Name of Witness : Janet Carden
Statement : 1
15.05.2025

RULE 9 STATEMENT OF MS JANET CARDEN PURSUANT TO RULE 9 REQUEST
FROM THE LAMPARD INQUIRY

1. I, MS JANET CARDEN, DATE OF BIRTH! [l/S] iof [I/S]

[1/S] am the sister of my late brother W4 who died on 17"
February 2015 whilst under the care of North Essex Partnership University.
(NEPT).

2. | am making this statement based on my memory of events and from my

understanding of the documents mentioned in this statement.

Diagnosis

3. My brother W4, had a long-standing history of mental health problems since
2002. His condition was so severe that it meant several hospital admissions in

mental health units before his passing on 17" February 2015.

4. To my understanding, on 7th November 2014, my brother was given a
diagnosis of generalised anxiety disorder. He was then discharged on 20t
November 2014.

5. In December 2014, my brother was readmitted to Linden ward as he reported
that he wanted to end his life. The Trust recorded a diagnosis of mixed
anxiety and depression with a background of a long history of severe
recurrent depressive disorder for ten years triggered by brain aneurism

surgery in 2000. On 20" January 2015, my brother attempted to hang himself

[I/S] P He remained an inpatient until he was discharged on 2™

February 2015, only for him to be back in the hospital as an inpatient on 4%
February 2015. One of my obvious questions here would be that why was

my brother repeatedly discharged when he was so severely mentally ill?



6. | am of the view that my brother was not treated correctly, in that he was not
medicated according to his actual mental illness. | pursued a clinical
negligence case, during which two independent expert reports were obtained.
Both experts, were highly critical of the care my brother received. Both
experts pointed out that my brother was on incorrect medication and that risk
assessments had not been completed properly. | would like the inquiry to
obtain a copy of these reports from the law firm that represented myself for
the civil case as | do not have a clean copy of these reports. | was
represented by Gadsby Wicks Solicitors. Once the inquiry has obtained the
reports and has sought consent from the experts involved for me to refer to
their reports in my evidence to the inquiry, | would like to make a

supplementary statement regarding the findings in their reports.

7. The treating clinicians at NEPT did not take into consideration that my brother
was on medication that had serious side effects such as high risk of suicidal

ideation.

Immediate history prior to my brother’s death and my comments on the same:

8. On 4" February 2015, my brother was re-admitted to the Linden ward under
North Essex Partnership NHS University Trust (NEPT), reporting ‘high levels
of anxiety, suicide thoughts and plans.” My brother was assessed as being
‘low to moderate risk of suicide’. How can my brother with a history of self
harm and suicide attempts be noted to be at low to moderate risk of

suicide?

advising that this could cause severe suicidal ideation for 14 days. On 6%
February my brother reported feeling suicidal. It was highly crucial here for the
staff to keep a close eye on my brother as they knew (or ought to have

known) that he was on medication that can cause severe suicidal ideation.

Instead, the risks and the side effects associated withithatmedicationEwere not

appropriately communicated with staff who looked after my brother.
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1.

12.

13.

14.

. My brother’s anxiety and mental health symptoms worsened when he was an
inpatient under NEPT. For example, around 6" or 7" February 2015, my
brother texted me during his admission saying that ‘he wished he was dead’.

My husband reported to this to the staff members but this was not recorded.

On the morning of 12" February 2015, my brother was allowed to leave the
ward to get tobacco and he ended up going to Chelmsford. My obvious
question is that why was this allowed when, he was an inpatient who was
readmitted for severe anxiety and suicidal thoughts? What if he had

attempted to take his life when he had gone out to get tobacco?

