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5 December 2018 
 

PRIVATE AND CONFIDENTIAL 

Dr Rebecca Montacute 
mba09rm@googlemail.com  

Dear Dr Montacute 
 
I write further to your email of 21 October 2018 in which you raised concerns regarding 
the care and treatment that your Mother, Julie Montacute, received following an 
assessment at Somerset Partnership NHS Foundation Trust. 
 
Your email was forwarded to Jess Popham, Operational Service Manager for 
Countywide Home Treatment Service & Urgent Care Hub, who has carried out a 
thorough investigation. I am now able to provide you with the following response to your 
concerns.  
 
Firstly, please accept my sincere condolences on the loss of your Mother. The events 
around her passing away must have been very stressful and traumatic for you all as a 
family.   
 
I have read through your email and will try and respond to the points you have as they 
arise. In regard to your concerns about the poor standard of psychiatric assessment, 
Jess Popham has spoken separately with both nurses who were involved in seeing your 
mother and her husband on the evening of 19 February 2018. Prior to meeting with her, 
one nurse liaised with the BANES Intensive Team to gain appropriate information about 
any prior mental health contact that she had had with their service.  Information was 
given relating to last year (2017), about a risk assessment earlier in the month of 
February 2018 that reported low risk. There was no more recent information than this.  
 
Both staff members recall asking your mother several times throughout the course of the 
assessment about the details of the accident. They felt that the responses received were 
plausible (e.g. medications making her feel drowsy and being unfamiliar with the car as it 
was relatively new). One staff member recalled that your mother had stated it was 
unusual for her to plan a trip to Taunton shopping; however, she stated she had made a 
spontaneous decision to do this. Both from the record and in speaking with staff there is 
evidence that they completed a mental state examination and elicited previous relapse 
factors. Whilst there was a clear acknowledgement of a decline in her mental health 
these significant relapse indicators were not evident during the contact.  
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At the start of the assessment the staff members asked if either your mother or her 
husband would like to be seen separately; however, both nurses have acknowledged 
that they did not re-visit this during or at the end of the contact. I apologise for this and 
we will ensure that, as part of our assessment process, clients and their families are 
given the opportunity to be seen separately more than once during a consultation.  
 
Information gained from the notes and in speaking with both staff members involved 
reveal that your Mother and her husband were appreciative of the assessment they had 
received that evening and were agreeable with the onward plan of making contact with 
the GP for a medication review. The investigation found that a thorough assessment 
was completed that day. The assessment was also faxed to the BANES Intensive Team 
to make them aware of the outcome that evening.  
 
The investigation looked into why the response to the GP was delayed. It is apparent the 
staff involved considered this to be non-urgent at the time, and so had not requested it to 
be sent the following day. As a result of this finding the Psychiatric Liaison Service has 
reviewed practice in this regard. The practice standard has been changed so that, 
following any Liaison assessment at our General Hospitals, information is now 
dispatched as soon as the assessment is completed and typed, and no later than within 
24 hours.  
 
In terms of staff being trained in clinical risk assessment, we have mandatory 
requirements that staff complete a full day’s training on induction to the Trust, and then 
every 3 years. Risk assessment is reviewed regularly in supervision with managers and 
recorded.  Risk assessment forms a core part of our assessment process and is 
embedded into staff practice. Within this staff members look at protective factors and 
positive risk-taking with clients and families. Staff members also have opportunity to 
seek additional supervision through reflective practice sessions and safeguarding 
supervision.  
 
We aim to learn from any serious and untoward event, and as mentioned above, have 
already implemented some changes that will address communication between services 
being prompt and timely. Also during assessments we will re-visit the offer of being seen 
separately. In this context, I am sorry we did not try harder to see your Mother 
separately, and that communication between services was not carried out more 
efficiently. 
 
I hope that my letter has addressed your complaint and offered you reassurance that we 
have taken your concerns seriously.  We aim to investigate all complaints thoroughly 
and provide a full explanation of any issues raised in order to resolve concerns.  
However, if you feel that this has not been achieved, or you would like to meet with us to 
further discuss the content of my letter, please do not hesitate to contact Julie Browne, 
Complaints and PALS Manager, on 01278 432022 or email complaints@sompar.nhs.uk 
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Finally, I would like to take this opportunity to thank you for contacting us.  The opinions 
of those who use our services give us valuable insight and an opportunity for us to 
review our services and practice as we strive for continual improvement. Thank you for 
taking your time to share your concerns with us, and helping us to improve our services 
for all our patients. 
 
Yours sincerely 
 

 
 
HAYLEY PETERS 
Chief Nurse 
 
 
If you remain dissatisfied at the end of local resolution process, you can put your complaint to the Parliamentary and Health Service 
Ombudsman. The Ombudsman can carry out independent investigations into complaints about poor treatment or service provided 
through the NHS in England.  The Ombudsman’s services are free.  If you have any questions about whether the Ombudsman may 
be able to help you, or about how to make a complaint, please contact their helpline on 0345 015 4033, email 
phso.enquiries@ombudsman.org.uk or fax 0300 061 4000.  Further information about the Ombudsman is available at: 
www.ombudsman.org.uk.  You can write to the Ombudsman at: The Parliamentary and Health Service Ombudsman, Millbank Tower, 
Millbank, London, SW1P 4QP  

 
 
 
 


