throughout the grounds with their visitors
should be reviewed as there is currently no upper limit on patients with parole. Consideration should be given to
designating specific areas i.e outside the assembly hall and ward garden areas.

0) SITE MANAGEMENT

1. There should be a clearly defined role and responsibility described for the individuals undertaking site management. (At
the present time the site managers are unsure of their responsibilities.)

2. There should be assistance for the Site Manager outside normal hours in the form of at least one Ward Manager being on
duty.

p) ROLE OF THE ADVOCACY SERVICE

1. The role of the Advocacy Service in times of crisis with patients should be negotiated with them.

2. The service is now in a position to offer an on-call facility and consideration should be given to supplying them with a
mobile phone for their use.

2.14.23 As we have said above it is impossible to comprehend the awfulness of the events which took place on Owen
Ward in June 1994 without reading the full Report and its appendices. The findings of the Report demonstrate how
unmanageable and unsafe a place for staff and patients Owen Ward had become. Its numerous and sensible
recommendations illustrate how the operation of Hospital, Unit and Ward needed to be radically changed in order to
provide appropriate care and treatment of patients, and to protect the staff and wider public. Even the Patients'
Advocacy Service was critical of the lack of boundaries on Owen Ward.
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2.14.24 The Task Force had subsumed within its task, the implementation of the Rowe Report recommendations, but the
contents of the documents it produced, and the resultant SHSA policy can be searched with a fine-toothed comb without
discovering any impact from that Report. By contrast the Rowe and Owen Ward Reports are very much in sympathy
with the recommendations made by Miss Kinsley in 1992. The lessons from the Rowe Report were not learned and, as
we will see, neither were those from the Owen Ward Report.

The External Adviser

2.14.25 As we have stated above Mrs Miles instructed an outside observer to comment on the creation of the Report. Mr Parry's
Report which is dated 12 August 1994 is of considerable interest. He had been provided with the Interim (full) Report dated 16
July 1994 and

the appendices attached to it. He also saw representatives of the Patients' Council, the Hospital Advisory Committee, the
Patients' Advocacy Service, the psychology services and the POA.

2.14.26 Like us, Mr Parry was impressed by the Inquiry team's work:

"I would commend the investigating team on the thoroughness with which they have carried out their work. Incidents
which provoke major investigations are rarely isolated events and occur against a background of operational practice at all
levels of the organisation. This is the case in this incident. The investigating team have attempted to fully address the
related issues."

2.14.27 He felt the team had fully dealt with the operational matters and so he limited himself to "the wider underlying issues
which have emerged from the investigation". Again we quote at length:

"1. Security and therapy

Following the Ashworth Inquiry Report the reforms within the Hospital have been radical and far reaching. The change of
emphasis from security to therapy and greater empowerment of patients have inevitably given rise to considerable anxiety
and uncertainty amongst the staff of all disciplines, particularly nurses, and this has been communicated to patients. From
my discussions with various groups there is a feeling that the consequences of such radical change have not been fully
thought through by the organisation as a whole. The balance of 'power' is perceived to have been passed from staff to
patients, creating, in many people's view, a less safe environment in which to work. The interim Report (page 16, the first
paragraph) highlights this dilemma and I would advise that, within the recommendations, the Hospital Managers enable
greater dialogue between themselves and staff teams at Ward Level, in order to assess the changes in therapeutic care and
provide a unity of purpose for the future. Phrases like 'the pendulum has swung too far' have been mentioned and these
issues are of major concern to many staff.

Interestingly, the patients themselves also express these views and understand that formal structure and clear boundaries
are necessary within a high secure environment. It is clear that many of these structures and boundaries exist but, as with
Owen Ward, are either ignored or diluted. To quote from the Kinsley Security Audit 'Challenges of a modern and secure
forensic psychiatry unit will need to be recognised and confronted. Security is a basic fact of life from which the
therapeutic approach and all that goes with it should grow and prosper.'

2. Psychopathic disorder

Dr Coorey's paper highlights the major issues of attempting to provide treatment in a hospital setting for patients diagnosed
as psychopathic disorder, who are serious offenders. The Butler Report (1975) suggested that 'the great weight of evidence
supports the conclusion that psychopaths are not, in general, treatable'. Patients themselves are unclear as to the 'treatment’
they are receiving within hospital. There is certainly evidence that staff find this area of work extremely stressful and
worrying. The grouping of these patients together adds to the concern.

The experience of Owen Ward in attempting to provide a "Therapeutic Community' setting with an extremely liberal
regime, albeit by default, has been a lesson in how not to treat this group of patients. But there can be a positive outcome to
this experience. The Reed Report on Psychopathic Disorder, recently published, invites comments from practitioners, and
the Owen Ward experience could provide valuable information to the national debate on psychopathic disorder and
treatability particularly with such a group of very serious offenders.

I would advise that the multi-disciplinary teams be encouraged to debate the whole issue of psychopathic disorder and its
place in the high security hospital. Views should then be made known to the Department and Home Olffice.

This debate is all the more urgent as there is considerable concern amongst staff that other wards within the PDU, as well
as Owen Ward, currently have a high potential for serious incidents, similar to that under observation.



3. Communication

The issue of communication within a hospital of this size is a complicated subject. Despite the introduction of technology,
and e-mail facility throughout the Hospital, there is a perception amongst many of the groups who spoke to me that there is
a 'gulf’ between senior management of the Hospital and staff on the ground floor.

However, it appears that there were major concerns over Owen Ward for some time before the hostage incident. These
concerns were either not communicated to the Hospital managers or were not given sufficient credence. Some said that
concerns were expressed but received little response, and others that their views were 'blocked' and not forwarded.
Whatever the truth of these comments, and hindsight is always easy, there appears to be serious concern that the reality of
practice is not shared with senior managers. There is certainly a perception of isolation and lack of support amongst some
staff groups.

4. Monitoring of Recommendations

A major theme throughout the investigation is the lack of action following previous Reports and recommendations,
particularly the Rowe Report. There is also mention of other reviews and Reports of working groups which appear not to
have been actioned or implemented. This is not surprising considering the number of incidents and investigations arising
within a high security hospital.

My advice in this regard is that a designated person or persons should monitor how recommendations are actioned and
provide progress Reports, so that lessons learned are implemented and maintained over a given period." [Our emphases.]

The Implementation of the Recommendations

2.14.28 As usual, after the Report was produced steps were taken, on paper at least, to bring about change, and the "Post Owen
General Recommendations For The Hospital Action Plan" was produced in December 1994. It was compiled by Mr Tom
Maxwell, the Security Manager, and makes general recommendations, because the team was aware that the problems which
existed on Owen Ward also existed in other areas of the Hospital and so similar situations could have arisen elsewhere.