On the afternoon of 12" February 2015, my brother was on hourly

observations, during which he: harmed himself by scratching his arms : A

Health care assistant saw him do this, and put a plaster on his wound that he
sustained as a result of him scratching his arms. It is worth noting that on the
same day when he was allowed to go outside to get tobacco, he tried to harm
himself. He was clearly not well enough to go outside himself. Another point |
would like the Inquiry to look into is that why was my brother on an hourly
watch? Or alternatively, was he actually on an hourly watch, because if so,

why was he allowed to leave the ward and go to Chelmsford to get tobacco?

On 12" of February 2015, he tied a ligature in his bathroom door in the
ward. He had tied a ligature [1/S] CPR was

commenced and he was transferred to the hospital. No treatment was

effective and my brother passed away on 17*" February 2015.

My brother was able to use a lighter [l/S]
| to form aligature i He was able to stand on a weight-
bearing 45cm bin in the shower room% [|/S]

.....................

the ward members not notice that he had a lighter with him? Staff should have

ensured that they kept a close eye on my brother. Why is it that a member of

staff, in response to his self harm (cutting his hand:; [/S] ) gave him

a plaster and told him to stay in public area but she did not then check how he

was doing mentally? She also did not ensure that my brother stayed in a



15.

public area within the ward. She effectively dealt with superficial wound but
ignored risk of death. Why did the staff fail to ensure that patients did not
have access to bins that could easily help facilitate attempts to take

their life?

Below is a brief account explaining how my brother was found on 12" of
February 2015, further to the incident that eventually took his life on 17"
February 2015. This taken from the Serious Incident Investigation Report (SlI
report) (SI/0882/15) (undated)

..0n 12" February 2015 at 16:30 patient AB was found
unconscious in the bathroom (room number 5.35) with a ligature
around his neck. Patient AB had previously been observed at
16:14. The ligature was untied and the patient AB was observed
to not be breathing and no pulse could be found. The alarm was
raised and CPR commenced, with further staff arriving to the
bathroom to assist. A member of staff went to the ward office to dial
999 and request an ambulance, leaving three members of staff to
assist to continue to provide CPR. Further nursing and medical stuff
arrived from neighbouring wards to assist with the changing over of
the CPR and monitoring vital sings. The defibrillator electrodes were
attached and the system advised that no shock should be applied and
CPR was continued. The ambulance arrived approximately 6 — 7
minutes after the phone call and CPR was continued with the
assistance of additional medication and oxygen. As the ambulance
crew arrived, a faint pulse was detected and after continuous CPR, an
output was achieved. Patient AB was placed onto a strefcher and the
ambulance crew took him to the A&E department. Patient AB was
transferred to the intensive Care Unit within Broomfield hospital
and died on 18" February 2015...°

(Please note the above paragraph states my brother died on 18"
February 2015, when he actually died on 17" February 2015.)

16. The Sl report notes the incident type as ‘failure to prevent inpatient

suicide’.



17. The Sll report also notes that my brother passed away as a direct result of
this ‘incident’ on “12"" February 2015.

18. Further to my brother's death, Sally Morris, EPUTs chief executive officer at

the time had sent me a letter (undated). The letter stated:

“...Following your brother’s death, several changes and improvements

were put in place to try and ensure nothing similar occurs in the future.’

| list important developments below:

£750,000 has been spent on patient safety improvements and this is

ongoing.

An annual anti — ligature audit has been put in place which constantly

assesses and highlights any risks and changes that need to be made.

A bimonthly committee has been set up which holds meetings to address
any risks found or issues raised in relation to patient safety. All teams feed
into this committee and the committee then discuss and raise action plans
where necessary and ensures that these are followed through, completed
and audited. A summary of any lessons learnt from these are published

on the staff intranet to assist with ongoing training.

The search policy was revised and ftraining has been implemented
throughout the Trust in relation to this.

The physical environment has been reviewed with the bathrooms given
particular focus. Alarms have been installed on the tops of the doors along
with collapsible shower rails. The bins were reviewed and replaced to

ensure these cannot be stood upon.

Bathrooms remain unlocked at all times however; individuals are regularly
risk assessed to determine appropriate level of observation whilst on the

ward.



