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Inauest.

JURY RECOMMENDATIONS

These Recommendations are not necessarily in order of priority.

We thejury submit thefollowing recommendations for consideration:

1 That it be taken under consideration that as part of the discharge process for
patients determined to be in need of continuing care, that it be clearly noted
in writing on the discharge papers the identity of the attending outpatient
psychiatrist. The purpose being to make it clear to the members of the continuing care
agencies who the psychiatric physician is. In the event that the patient does not have
one, to designate a psychiatrist to that patient in order to ensure a continuum of care.

2 We also recommend that the communication process between the front line
workers of community care agencies, such as visiting nurses and or social workers,
and the patient's psychiatrist and family physician be reviewed with a view to
increase the flow of iriformation between these parties especially in the period
immediately qfter discharge. In particular, we the jury, recommend that a copy of any
notes taken by the visiting nurse and or social worker be forwarded to the attending
psychiatrist andfamily physician on a per visit basis .

Rationale: The jury is of the opinion that the rationale for both of the above
recommendations flows from the same consideration. As was heard in evidence,
the period immediately qfter discharge is recognized through statistical
evidence to be a period of increased possiblity of suicide. We therefore feel that
a heightened and more clearly directed flow of written communication between
designated caregivers and the professionals involved would benefit patients.

In closing the jury wishes to extend our sincere condolences to the family of Kern
Cuddy while they continue to deal with their loss.
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In this document I have written a brief summary of the circumstance's surrounding Kerri
Cuddy's death, as well as a brief synopsis of the issues explored at the inquest. Where it
was felt to be of potential assistance, I have also commented on my understanding of
the reasons behind the jury's recommendations. I wish to stress that it comprises my
own interpretation of the evidence and of the jury's reasoning. It is not intended to
replace the actual evidence presented to the jury, but is provided to assist the reader in
interpreting the context in which their verdict and recommendations were made, so that
those recommendations can be better understood. This verdict explanation is not
intended to replace the jury's verdict.

Brief Summary of the Circumstances of the Death and Issues
Addressed at the Inquest:

Kerri Nicole Cuddy was a 21 year-old who had a history of mental health problems
dating back several years. These included a learning disability, communication
difficulties, impulsivity and bulimia. In early 2000, she began to experience severe
depressive symptoms, and sought medical help. In the fall of that year, she was
admitted to a psychiatric facility for a period of about 4 weeks after taking an overdose of
medications.

After discharge she was followed quite regularly as an outpatient by a psychiatrist, but
continued to have impulsivity problems, including frequent over-use of alcohol and non­
compliance with medical treatment. On occasions she would arrive for medical
appointments in an intoxicated state, so her psychiatrist let it be known that treatment
would not continue if she persisted with this type of behaviour. She also exhibited
delusions and hallucinations.

On May 21st, 2003 she presented to the Credit Valley Hospital with symptoms of
depression, delusions and paranoia. She was admitted for assessment on a Form One
under the Mental Health Act, and was under the ca're of a different psychiatrist. A
diagnosis was made of "personality disorder with psychotic episodes", and it was
decided that the hospitalization would be for brief intervention only.

On May 28th, a social worker met with Ms. Cuddy, determined that she would need
outpatient support upon discharge and arranged for a family meeting the next day. At
that meeting it became apparent that the family would also need supports to assist them
in coping with Ms. Cuddy's condition. Discharge was confirmed for May 29th. Ms. Cuddy
was not opposed, but her parents were apparently anxious about the discharge decision.
The family also expressed a wish to have Ms. Cuddy cared for by the new (inpatient)
psychiatrist rather than her previous (outpatient) psychiatrist.

2



, Arrangements were made through the Community Care Access Centre (CCAC) for
home visits by both a mental health nurse and a community social worker. Both the
mental health nurse and the social worker attended the family residence on a twice­
weekly basis, beginning the first week of June.

During the weekend of June 14 and 15, Ms. Cuddy exhibited sign's of significant
deterioration. She became angry at her mother over a minor dispute, and "trashed" the
house. She also went to bed with a kitchen knife in her possession because of paranoid
ideation. The social worker was contacted on the Sunday and arranged to attend the
residence on Monday morning while the mental health nurse was also present.

On June 16th Ms. Cuddy was apparently still quite disturbed. The nurse did not remain
long at the residence, but indicated that she would alert "the psychiatrist" about the
weekend crisis. The social worker cancelled her other morning appointments and
remained at the home to try to convince Ms. Cuddy to go to hospital for medical
attention. After more than two hours of negotiation, it appeared that Ms. Cuddy was
willing to comply. The social worker volunteereq to remain longer to assist Mrs. Cuddy
with getting her daughter to the hospital. Mrs. Cuddy felt that she could manage on her
own, so the social worker left.

Shortly before noon, as they were departing the residence, Mrs. Cuddy perceived that
her daughter was concealing a knife on her lower leg in her sock. When confronted Ms.
Cuddy bolted down to the basement of the residence and locked herself in a bathroom,
refusing to come out. Mrs. Cuddy contacted the social worker, who in turn advised her to
contact the Family Physician. The physician advised calling the police.

Several officers were dispatched to the residence with preliminary information that there
was a mentally disturbed person barricaded in a washroom, possibly armed with a knife.
One of the officers commenced negotiations with Ms. Cuddy through the bathroom door.
Her responses were initially clear and her voice was strong. She refused to come out of
the bathroom and would not admit to being in possession of a knife. She also resisted
the officer's attempts to enter by pushing against the door.

Over the next several minutes, Ms. Cuddy's responses became less frequent and her
voice less forceful. Eventually she stopped responding altogether. Fearing for her well­
being, the officer in charge determined that they should attempt to breach the door and
secure the situation. On entering, they witnessed Ms. Cuddy lying on her back,
brandishing a large knife and attempting to raise it towards her face.