2.14.29 The general recommendations were made "to both reduce risk and improve the ability of staff to deliver treatment in
the more stable and therapeutic environment." The Action Plan is divided into the 14 areas of the Owen Ward
recommendations. The target date for implementing the recommendations varied between November 1994 and March 1995.
However, as with the implementation of other recommendations in the Hospital, it is quite obvious that there was no
comprehensive policy of implementing them.

2.14.30 This can readily be demonstrated. In June 1995 all the wards were checked, and we saw an audit of the PDU Wards as
part of the Owen Action Plan carried out by the Security Department. Each document is stamped 23 June 1995, that is three
months after all the recommendations in the Action Plan should have been actioned. This audit demonstrates that the response
from the wards had been very poor. One important example concerns "patients' behavioural problems". The Owen Ward Report
had recommended that such problems be dealt with on the ward. But the Security Department found on Lawrence Ward that
parole ward patients had been given extra privileges which appear 'over the top' for a Special Hospital. As the Keown Report
(1997), later demonstrates this remained a root cause of the Ward's problems. Another example is that five out of the six wards
were not complying with the injunction that "patients should not have access to each other's rooms".

2.14.31 We also had access to the Reports on 11 SHSA Quality Review Visits carried out in 1995 and 1996. These too
demonstrate a good deal of non-compliance with the Action Plan recommendations. We have already noted that Mr Kaye
agreed that the Reports of those visits demonstrate there was still much to be done. Here are a few examples to illustrate the
point. In the quarterly review (1617 February 1995), it is said of Shelley Ward that the SHSA policy document was difficult to
find; the policy statement regarding risk assessment was not available; the nursing plans were inadequate in dealing with
seclusion and alternative management; the psychiatrists were not available to comment; few diversional activities were
available and many patients wandered around aimlessly. Of Firs Ward it is said that no risk assessment policy was available and
staff were unsure whether a policy was required and feared that there was a danger in making clinical practice too inflexible;
staff were concerned about skill mix of the staff and the physical condition of the ward; side rooms seemed to be in a
disgraceful condition, they were dirty and unhygienic and had no place in a hospital; the seclusion room was filthy; on the day
of the visit a patient was in seclusion in his room but no seclusion records were being kept. In commenting in an e-mail on this
review to Mrs Miles, Mr Tarbuck said, "Many members of staff have a most particular view of the operation of a therapeutic
community, believing it to be, in essence, a laissez-faire operation."

2.14.32 In the quarterly review visit of Lawrence Ward on 2829 February 1996, a significant year in the history of the Ward, the
following comments are made about it: "patients had control over locking their own rooms, patients had full access to toilet and
washing facilities; all patients able to control access to their own rooms; patients had full choice about time of going to bed;

there were some house rules but they were clearly the subject of negotiation between patients and staff; at all times patients had
access to all ward facilities including kitchen, TV lounge, laundry, library and bathroom; from the safety point of view there did



not appear to be any anxiety from the introduction of 24-hour policy".

2.14.33 Again regarding Lawrence Ward, in an earlier Report of the quarterly review visit on 1 August 1995, it is said that the
patients had full access to their rooms 24 hours a day and were given as much autonomy as possible within the confines of
security requirements. Of the consultant and clinical team it noted that there was general dissatisfaction with the input of the
consultant and social worker. The consultant only attended the ward for a PCT meeting, case conferences or in a crisis. One
patient claimed he had not seen a consultant for five years. Twenty-five per cent of the multi-disciplinary treatment plans were
examined with the following results: no interim review dates were recorded; there was no documentary evidence that reviews
had taken place; PCT meetings recommended changes to patients' treatment, but treatment plans were not altered to reflect this;
some treatment plans were not dated and two patients did not have treatment plans.

2.14.34 Not much it appears was happening. Mr Maxwell told us that he gave up submitting progress Reports on the Owen
Ward Action Plan because it appeared pointless. Notwithstanding the audit of the PDU Wards done by the Security Department
in June 1995, things ground to a halt, mainly, in his view, because Mrs Miles did not throw her weight behind the
recommendations. If the Owen Ward Action Plan was to be implemented it had to be championed by the Hospital Management
Group and by Mrs Miles in particular. That did not happen, with the result that people interpreted the Owen Ward
recommendations as optional, rather than "must-dos".

2.14.35 Mr Maxwell admitted that the Owen Ward recommendations did sit unhappily with the Blom-Cooper
recommendations. The views of staff became polarized, with many staff, including some senior nurses, the psychologists and
social workers opposed to any tightening of security, which they thought was against the interests of patients. He appreciated
the enormous workload Mrs Miles faced but criticized the priorities of the Hospital, whereby landscaping the grounds appeared
to take precedence over improving security.

2.14.36 Mr Maxwell gave a highly pertinent example of the slow pace of change, namely the revision of the visiting policy,
which Mr Backhouse in his view "sat on for 18 months or so". This was important, because the new Clinical Units were
increasingly doing their own thing and visits were more and more taking place on the ward. We discuss this matter further in
Part Three.

Disciplinary Action

2.14.37 Following the Owen Ward Report Mrs Miles and Dr Strickland jointly agreed that he should step down from the
position of Clinical Manager. Mrs Miles then tried to launch disciplinary action against him. Given that the Hospital was still
under the control of the SHSA the advice and support of Professor Taylor, the Head of Medical Services, was vital. In the event
this was not forthcoming.

2.14.38 This was not the first time that Dr Strickland's performance had been under close scrutiny. Professor Taylor told us that
on 25 November 1992 she, Dr Dick and Dr Higgins had written to him expressing concern about his position in the wake of the
Rowe and Blom-Cooper Reports. They requested a job plan from him which reflected the urgent need to review policies on
Forster Ward. They had to press him for this in a letter dated 8 February 1993. Dr Higgins was at the Hospital working on the
Task Force and he took responsibility for pursuing this matter with Dr Strickland. In the event the restructuring of the Hospital
meant that the original tasks set out for Dr Strickland had changed so fundamentally that he was given more time to complete
his job plan.

2.14.39 Professor Taylor told us that in addition to the formal review of the work of all doctors at Ashworth she and her
colleagues had intended to carry out an additional review of Dr Strickland's work, but again the restructuring led to that
additional review being dropped. Dr Strickland's work was reviewed in January 1994; this review had involved Mrs Miles, who
was taking over responsibility for the job planning process, following the practice of the wider NHS. No formal job plan was
agreed because of the restructuring. The formal agreement of Dr Strickland's job plan was to take place in June 1994. The
Owen Ward incident occurred on 8 June 1994.

