


Opening remarks 

6. I am participating in the Inquiry's investigation because my sister, Pippa

Whiteward (born Philippa Fraser-Ward), died in October 2016 while under the

care and treatment (both inpatient and outpatient) of several hospital trusts after

the birth of her second son in June 2016, the details of which I explain to the

best of my knowledge from paragraph 30 of my statement.

7. Although my sister lived in Essex, the majority of her care took place outside of

the county due to lack of beds in Mother and Baby Units ("MBUs") locally. It is

my opinion that this distance from home, and an inappropriate early discharge

from the Winchester MBU where she was receiving treatment in October 2016,

significantly contributed to Pippa's death.

8. My statement necessarily focuses on Pippa's mental health struggles, but I

would like the Inquiry to hold in mind that for much of Pippa's life she was well

and did not require treatment. Her illness, post-natal depression, is sadly all too

common .1 Postpartum psychosis, the much more serious condition that Pippa

also tackled, is much rarer, usually affecting 1 in 1000 women, however, as the

NHS states: 'with treatment and the right support, most people with postpartum

psychosis do make a full recovery'.2 Although to her close friends, family and

community, Pippa was an extraordinary person, the circumstances under which

she found herself becoming unwell were perfectly ordinary and familiar to many

- starting a family. I therefore ask the Inquiry to keep in mind that although

some of the details that follow may appear to be specific to a patient with a rare 

mental health condition, it is one that could potentially affect anybody, and that 

can be recovered from if properly treated. Pippa's death was avoidable, it didn't 

have to happen. Due to lack of resources and numerous missed opportunities, 

her mental health was allowed to worsen to the point of no return, ending with 

Pippa's untimely death. 

9. I would like to take this opportunity to also remind the Inquiry of all that Pippa

offered. She was a much-loved member of her community in South Woodham

1 

2 

The NHS estimate that 1 in 10 women will be affected by post-natal depression 

Postpartum psychosis - NHS. 
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different room from her, as I had seen other mothers with their babies together 

in the ward. 

33.1 could tell immediately that Pippa was emotionally unwell. Although she 

appeared upbeat, as her sister I could tell it was a thin veneer and she appeared 

unusually frustrated and tired. I recall attempting to make jokes to help her 

laugh, and feeling that I was an irritant rather than a remedy. She did not want 

to receive help or use a wheelchair even though she was clearly in pain when 

she walked. I now know, having read her Care Plan and diaries, that Pippa was 

struggling to sleep due to high levels of noise on the maternity ward, which was 

causing her anxiety and stress. During her week at Broomfield Hospital she 

reported to clinicians that she hadn't slept for seven days due to "alarms 

beeping", "babies crying", "ticking clocks" and the helipad above her room. By 

16 June 2016 Pippa reached out for help from staff and requested a mental 

health assessment and referral, which was when her NEPT Care Plan was 

drawn up. 

34. The NEPT Care Plan states that after Pippa gave birth to her first son in 2011

she experienced a period of mania and made plans to end her life. This is the

first record I have encountered which directly states Pippa was suicidal in 2011.

It goes on to outline the levels of sleep deprivation Pippa was experiencing at

Broomfield Hospital in 2016. You would expect this would raise concerns about

her risk of suffering from psychosis increasing; sleeplessness is a well­

documented trigger of post-partum psychosis, particularly for patients with

bipolar disorder.5 In spite of this, and her recorded history, the NEPT Care Plan

goes on to state "I do not feel that she [Pippa] will need long term support and

may be discharged in a week or two", and appears oblivious to the severity of

her illness. It is evident from Pippa's subsequent deterioration when she was

sent home that this was not the right treatment option for her.

35. Much of the rest of the NEPT Care Plan contains boiler plate wording. This is

in contrast to the requirements in paragraph 12 of the NEPT CPA and Non­

CPA Policy and Procedure [2015]6, the version in place at the relevant time,

5 

6 

Sleep and Postpartum Psychosis: A Narrative Review of the Existing Literature - PMC. 