The number of beds on the ward have been reduced to 18 from 23.

A no smoking policy is in place throughout the Trust.

A mortality review has been put in place in the last few months to learn

from any serious incidents.

Suicide awareness training has been implemented and is available for all
staff to attend.

A telephone reporting system has been set up to enable staff to report
anything quickly to the risk team rather than relying upon the Datix System

which can take some time...”

| now address the above below:

19.

20.

21.

22.

23.

I would like the inquiry to look into what patient safety improvements were
carried out with this money and when they safety improvements were

implemented.

The letter states that an annual audit has been put in place that highlights the
risks and changes that need to be made. | would like the inquiry to obtain
minutes of these audits to see what changes have actually been made by the

trust.

| would like the inquiry to obtain minutes of the bimonthly meetings since my
brother's passing. | would also like the inquiry to obtain the summary of

lessons published on the intranet for staff to assist with ongoing training.

I would like the inquiry to look into whether the search policy was actually

revised and implemented as per the above letter.

| would like the inquiry to look into whether the alarms have been installed on
the tops of the doors along with collapsible shower rails as per the above
letter. In addition, since the death of my brother, have the Trust ensured that

no other patient has access to bins in their ward?



24.

25.

26.

27.

28.

I would like the inquiry to enquire as to whether the physical changes in the

ward mentioned above has in fact been implemented.

Did the reduction of beds lead to any material improvement to the treatment

of the patients?

Are the mortality review documents circulated to the ward staff. If so, are

there meetings that discuss learnings from these mortality reviews?

How many staff attend the suicide awareness training? Who attends this type
of training? Is this given to all staff — i.e. doctors, nurses and health care

assistants?

The Sl report states that the following documents were reviewed when
preparing the Sll report. | would like the inquiry to obtain a copy of all of the
below listed documents in order for me to see the records on file regarding my
brother:

a) The Health and Social Care Records paper files from NEP

b) The Medical Records paper files from The Dukes Priory
Hospital, Chelmsford

¢) The Medical Records from the GP Practice

d) The Electronic Patient Records event notes, Care Reviews
and Assessments

e) Risk Assessments and Management Plans

f) Care Plans and Observation Records

g) Datix Form 17485 and 17486 from 12 February 2015

h) NEP Patient Safety Environmental Audit conducted on 6
October 2014

i) NEP Policies and Procedures — Searching Policy, Inpatient
Leave, Inpatient Observation, CPA/ Non CPA Policy

j) Witness Statements

k) Patient Safety Environment Audit of Finchingfield Ward



29. The SlllI report also notes that the following people were interviewed (along
with the interview dates) in relation to my brother’s care. | would like the
inquiry to obtain a copy of all the interviews taken. This is so | can understand

how well the staff treating my brother understood his condition.

‘Designation Date of Interview
Consultant Psychiatrist, Linden Centre 08 May 2015
Consultant Psychiatrist, Linden Centre 06 May 2015
Staff Nurse, Finchingfield Ward 14 May 2015
Ward Manager, Finchingfield Ward 05 May 2015
Acting Charge Nurse, Finchingfield Ward 08 May 2015
Staff Nurse, Finchingfield Ward 05 May 2015
Healthcare Assistant, Finchingfield Ward 14 May 2015
Staff Nurse, Finchingfield Ward 06 May 2015
Healthcare Assistant, Finchingfield Ward 14 May 2015..°

30. A somewhat detailed account of my brother’s mental health is in the Slll
report. | however, only have an annotated version of the SllI report and | would
like the inquiry to request a copy of the SllI report from the Trust. | would like
the inquiry to also obtain my brother’s full medical records so | can have sight
of his complete detailed medical history. | would like the inquiry to obtain the
entire inquest bundle and the inquest transcript to review the evidence heard

at the inquest.