2.14.40 Professor Taylor told us she had advised Mrs Miles against the appointment; she believed Dr Higgins had too. She told
us that in her view Dr Strickland was not a "born leader". The Clinical Manager post was one "he probably should not have
been given, and perhaps he should not have taken".

2.14.41 Given the background, why was Dr Strickland appointed to the post of Clinical Manager of the PDU? We have
already criticised the failure to appoint a high quality Clinical Manager to the PDU; Mrs Miles was warned about Dr
Strickland and she failed to heed those warnings.

2.14.42 Mrs Miles wrote to Dr Strickland on 1 August 1994 confirming that they had agreed he should step down from the post



of Clinical Manager. Mrs Miles also said that the events on Owen Ward raised serious concerns about his clinical role on the
Unit. She promised to return to this matter after discussing it with Dr Shetty.

2.14.43 On 19 September Mrs Miles wrote to Mr Kaye telling him that she believed there was a prima facie case for reviewing
Dr Strickland's professional conduct and competence, and asking him whether he wished her to proceed with a disciplinary
investigation. She set out several grounds:

(i) the failure to review the findings of the Rowe Report in any systematic way;

(ii) the failure to develop new operational procedures for the former Forster Ward despite reminders at job planning
discussions in 1993 and 1994,

(iii) his admission set out in the Owen Ward Report, that he and his team had failed to observe the behaviour of patients on
Owen Ward and its implications for security; and

(iv) the failure to prevent the hostage-taking incident. Specifically, Dr Strickland had failed to tell his patient, Mr
Tomlinson, that his visit had been cancelled.

As we shall see there was an important error in (iv): Byron Tomlinson was not Dr Strickland's patient.

2.14.44 A memorandum dated 14 October 1994 from Mrs Miles to Mrs Nelson confirms that they had agreed to proceed under
the Intermediate Procedure laid down in a 1990 Health Circular. This involved a peer review of the doctor concerned, whilst
allowing a later decision to be made as to whether any further action was warranted.

2.14.45 Mrs Miles sent Professor Taylor an outline statement of the case against Dr Strickland on 26 October 1994. Professor
Taylor replied on 10 November. In that letter she confirmed that she and Dr Higgins had raised concerns about Dr Strickland's
failure to develop operational policies. She did point out that Mrs Miles would have to defend her recent decision to
appoint Dr Strickland to the position of Clinical Manager.

2.14.46 Professor Taylor met Dr Strickland to discuss the outline statement of the case against him on 2 December 1994. This
was a preliminary interview, after which it would be decided whether or not to proceed down the Intermediate Procedure route.
On 13 December she sent a memorandum to Mrs Miles, Mrs Nelson, Mr Kaye and Dr Shetty in which she explained that she
was recommending against any further disciplinary action. She gave three reasons:

(1) The outline case was "fatally flawed". The main reason for this was that Mr Tomlinson was not his patient, but Dr
Crispin's. It was not clear from Professor Taylor's evidence in what additional way, if any, the case was said to be
flawed.

(i1) Whilst accepting some failures in his overall management of the services, Dr Strickland did seem to have taken "all
appropriate steps to remedy any such failure. There are systems in place for continuing to offer professional support and
supervision in his current rather different role. I cannot see how pursuing the disciplinary line further would add anything
at all to his future development or that of the service." She added that critical comments by other members of the team had
to be weighed against the necessary disciplinary action and staff changes he had set in train, which had stirred resentment.
(iii) "Dr Strickland raised a number of important conflicts in managerial develop-ment in Ashworth Hospital, which I think
do not apply just to the personality disorder unit, nor even exclusively to Ashworth. I think that for the health of the
organisation we need to take the opportunity to consider these wider issues, which I think could not be done through any
disciplinary procedure. Disciplinary procedure would only highlight them again . . ."

Among the examples of "conflicts" referred to by Professor Taylor were the implementation of the 24-hour opening at the same
time as establishing the PDU; the caseload Dr Strickland held at the same time as he was trying to develop operational policies
for the Unit; and the persistent inability to free doctors for necessary further training. She recommended finding "a method of
engaging in dialogue with Dr Strickland and a medical colleague with general management at Ashworth for understanding
better how these conflicts arose and could be prevented in the future."

2.14.47 Mr Kaye discussed Professor Taylor's memorandum with Mrs Miles, and then replied to her on 21 December 1994. He
and Mrs Miles agreed not to proceed to the Intermediate Procedure in the light of Professor Taylor's comments.

2.14.48 The same day Professor Taylor wrote to Dr Strickland. She noted that the allegation concerning Byron Tomlinson had
been dropped. The main charge that remained was the failure to develop clear policies for Forster and Owen Wards. Noting that
Dr Strickland had acknowledged his failings, had relinquished the Clinical Manager post and was seeing Dr Shetty regularly for
professional counselling, she stated that disciplinary action would not be pursued. That said, she indicated that Dr Strickland
would need to have an additional review of his work with Dr Shetty and Mrs Miles, at which a new job plan would be agreed,
reflecting any need for additional training.



2.14.49 Professor Taylor argued that although serious flaws in Dr Strickland's conduct were identified, extenuating
circumstances came into play in terms of the support he was offered by the Hospital and the resentment of staff who were (quite
rightly) being suspended. She did not deny that she had not pursued the validity of Dr Strickland's responses to the allegations
any further, but noted that her recommendations had been discussed and agreed with Mrs Miles, Mr Kaye and Mrs Nelson. No
one had voiced any opposition to her recommendation:

"My job was . . . to test the allegations and I started that process. I then came back with what I had heard and my
recommendations in the context of what I had heard and my recommendations were, as you see, accepted."

2.14.50 Professor Taylor further argued that the allegation that Dr Strickland had failed to tell Mr Tomlinson that his visit was
cancelled was, even if true, "hardly a case for an Immediate Procedure . . . It might have been an error of judgement, it might
have been not the best thing he could have done, but that is not quite the same as an allegation of professional lack of
competence."

2.14.51 Professor Taylor summarized her decision thus:

"I made a judgement that there had been failings, which I documented, and that there needed to be a formal clinical
structure to minimize the chance of those failings having further impact on the service and, indeed, to improve Dr
Strickland's performance generally, and that structure was, indeed, set up. And that there was nothing to be gained for the
service, and certainly not for him, in pursuing a disciplinary procedure per se on the evidence we had, and with the balance
of circumstances we had."

