
 
 
 
 
3rd February 2016 
 
In relation to the death of my son Nicholas Rock on 9/11/2008 involving negligence and incompetence at 
Birmingham and Solihull Mental Health Trust (the Trust), Bernays and Whitehouse Medical Centre Shirley 
(the Centre), and Social Services Solihull; also in relation to the incompetent and deceitful investigation requested 
thereafter. 
 
Dear Sirs, 
 
I have received the Ombudsman’s report which I believe was also sent to you and that you have 
been prompted by PHSO to respond with your letter to me, of 22nd January: 
 

(1) In relation to your apology, I can accept this but with the full provision that it covers two 
areas of failure:  

 
(a) The Centre maladministration and devastating negligence of your practitioners Dr 

Font and Dr Hill which led if not contributed to Nick’s death. It will be necessary for 
you to detail what action you have taken to educate your people to eliminate 
recurrence of the state of affairs which existed for an extended time beginning June 
2003 up to my son’s death in November 2008: a state which left Nick and us isolated 
and uninformed with regard to metal health support. You failed to advise of the risk 
of your actions. Your professionals had no excuse beginning day one for not 
informing us—as family—of our rights; and not informing us of the available services in 
mental health management. The evidence stands that the Trust, our MP and 
independent others had been approached directly to intervene or assist; whilst your 
central function of Primary Care to initiate, facilitate and cooperate was denied us.  

 
(b) The Centre maladministration which led to a deficient and in point of fact offensive 

complaint response after my son’s death, necessitating my intensive drawn-out 
petitioning with the Ombudsman and many other bodies, with the expense of further 
personal harm. You were aware of many perceived failures (via the Trust) in my 
original complaint, which was made before I was to discover for myself what action 
should have been taken. Your response (as with the Trust’s) was deceitful in not 
being forthright with facts and procedures. Your staff had no right to respond as 
they did, without informing us of your contractual responsibilities and our rights to a 
documented procedural involvement. It was the first time I ever had to make a GP 
complaint, and this was a serious untoward incident. It will be necessary for you to 
detail exactly what instruction your existing and new staff have received in 
implementing the requisite complaints procedure which was in existence well before I 
felt obliged to call on it.  

 
(2) In relation to the attached cheque I have returned it as rejected as of insignificant value 

considering the extended harm caused. There has been no proper assessment of any reparation 
to me for the loss of our son, based on the full extent of pervasive maladministration at the 
Centre, and no proper assessment of the harm caused and unnecessary trouble to me and my family 
simply requesting an open and honest investigation, and prompt and decisive action.  

 



 
Without the above conditions being met, my son’s death is wasted due to continual equivocation 
over medical choices offered; to Nick—and us—due by common sense, by recommendation 
and even some by citizen right. We had been with the Centre since before my son’s birth yet you 
let us down in a disgraceful fashion and I will never forget that. My son Nick’s heartbreaking 
death was entirely avoidable if he’d had the support and chances you—jointly, as an NHS 
servant—failed to offer;  now seeming so pointless where little learning is appreciated on the 
Centre’s part as far as I can draw from your meagre communication—and that meagre 
communication exactly as before Nick died. 
 
The PHSO’s findings are biased, defensive and dismissive of significant issues designed to 
engage patients. Both the Centre and the Trust were responsible for a joined-up approach to 
manage and educate patients and their families. Specific procedures were not followed. 
 
Reparation: I intend to seek from the PHSO through public Freedom of Information requests, 
their basis in evaluation of ‘reparation’ payment recommendations. I have informed the PHSO 
that there will no longer be any private communications between themselves and me. They have 
again failed to grasp the situation and have missed the opportunity for learning—but this is 
typical. I have to hope that the ongoing scrutiny by Parliament of deficient administration at the 
PHSO will be able to understand and absorb the evidence of suffering at their hands, and take 
urgent action which might help the growing and dreadful statistic of unnecessary deaths through 
badly managed illnesses, when repudiation in Services is endemic.  
 
Nor will our communications be held private at this late stage.  I am firstly copying my response 
to NHS England, the CQC, and the Patients Association for evaluation and service 
improvement planning. 
 
Dr. Kotecha, Dr. Patel, I am always available to discuss anything if you should wish to do so; 
privately, and at my home. I am a reasonable person but you have to appreciate I am a father 
bereaved of his only son—in my view quite negligently. Firstly I saw it happening in six years of 
increasing NHS dysfunction and, secondly, I now resent that after that bereavement multiple 
Services have been quite willing to take advantage of it, and prevaricate over what was common 
sense to disclose, admit, or implement. 
 
You will be disappointed with my response no doubt, but you have no feeling of my loss or 
frustration in wanting resolution and closure to this business. 
 
Yours sincerely 
 
 
C  Rock 
 
 