O.C. (pepper) spray was used and the knife was released. Ms. Cuddy was dragged feet
first from the bathroom, resisting strenuously, and was handcuffed. Due to O.C. spray
contamination of the area, officers lifted Ms. Cuddy and began to carry her upstairs while
she continued to passively resist by lifting her feet. At the top of the basement stairs Ms.
Cuddy went vital signs absent.

Officers immediately began to search for signs of injury to explain her sudden collapse.
Upon lifting her sweatshirt and sweater, they discovered a kitchen steak knife
penetrating her left upper chest. They immediately began C,P.R. and called for an
ambulance. Unfortunately, all further attempts at resuscitation, both prior to and after
arrival at hospital were unsuccessful.
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, Postmortem examination revealed the presence of two stab WOundstoth~jeft chest,
one superficial and one deep. The fatal wound penetrated the pericardial Sac and the left
ventricle, causing exsanguination into the chest cavity.

Because Kerri Cuddy died while in the custody of Peel Regional Police officers who had
arrested her under the Mental Health Act, Section 17, a mandatory inquest was required,
in accordance with Section 10 (4) of the Coroners Act ...

Verdict of Coroner's Jury

Name of deceased:
Date and time of death:
Place of death:
Cause of death:

By what means:

Kerri Nicole Cuddy
1:27 p.m. on June 16th, 2003
Credit Valley Hospital, Mississauga
Stab wound to chest
Suicide

Jury Recommendations

We the jury submit the following recommendations for consideration:

1. That it be taken under consideration that as part of the discharge process for
patients determined to be in need of continuing care, that it be clearly noted in
writing on the discharge papers the identity of the attending outpatient
psychiatrist. The purpose being to make it clear to the members of the continuing
care agencies who the psychiatric physician is. In the event that the patient does
not have one, to designate a psychiatrist to that patient in order to ensure a
continuum of care.

2. We also recommend that the communication process between the front line
workers of community care agencies, such as visiting nurses and or social
workers, and the patient's psychiatrist and family physician be reviewed with a
view to increase the flow of information between these parties especially in the
period immediately after discharge. In particular, we the jury, recommend that a
copy of any notes taken by the visiting nurse and/or social worker be forwarded
to the attending psychiatrist and family physician on a per visit basis.

Rationale:
The jury is of the opinion that the rationale for both of the above
recommendations flows from the same consideration. As was heard in evidence,
the period immediately after discharge is recognized through statistical evidence
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to be a period of increased possibility of suicide. We therefore feel that a
heightened and more clearly directed flow of written communication between
designated caregivers and the professionals involved would benefit patients.

In closing the jury wishes to extend our sincere condolences to the family of Kerri Cuddy
while they continue to deal with their loss..

Coroner's comment:

Recommendation #1:

Confusion arose for the jury as to whether Ms. Cuddy actually had an outpatient
psychiatrist to oversee her care and who could provide assistance in a crisis during the
time period after her discharge from hospital. The inpatient psychiatrist for her May 21st ­

2B'h admission had made it clear that he was referring Ms. Cuddy back to her original
outpatient psychiatrist. That psychiatrist had indicated at one point that she could not
continue to see Ms. Cuddy if she was not compliant with treatment and showed up for
appointments in an intoxicated state. The family in tuin, had requested a change in
outpatient psychiatrists, and had initiated a request through the Family Physician for a
new referral.

The records of the community mental health nurse indicated both the inpatient and
outpatient psychiatrists, as well as the Family Physician as contacts for Ms. Cuddy's
ongoing care. On June 1fih, the nurse indicated to the family that she would make '1he
psychiatrist" aware of Ms. Cuddy's crisis over the previous weekend. She called the
office of the inpatient psychiatrist, who had indicated on discharge that he would have no
further involvement, and left a message.

On June 1fih, Ms. Cuddy needed urgent crisis intervention and psychiatric assessment.
It is my view that contacting a psychiatrist for advice at the time of her crisis would not
have been of much assistance to Ms. Cuddy or her family. The hospital social worker
and the community agencies had made several phone numbers for support and crisis
agencies available to the Cuddy family. Unfortunately, in their distress they did not think
to contact any of these agencies.

The jury was obviously concerned with its perception that there appeared to be a lack of
continuity in care with no psychiatrist apparently overseeing Ms. Cuddy's case. Better
clarification at the time of discharge from hospital would remedy this.

Recommendation #2:

The evidence from the community health nurse was that the assessments and notes that
she compiled in the case file were not routinely shared with any of the patient's!client's
physicians. The jury perceived that those notes Gontained potentially valuable clinical
information and that there should be a mechanism to regularly provide feedback of this
information to the physicians. This might assist significantly in clinical treatment
decisions.
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f In closing I wOuld!stresSonce~i~~th"at thi~a~rfient haSbEien~.~a~I~IY forthe
purpose of assisting ttl~ readEJr,inunderst~nding)f1EJinquest jury's.Y~~i~~l1d
recommendations. It does notrEtplace the verdict and reCOfl1l1len(ja~ons,'but rather
consists of my CQmmentsantfrecolledionSofth~j",dence pres~nf8tf}~n\yhich I
believe the jury based their col1t:1usions."Sh?tJl~@I1Ypartyf~f. ~~~t-'Il'lY~colle9tionor .
interpretation hasbeen incor!jc:;t et roisrepre~nJ~(j,kinc:t;1ybringthEJ.matterto my'
attention so that any error mig~t be appropriatelY'colTE!ded.

Respectfully submitted,

William J. Lucas, MD CCFP
Regional Supervising Coroner
Central Region

December 17, 2004
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