2.14.52 Professor Taylor noted that setting up a formal supervision arrangement as they did was very rare for a consultant. She
would have preferred Dr Strickland to move from the PDU. But he wished to stay, the service had to be run and it was
extremely difficult attracting anyone from within or outside Ashworth Hospital to replace him. As far as her role in the decision
not to proceed was concerned, she agreed that although her position as Head of Medical Services was advisory, she was in a
position to wield very considerable influence. Had the decision been taken to pursue disciplinary action she would have been
responsible for initiating that action.

2.14.53 Mrs Miles said she had been very disappointed with the decision not to proceed any further along the disciplinary route.
She regarded the evidence available quite sufficient to proceed against any professional, but had not felt in any position to argue
with Professor Taylor over judgements of clinical competence. She pointed out that the apparent reluctance to discipline Dr
Strickland sent a poor message to other staff about doctors' apparent immunity from disciplinary action.

2.14.54 We believe that Professor Taylor took the action she did because she was worried that the service might
otherwise collapse. We find her reasons for not proceeding outlined in her memorandum of 13 December 1994
unconvincing. Dr Strickland had taken on a difficult post, but he had volunteered. The introduction of various
"conflicts" to excuse his poor performance is inappropriate. Professor Taylor failed to grasp the nettle of poor
performance when the opportunity was there. We have sympathy with Mrs Miles' disappointment with the decision.
Much more could have been done to insist that Dr Strickland was more closely supervised. He probably needed a
secondment outside Ashworth Hospital.

2.15.0 The Health Advisory Service Visit and With Care In Mind Secure

2.15.1 In 1994 the Health Advisory Service (HAS) was invited to visit Ashworth to conduct a peer review of the present
functioning of the Hospital, with particular reference to the implementation of the Blom-Cooper team's recommendations. The
team consisted of a number of well-respected clinicians, led by the Director of HAS, Dr Richard Williams.The fieldwork was
carried out in November 1994 and the Review published in March 1995.

2.15.2 That Review, With Care in Mind Secure, described the management structure existing then and noted that it was based
on a number of principles, the key one being devolution. In HAS' words: "All management decisions concerning patient care
should, wherever practicable, be devolved to the lowest level. This should be supported by financial and management systems."

2.15.3 The HAS were in general complimentary of the changes made; we think too complimentary. However, they did also
indicate some tensions. The following are particularly germane to our inquiries:

(i) the Unit General Manager had had to adopt a "top-down" approach in

driving through the changes demanded in the wake of Blom-Cooper. She was now seeking to involve all staff in the
business planning process. But the significant agenda of change following the implementation of the Blom-Cooper recom-
mendations had "inevitably produced tensions, competing priorities between strategic and operational development, and



occasionally confusion and lack of progress";

(ii) "the current blend of strategic and operational responsibilities has left confusion amongst some of the more junior
members of staff. There is a perception of hierarchy within the Hospital Management Group in which the directors are
seen as having greater seniority. The directors appear to hold a mixture of strategic developmental and operational
responsibilities. Additionally, ward level nursing staff seem to share some lack of clarity about the role of the clinical
manager";

(iii) the social workers and psychologists felt dispossessed with the loss of the Social Work and Psychology Departments;
(iv) "the development of the PDU has not been without incident and it would appear lessons have needed to be learned".

Many had not been learned even by 1997.

(v) the new structure depended on clinical unit managers continuing to support and involve ward managers and ward-based
staff and to communicate with each other, to avoid the Units becoming isolated;
(vi) the managerial and operational responsibilities of Ward Managers were heavy, making it difficult for them to devote
sufficient time from clinical leadership of the nursing team;
(vii) increased liberalization plus the introduction of 24-hour care had influenced arrangements for therapeutic
programmes. This has caused a number of staff to suggest that therapy and security are at opposite ends of a spectrum of
approach. However:
"The Review team considers that this reflects a significant mis-understanding of the relationship between therapeutic
ethos and the requirement of security. The Review team believes that therapy cannot be effectively instituted without
clear parameters and boundaries which include those for physical safety and security."

2.15.4 The HAS team gave the SHSA and Ashworth advice on developing the Hospital's management arrangements. This
advice included the creation of an Ashworth Hospital Board to take on most, if not all the functions retained by the SHSA, and
the splitting-up of the Hospital Management Group into an Executive Group consisting of the Directors (as an embryo for a
future autonomous Board) and a new Management Board. The former group would address major policy and strategic issues;
the latter would concentrate on the operational management of the Hospital, whilst also contributing to the strategic agenda.
The HAS suggested the UGM might benefit from the support of an assistant Chief Executive. The HAS also advised that the
clinical units should, over time, be consolidated and become Clinical Directorates, led by clinicians. This would involve
clinicians in management and improve communications between management and staff directly working with patients.

2.15.5 The HAS' Review was influential. A sub-committee of the SHSA was established in April 1995 to help the Hospital
become used to a more autonomous status. The Ashworth Hospital Board was chaired by Miss Joy Young, a Non-Executive
director of the SHSA, and comprised Mrs Miles, her five Executive Directors, and three Non-Executive Directors, namely the
Chairman of the Hospital Advisory Committee (HAC), a member of the HAC and the SHSA's Medical Director, Dr Dilys
Jones, who had succeeded Professor Taylor. The Hospital Board had no executive powers delegated to it by the SHSA. Any
significant decisions still had to be made by the Authority.

2.15.6 Mrs Miles also separated the HMG into the HEG, a monthly meeting of herself and her directors focusing on big policy
and strategic issues, and the HMT, the operational management group. Mr Green, the Business Development Director, was
asked to chair the latter, which consisted of the four clinical unit managers and the rehabilitation and support services manager.
In due course came the creation of the new Clinical Directorates.

2.15.7 We were not convinced the HAS' advice to create large new Clinical Directorates was right. In reality their
creation merely reconstructed over-mighty fiefdoms rather than make the Hospital's administration more cohesive. Mr
Kaye counselled against the creation of the Clinical Directorates because he feared they would be too big for a single
manager to handle. He was right.

A Cover-Up?

2.15.8 The key question remains: why does the HAS Report look so very different from that produced by Mr Green and his
team? Although they were produced for very different purposes, one could be forgiven for thinking that they referred to
completely different hospitals. Why was this? The answer is relatively simple. Dr Williams and his team were not given access
to information which would have enabled them to write a more searching Report. This requires a detailed explanation.