31. 1 would like to inform the inquiry that an inquest into my brother’s death was
held on 27" October 2015, where it was heard that ‘as a result of insufficient
communication adequate precautions were not taken to minimise the risk to

the deceased’

Admission, Assessment and ward environment:

32. My observations on the staff and the environment in the ward was that there
was no noticeable therapeutic activity at all. Staff were hostile. For example,
when someone at the ward took my brother’s phone, they were uncaring and
not interested. Texting us was the only way my brother could connect to us

and we were his only support. When | wanted to speak to staff, | had to wait



33.

34

35.

36.

37.

outside the glass office like a naughty child at school. One day a member of
staff finished a puzzle my brother was working on when he left it for a break.
The staff clearly had no understanding that this was my brother's self-
administered therapy to keep his mind busy. Staff also did not stop or
discourage troublesome patients from harassing my brother even when | was

visiting.

My brother also spoke about poor quality food in the ward and noisy nights at
the wards. Because of overcrowding in the units, he spent one night in the
Crystal unit and the next day he said “/ can’t wait to get old it’s lovely there,
proper breakfast and quiet night”. As the mental health units were busy,
rooms were often changed, he would come back from leave and find his stuff
had been moved or packed up. On one occasion staff could not tell him or me
where his bed would be that night. This gave a constat feeling of insecurity.
One night he had to share a room with another patient, with no privacy

curtain.

. At the inquest several of the staff said we ‘never thought he would do that

‘despite the risk of suicide being the only reason, we ended up caring for him
at home and got him admitted. It was also the reason we took his car keys

and car away from the hospital.

On one occasion, the staff saw my brother attempting to hang himself outside
their office. They interpreted this as atfention seeking. This was in fact a cry

for help.

None of the staff were aware that my brother was distressed and that he had
broken up with his girlfriend. They were oblivious to the crisis he was going
through. They did not recognise that my brother’s personal life was a factor in

his deteriorating mental health.

On one occasion, when my brother had been an inpatient for a few weeks |
went to see him in response to a message from him and the member of staff

at the door told me ‘he’s not here’. | had to strongly persuade him to let me in.



Once | was allowed in, | showed him where my brother was sitting in the

ward. | was shocked that a member of staff did not even know who he was.

38. My brother also did not like the breakfast provided in inpatient units. He often

said patients would only get toast for breakfast.

Other matters:

39. To my understanding, the CEO of NEPT at the time Andrew Geldard was not
medically qualified. He was a finance officer previously and employed
inappropriate staff to work at EPUT, presumably because they were cheap to
hire. According to my recollection, during the inquest into my brother’s death,
it was evident that Andrew was not aware that the bin in bathroom was not in
accordance with regulation. To my understanding, Andrew did nothing to put
in alarmed doors which had already been recommended. No one was

checking that staff were effectively searching and ensuring patients did not

health units but it was not staffed and therefore could not be used by patients.

Access to the gym would have helped my brother a lot. There was no

appropriate therapy in the units either, like painting or other craft work.

Recommendations for change:

40. Every ward must have plenty of caring staff. Staff shortage impacts the care

given to inpatients.

41. The wards should be small and there should be no office for staff to hide in.
Staff should be with patients - be interested in their lives. Staff should respect

the input from family members as they know the patients well.

42. The staff must ensure that the environment is kept safe for people depending
on what is dangerous for each patient. For example, what can be problematic
for one patient may not be for others. Understanding each and every patient

properly is crucial.
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43. Staff must give medication as prescribed and be aware of critical information
like medication changes, how this affects inpatients, bereavement,

relationship problems etc.

44. Good nutrition, quiet nights, therapeutic activities are also very important for

an inpatient to be on the road to recovery.

STATEMENT OF TRUTH

| believe the content of this statement to be true.

e [IIS]

DATED: [S4 Ma o Aols5

Documents | have referred to:

- The Serious Incident Investigation Report (undated)
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