Negotiations

2.159 It seems from the correspondence we have seen that Mr Kaye was comfortable with the decision to ask the HAS to
undertake the review at Ashworth. Thus a letter from him to Mr Jewesbury dated 7 February 1994 says: "Dr Williams
recognises the importance of a constructive, helpful Report rather than another litany of problems." Mrs Muth, Dr Williams



deputy, wrote to Mrs Miles on 22 September 1994 asking for a list of briefing documents to be made available which included
"full details of incident Reports for the last 18 months". The Department of Health was also interested in the task to be
undertaken by Hospital Advisory Service, and, on 3 October 1994, Mr Jewesbury wrote a letter to Mrs Muth indicating matters
on which he thought the Department would like to see comment.

He wrote: "I think you are already aware of the somewhat troubled history of the management of women's services at
Ashworth. This is clearly an important part of the picture and one on which we would expect to see a full appraisal in the HAS
team's Report". Before he wrote that letter he and others in the department had received an e-mail from Dr John Reed dated 27
September in which he said he had:

"never got a clear account from Pamela Taylor as to whether she is now confident that the training needs of doctors
including consultants is being identified and taken up by the doctors, this would be a helpful area to look at".

He also said:

"additionally, I think the HAS should examine how the Hospital has handled any internal enquiries including any currently
under way. Changes in style and openness since the original inquiry would one hopes be apparent . . . ".

Of course, as he said in evidence, Dr Williams had not been privy to this internal correspondence. In the event he never saw the
Swan and Owen Ward Reports until shortly before he gave evidence, when we asked him to read them with a view to
considering how, if at all, knowledge of their contents might have affected his team's judgement.

2.15.10 In the statement he prepared following seeing those Reports but before seeing the appendices to the Owen Ward Report
he said that Mr Kaye had been unwilling to release a copy of the Swan Report, but was content that Ms Hilton, the psychologist
member of the HAS team who had also been a member of the Swan Report team, discuss that Report with them. Dr Williams
said the negotiations concerning the release of the Swan Report took some time and he would have preferred to have seen the
actual Report. That the negotiations took some time is evidenced by another letter from Mr Jewesbury dated 28 September
1994 addressed to Mr Backer-Host and others in which he wrote:

"the management of women's services is an obvious area of concern which I am sure we need to flag up. I understand that
a dialogue has already opened between the HAS and the SHSA about the release of the Swan Report on women's
services."

With Care in Mind Secure Revisited

2.15.11 In his evidence Dr Williams said that although he had sometimes had to press, he had never before been refused sight of
any Report he wanted to see during his time as Director of the HAS. Having since read the Report he said the Swan Report was
a pretty damning Report, and that its statement that "we do consider that women should never be placed at Ashworth in the
future" had never been mentioned to him by Mr Kaye. He also accepted that there was some overlap between some criticisms
found in both the Swan and Owen Ward Reports.

During the course of their work the HAS team had become aware that there was a report about an incident in June 1994 of
which they had not been given a copy, so they asked Mrs Miles for it and were given the nine page Report. At some stage
during the course of their meetings with the executive team at Ashworth, they received a brief presentation on the Owen Ward
incident which appears to have been made by Mr Tarbuck. Dr Williams said the presentation was entirely consistent with the
contents of the nine page Report. It was presented as an ugly issue in respect of the hostage-taking which fortunately had not
resulted in any casualty. It had been handled well by the staff themselves. One or two background problems had emerged as a
result of looking into the build-up phase. It was not presented as an extraordinarily major item. Other people they spoke to at
Ashworth about the incident gave them a similar story.

2.15.12 Not having seen the appendices to the Owen Ward Report prior to writing his statement, he was asked about his
conclusion: "The team has come to the view that sight of the contents of the Swan Report would not necessarily have changed
its opinion in respect of the major issue it saw as affecting services for women." He said he was expressing a little reserve
because they were looking back with hindsight. He thought that "to write too hard a sentence . . . would be for me to be over-
bold". They might have looked at some issues in more depth had they seen the Report. But the decision to create the Women's
Unit with a specialist manager seemed to have focused some management attention on this area, and generally picked up the
gender-specific issues. One of the Ward Managers was very impressive, and although they were only seeing embryonic
changes, they had felt some degree of optimism.

However, he felt it was a short term policy to deprive his team of the fullest of pictures. The quality of the work the HAS did



depended very considerably on the information they got and the openness of the way in which their hosts dealt with them. He
had only read the Owen Ward Report appendices, the day before he gave evidence, and they had made a lot more impact on
him than the Report itself. Had he seen the appendices before writing his statement, he said:

"I might have been more fulsome in my comments. Looking back with hindsight, if we had had at least some of the
documents in that set, and they are considerable, I think we might have done a much more rigorous job on the PDU at the
time we were there."



Ashworth Special Hospital: Report of the Committee of Inquiry

The Long Road to Lawrence Ward 198996 continued

2.15.13 Dr Williams was asked:

Q: From a historical perspective point of view, paragraph 112 says: "The development of the PDU has not been without
incident, and it would appear lessons have needed to be learned". That, after reading the Owen Report, might be regarded
as a masterly bit of understatement?

A: I think after reading the version that I had read it was about all we could substantiate with the documents.

A little later in his evidence these exchanges took place:

Professor Edwards: It is all wrapped up in rather nice elegant language though is it not. It does not jump out at you. Let me
read it to you.

A: Sure.

Q: "Patient Care Teams should with their allocated security adviser, revisit the parameters of therapy and security, set
protocols for ward policies which maintain both the dignity of the individual, the security of the ward and the safety of
patients and staff". I have to say that is a brilliant piece of wordsmanship. But it does not force anyone to do anything does
it?

A: I think the difficulty you have here is that we did not have the hard evidence that we required to actually go much
further than that at the time.

The Chairman: You have now?

A: Now that I have seen the other documents I think I would have to revise that is perhaps one area in which I would
revise my view. I think we might have written in somewhat harder language.

The Chairman then invited Dr Williams to look at the last sentence of his statement. In the last paragraph he had set out a
number of matters which the full version of the Report might have prompted them to consider. The last sentence reads:

"Again it is difficult to speculate but it is possible that such explorations might have resulted in the team coming to
conclusions different either in degree of emphasis or scale".

The Chairman asked Dr Williams to look at the word "possible' and invited him to say whether it would have become 'probable’'.
He replied, that having seen the documents over the weekend it was difficult looking back, but he said "probable is certainly
right".

2.15.14 Dr Williams went on to say that when his team started work they felt a little unsure about what they thought about the
senior management, but, in time, as they said in their Report, they came to believe they were being treated openly and well.

The Chairman: Now you know that was not a justifiable comment?

A: T have now sadly perhaps to review that position. As you pointed out to me, sir, it is only in relatively recent times that I
have realised that the Report that we were given was not the Report that we might have seen, and indeed would have made
I agree with you, sir a significant difference if we had seen it, and that now leaves me in some considerable consternation
to understand that.

Q: It is difficult to understand why?

A: T am forced to the view, and I do not think it is from our lack of inquiry, that we were not disclosed this. I think we
wrote in sufficiently clear terms well before the visit to have expected disclosures.

Q: They even say in that letter, "negotiations are going on about Swan". Obviously you were going on about it for quite
some time?

A: Yes. I now see this in a different light sir.

Q: It looks does it not, as though they were not coming clean?

A: That is how it looks sir.

A little later:

Mr Royce: Dr Williams your Report has to some extent in this Inquiry been paraded or waved around to suggest that most
things in the garden were rosy, do you follow?

A: T am very surprised to hear that sir.

Q: We have seen, as you have now seen communications between Mr Kaye and Mr Jewesbury before you came in to the
effect that you recognised the importance of a constructive, helpful Report, do you follow?



A: Mmm.

Q: We then have a picture of you not getting the Swan Report and certainly being deprived of the opportunity to see the
full horror of the Owen Report, do you follow?

A:Ido.

Q: And your Report coming out, as Professor Edwards has indicated wrapped in language that is soft rather than hard,
constructive and helpful rather than critical do you follow?

A: Well soft rather than hard, yes. I think there are quite a lot of fairly substantial criticisms in that Report. I think having
re-read it several times recently, to agree with the comment about the language used which was at the time we were
attempting to be judicious. I think nonetheless we pointed out some quite significant gaps in leadership throughout the
Hospital, some significant gaps in the roles of many staff; there were problems for psychologists. Clearly we remarked that
there was no clear understanding of what the social work role is. I mean I could take you through a series of things which I
think add up to quite an array of criticisms.

Q: There is a suggestion that to some extent you were conned. Do you think that is fair?

A: It is not the kind of language I would prefer to use, I must say.

The Chairman: Deceived?

A: Put it like this sir, I think that had we been informed otherwise, I quite agree with the remarks made earlier that we
might have written in rather more robust terms.

Q: You would have done would you not?

A: We would have done.

Q: Not might?

A: We would have done, yes.

2.15.15 At this stage it is appropriate to introduce other evidence and material concerning the Swan and Owen Ward Reports.
The Evidence of Mr Kaye

2.15.16 One of the stated intentions of the SHSA was to introduce a policy of openness into what some regarded as the secret
Hospitals. In paragraph 2.15.9 above we noted Dr Reed's comment about what the HAS team should check, and changes in
style and openness was one such matter. In dealing with his tasks as Chief Executive of the SHSA, Mr Kaye said: "not least
among those was a whole deliberate policy of openness with regard to the activities of the hospitals and with regard to
relationships with the media." A little later in his evidence, Professor Edwards asked him: "these are exceptional places, and
there might be exceptional circumstances, but I think you will have to work a little harder to persuade us that there really was a
policy of openness with regard to the activities of the hospitals and relations with the media". In the course of his reply, Mr
Kaye said there were constraints: "but you do know that if you can share your aims, if you can share the ways in which you
hope to move the Hospitals, you can go a long way towards convincing many that they want to support you. It is that openness
that I describe."

We pursued the point:

The Chairman: It depends on what you share with them, does it not?

A: This does not mean to say you bare your whole soul and whole heart. You would be an incredibly naive,
unsophisticated manager if you adopted that tack. You do not open your front door and say what you want, but you do
endeavour to be consistent and over a period of time, to demonstrate by that consistency that you mean what you are trying
to do. That does not mean as the Chairman so nicely put for me that you are sharing everything. There are situations where
there are difficult judgments about whether information shared is helpful to the organisation and to the purposes and
directions that you are looking at or whether it is going to be counterproductive. There are Reports which are valuable,
which have important information that you want to pursue and you know must be pursued, but it is questionable whether
complete sharing of those, at all levels, is the best way of making progress towards the objectives they set and that you
want to see achieved. I do know that the record of the SHSA . . . indicates that the hospitals were a lot more open and a lot
more frank places by 1996 than they had been in 1989. I do not mean by that that everything that came across my desk I
immediately put up on a big screen so that everybody could see it, because I knew there were a lot of people that would
misuse the information and there are a lot of people who would use it to subvert the purposes that the Authority was trying
to achieve.

2.15.17 Mr Kaye went on to say both he and his Chairman read the full Owen Ward Report and its appendices, while the other
members saw the full Report but not the appendices, although they were told they were available. However, when the
Chairman, Mrs Anne-Marie Nelson, gave evidence she said Mr Kaye was mistaken about this and she had only read the Report.
He also said that during the life of the SHSA at least 30 Reports of a similar nature to the Owen Ward Report were received
from the three hospitals. Again Mrs Nelson could not recall that number and nor could anyone else.



2.15.18 Professor Edwards then asked:

Q. "That is quite an important conclusion. Thirty Reports at least as bad as the Owen Report?"

A: Well, as serious as the Owen Report I would say.

Q: We have heard evidence that the Owen Report was absolutely awful, words

like 'disastrous', and 'awful' have been used by witnesses. We have had thirty of those?

A: .. .the real difficulties that obtain in these Hospitals with these patients occasionally the sort of incidents that are
serious enough that you need to investigate to understand better . . . What I am saying is that there were thirty incidents or
more that were sufficiently serious to be investigated. These could comprise all sorts of things, absconsions, escapes from
the Hospital, suicides, unexplained deaths of patients, a whole range of incidents that needed investigation.

Q: That is a rather different answer to the way it was first put I think.

Mr Kaye went on to say that the majority of the 30 Reports were dealt with in the same way as the Owen Ward Report. One or
two Reports had special treatment, but the Owen Ward Report was dealt with and followed through in much the same way as
the majority of Reports.

2.15.19 He also said: "The Department of Health would know of all of them, because we had a good communication with them,
initially about incidents that would have provided the need for more investigation, and then subsequently about what the
investigation produced. So the Department would be aware of all these."

We do not accept that this occurred with regard to all Reports. It certainly did not apply to the Owen Ward Report, and
we unhesitatingly accept Mr Jewesbury's evidence that he was substantially under-informed about that Report.

Professor Edwards: All those thirty?

A: Yes and many others besides.

Professor Bluglass: So we can understand this properly, the Owen Report did not stand out against those other Reports as
strikingly more serious?

A: They were all serious.

Q: It did not have any special place?

A: It had its own seriousness, but it was not, if you like, exceptional or that important.

The Documentary Evidence

2.15.20 At this stage we need to refer to the documentary evidence. Mr Kaye's monthly Report to the Authority dated 13 June
1994 merely refers to the patient holding a female member of staff and a male patient hostage with a carving knife. He states:

"the procedures established by the Hospital were followed and the incident was effectively resolved by the intervention of
staff and the emergency services without injury. The hospital management team is currently investigating the incident and
there will be a full investigation."

Mr Howlett, the Secretary to the Authority, circulated a summary of events by Mrs Miles dated 15 June 1994. This document is
a reasonably accurate eleven page factual summary of the events. It was discussed at the SHSA Board meeting on 21 June. The
minutes refer to the summary and record that Mrs Miles described the internal investigation team that had been set up to review
the circumstances of this incident and which would report at the end of July. Moving on in time, the minutes of the Hospital
Advisory Committee meeting held on 29 July record the following:

"Mrs Miles had reviewed the interim [the full] Report of the Investigation team which had raised very serious questions
regarding the leadership of the PDU, multi-disciplinary working, communications and disregard for basic security
guidelines. In these circumstances she had agreed with Dr Strickland that he should stand down as Clinical Manager. She
would be making temporary arrangements for three to six months. The other clinical managers had assured her that similar
such problems did not occur on other wards."

Mrs Miles reported to the SHSA on 20 September 1994 on recent events at the Hospital. Authority members received the 19-
page version of the Report. Mrs Miles noted that two investigations had been set up and that the first, Mr Green's investigation
into the incident itself, had highlighted a number of serious problems. As a result the Clinical Manager, Dr Strickland had been
asked to step down and the Ward Manager had been moved.

The final paragraph reads:

"this final Report has been widely circulated in the Hospital. It makes a number of recommendations regarding the



functioning of Owen Ward but also matters of concern for all parts of the Hospital, particularly on security related issues.
Copies are available for Authority members."

It is difficult to follow this paragraph. The Report of Mr Green and his team (the interim Report) was never circulated widely. It
was not circulated at all. The 19-page Report had very limited circulation indeed. Only the nine page Report (called the Final
Report) was circulated in the Hospital on Friday 23 September. In evidence Mr Kaye told us he had never seen the nine page
Report that was circulated and had nothing to do with its preparation. That was a matter for the General Manager.

Mr Kaye also told us by the time of the September SHSA Board meeting the members had seen the full 59-page Report, but
none of them had asked to see the appendices which were in his office. He said he decided not to circulate the appendices to the
members of the Authority in order to "protect them from the full deluge of documentation". He told this Inquiry he did not
think the absence of the appendices diminished the Report. "I do not think it diminished from the key messages in the Report
about the problems that were being encountered."

2.15.21 It is clear from her covering letter to the 19-page Report that this is the version Mrs Miles wished to circulate.
However, Mr Kaye agreed with her Counsel, Mr Gilroy, that in a letter dated 19 September 1994, the day before she gave her
presentation to the Authority, he was advising her to be cautious about what the published Report should contain. He said it was
not an instruction, but he agreed that if Mrs Miles had not complied, she would have incurred his displeasure:

"if she had gone ahead in a different way, and it had produced the adverse stories, then I think, displeasure, yes. It would
not have been a major emotion, but yes, I would have said, 'Look you made a mistake there, did you not?"."

Mr Gilroy did not suggest to Mr Kaye that Mrs Miles had shown him the nine page document before it was published.
However, in our judgment, Mr Kaye was not only an articulate Chief Executive, he expected his General Managers to take his
"advice" very seriously and to act upon it. We have no doubt that not only was he the 'boss', he made sure others realised he was
the 'boss'.

This is reflected in what Dr Williams told us. Having been appointed to chair the HAS review team, he wrote to the Chairman
of the SHSA. This apparently incurred Mr Kaye's displeasure, because at a meeting with Dr Williams concerning the disclosure
of the Swan Report, Mr Kaye apparently indicated that he should not have written to his Chairman. We also know that when he
felt like giving an instruction to a General Manager he did so. Indeed, he told his counsel, Mr Hoskins, that he certainly gave
Mrs Miles an instruction that Dr William's team was not to see the Swan Report.

At the end of September the Hospital Advisory Committee (HAC) met. According to the minutes Mr Dale reported that:

"The final Report had been published the previous week and an offer had been made to the JCNC of a special meeting to
discuss its contents. The Report encapsulates the core areas requiring action. He emphasised that it was not for patient
information and agreed that copies would be made available to all HAC members".

This minute can only refer to the nine page Report.
The minutes of the following the HAC meeting, held on 28 October, record an interesting observation:

"Mr Freeney (a committee member) stated his concerns as to the failure to publish a fuller Report, the problems now faced
by Ruskin Ward and the delays in dealing with complaints about property."

2.15.22 The Hospital Management Group meeting held on 11 November 1994 discussed the Report of the Investigation into
Events on Owen Ward and Related Matters. The entry reads:

"The Report was formally received by HMG. PT (Tarbuck) reported on the implementation of the recommendations
specific to the Personality Disorder Unit and CD [Dale] on those with hospital wide implications. Tom Maxwell and Ian
Paterson were developing an Action Plan. The need for ownership by all members of the PCT of all ward-based security
and other activities was recognised."

2.15.23 Dr, Williams and the HAS team began their work at Ashworth Hospital on 7 November and finished it on the 25th, so
this meeting was actually held while the HAS team was at the Hospital. It is clear, therefore, that the Hospital was only
beginning to embark on any action concerning the Owen Ward Report while the HAS team was at the Hospital. Yet the HAS
team were not made aware of this activity.

In our view this failure to inform the HAS team of the details of the Owen Ward incident demonstrates that the Hospital
and the SHSA were much more interested in getting praise from the HAS review rather than getting a fair and just



review. The next document sets this judgment in stone.

2.15.24 It is a briefing note dated 12 December 1994 from Mr Mike Evans, a Department of Health civil servant, and addressed
to his line manager, Mrs Leonard and Mr Larner, Private Secretary to the Minister with responsibility for the Special Hospitals.
In addition it was copied to Ms Moriarty, the Principal Private Secretary to the Secretary of State, to the Departmental Press
Office, to Mr Jewesbury, Dr Reed, and a number of other civil servants. It concerns a story in the Sunday Express of 11
December 1994 on the internal Report into the hostage-taking. In paragraph 3 it is said the inquiry presented a very detailed
Report to the General Manager and made a number of recommendations to improve the management of both Owen Ward and
the Personality Disorder Unit.

2.15.25 Paragraph 4 reads:

"a summary of the Report, with details of staff and patients removed, was circulated within the Hospital. Following the
recommendations contained within the Report a number of staff were disciplined, and some were dismissed (mainly for
collaborating with patients obtaining alcohol and drugs). A number of allegations were made about other matters including
those mentioned in the article concerning prostitutes, and relationships between patients and staff but these were found to
be untrue."

This statement wholly misrepresents the true position. The summary referred to in all probability refers to the 19-page
version and that was never circulated within the Hospital. The statement that all other allegations were found to be
untrue is, itself, false.

2.15.26 In paragraph 6 the following appears:

"the Report obtained by the newspaper was the original version and with the full details, including criticism and comments
on individual staff and patients. Apparently the Report was available to Mrs Miles only. It was taken from her personal
computer and an investigation is underway . . .."

The original version was not only available to Mrs Miles. She sent a copy and the appendices to Mr Kaye. The Report was not
taken from her personal computer. The hospital had a central server system with facilities for word processing. It was taken
from her personal file on that system.

"The internal inquiry established that there were considerable management problems in the directorate and these
criticisms have been met. Ashworth management acknowledges that they, like other hospitals, have a problem with illicit
drug taking among patients and they are taking steps to combat this. The other allegations mentioned in the Report were
found to be without foundation."

The underlining is supplied. The first underlined passage was, to say the least, an exaggeration, and the second one was simply
untrue.

2.15.27 Paragraphs 7 and 8 appear under a heading "Future Action".

"7. The Health Advisory Service have recently completed a three week investigation at the Hospital as part of action
commissioned by the SHSA following the 1991 Ashworth Inquiry chaired by Sir Louis Blom-Cooper. [ understand that the
HAS were fully aware of the Report into Owen Ward. Their Report on the policy, procedures and management of the
Hospital is not due until early 1995. Informal feed back at the end of their investigation is said to have been
complementary about the changes that have taken place.

8. Ashworth management is confident that the changes made in the management and clinical structures of the Directorate
and Owen Ward meet fully the problems identified in the internal Report and they believe that this will be reflected in the
HAS Report. The hospital has issued a press notice with the background to the internal Report and the HAS review."

2.15.28 Again the above underlined passages were untrue.
Were the HAS Deceived?

2.15.29 During the course of his evidence, Dr Williams was introduced to the contents of Mr Evans' briefing note by the
Chairman. When paragraph 7 of was read to him his comment was 'gracious'. The following ensued:

Q: When you look at that Dr Williams, someone did not want you to get to know something, did they not?
A: Well, I mean, certainly in paragraph 7, there is a gross inaccuracy there, we were not fully aware of the Report into
Owen Ward.



Q: Someone concealed something from you?

A: And I have to say, not even accepting the comments made about language, would it be fair to say that we say in our
Report that the problems with the PDU have been fully met and dealt with? I do not think anybody could agree that that is
what we say.

Q: It has not come out at this stage. This is speculation?

A: No, but they are prophesying that we are going to say that the problems have been dealt with.

Q: They are saying there has been a leak?

A: I do not think we say that.

Q: No you do not. I agree.

A: We certainly did not say that to the Hospital when we gave an informal feed back.

Q: Nor did you get to know anything about this leakage of the Report?

A: Nothing at all.

Q: No, you were not told about it?

A: My recall is that my deputy, Mrs Muth, was approached much later. This would be February, March time, round about
the time that the SHSA formally published the Report, to write a press release. I think it was written within Ashworth
Hospital first, and I have to say we sent it back as being far too positive.

Q: That is the release I think I can refer you to here, it is in that file?

A: And we insisted that the press release was altered. I accept what you say, sir.

Q: What part of what I said?

A: T accept what you say, that it looks as if it was not anticipated that we would find these matters.

Q: And something was concealed from you as a result?

A: Yes sir.

Professor Edwards: Dr Williams, we know that when your Report eventually emerged it was received with a sense of relief
by those who commissioned it. Ministers would no doubt have been given reassuring messages that whilst there were still
some problems things were moving well and here is the Report as evidence of it. The Hospital certainly, as Mr Royce has
explained, used it to explain things were getting better. It is an important issue for us though as to how a very experienced
investigating team like yours, and they were very experienced . . .

A: I think I would have to agree with that sir. There is nobody on that team who is not actually of considerable standing in
the field.

Q: But something went wrong did it not. Whilst you were there, and immediately before you had been there, we have had
evidence about murders, and attempted murders and drug dealing and violence and pornography and gangs of patients and
suborning of staff, scams, blackmail, of young children being left with paedophiles, of low security; some of that just
before you arrived, some of it whilst you were there, and also some of it still there today, according to some witnesses. So
how do we make a judgment then? Either your team were very skilfully misled, or your team were frankly blind and
incompetent, or the evidence that we have heard is simply exaggerated and it was not like that at all. We have simply been
building a bad picture up from bits and pieces which we have picked out of evidence . . . ?

In reply, Dr Williams thought that through considerable guile and hard work they had discovered quite a lot of core issues. He
did not think his team had been incompetent and therefore that left open the other two propositions they were misled or the
evidence exaggerated the position.

2.15.30 Dr Williams was then told by the Chairman that the MHAC, of which he had recently become Deputy Chairman, had
been refused the full Owen Ward Report, and only received the nine page version. He said that had he been the Deputy
Chairman then, he would not have liked that. He added:

"I think Professor Edwards put two other propositions other than the incompetence possibility. I think that is one of them.
The other was that may be you are building up this out of proportion. Again, I am speculating Sir, and standing well
outside my brief as Director of the HAS, and indeed in investigating the circumstances, but having followed the sequence
through, there does seem to be some relentless connection between the various Reports that are presented. I think the same
vacuum-type issues about the policy into practice if you like, the connection between the top of the organisation and the
bottom where it is actually registered in action with patients, seems to have been a recurring problem."

Q: In other words, with the best will in the world, you cannot escape at the end of the day a feeling, "we were deceived"?
A: I would prefer you drew that conclusion rather than my asserting that.

Mr Royce: But just in a nutshell, we have heard a series of very similar problems over subsequent years, evidenced by
subsequent Reports. Do you follow?

A: Ido.

Q: It is difficult perhaps to answer this, but had you been provided with the full picture in rel