See MK-020 of Assessments and Routes to Admission, Exhibits Bundle. 
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Diagnoses 

107. As I have mentioned previously, I only found out about Pippa's bipolar
disorder diagnosis after she died, which was a huge surprise to me. Neither
Mum nor Pippa's husband[_[I/S]_i both of whom had known about her diagnosis 
earlier, believed that Pippa actually had bipolar disorder. 

108. iAclosefamilymember!SUffers from this condition, so I have first-hand experience
. ! 

observing him when he is in a manic state or has not taken his medication.
However, during Pippa's life, I never witnessed her experiencing any kind of
mania. Her usual demeanour was relaxed, laidback and easy to talk to.
Everyone loved confiding in her because she made them feel comfortable and
listened to. If Pippa did indeed have this illness, she was incredibly adept at
masking it, even from the people closest to her.

109. That said, it is well known that sleep deprivation can be a trigger for
episodes of psychosis in patients with bipolar disorder, which could be what
happened each occasion after Pippa's children were born. In a joint literature
review from Leeds Teaching Hospital and the University of Leeds from 2023, it

states: "Studies suggest that the elevated sensitivity to the mania-inducing
effects of sleep loss for women with bipolar disorder cannot be denied and it
could be concluded that sleep loss is a more potent trigger in women who are
already biologically predisposed to the disorder. This not only assists in the
identification of women for whom obstetric staff may need to pay particular
attention to the protection of sleep, but potentially aids with challenging
decisions regarding medication use during the perinatal period."13

110. I believe that Pippa's diagnosis of Puerperal Psychosis after the birth of
her second son was accurate, however the response, treatment decisions and
care provided - or not provided - was inadequate for the reasons I have set out
in this statement. Multiple opportunities to support Pippa and provide her with
specialist treatment at an early stage were missed, and continual transfers

13 https ://biogs. bmi .com/ebn/2023/01 /15/slee p-deprivation-and-its-relationsh i p-with-the-develop men­

of-postpartu m-psychosis/. 
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between units and hospitals only worsened her condition and jeopardised her 
recovery (see further from paragraph 133). 

111. Dr Davidson (expert witness) in his evidence on 8 May 2025 explained
that "evidence shows that the longer someone is in a state of psychosis, the
more harms they will suffer and the more disabilities that will occur, and the
harder that it is to treat. The purpose is to get them to a specialist team as
quickly as possible so they could get access to the best treatment for early
psychosis as soon as possible." It is my view that denying Pippa's requests for
transfer to acute wards delayed her receiving proper treatment, and therefore
will have exacerbated her deterioration.

112. I am not aware of any other medical diagnoses at that time from the
records that I have seen to date.

Medication 

113. I believe that some of the medications which Pippa was prescribed in
2016 to treat her psychosis were inappropriatei Her husband i raised this in November
2016 with the investigating officer from Southern Health Trust, asking "Did she
have the right treatment?" as "she had got better before [after her first child was
born]". Our Mum was also concerned about the prescription of Fluoxetine,
which she stated at that meeting "made her [Pippa] go downhill so fast". The
Southern Health Meeting Transcript shows that the investigating officer stated
that they were committed to finding out more about Pippa's treatment and would
add it to the terms of reference for that internal investigation. However, the final
Southern Health Investigation Report does not consider the appropriateness of
the medication or other treatment administered, and only reproduces a list of
Pippa's medications during her admission at Winchester MBU from her
electronic patient record.

114. In my Opening Statement I also raised concerns, with particular
reference to Fluoxetine which has side effects including inducement of suicidal
thoughts. In an article from The Journal of Emergency Medicine 14 from as far

14 https://www.sciencedirect.com/science/article/abs/pii/0736467994904227. 
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back as 1994, it states: "recent studies have suggested, however, that 

fluoxetine (Prozac) may in fact lead to suicidal behavior because the drug 

appears to adversely affect serotonergic neuronal discharge and induce an 

akathisia-like extrapyramidal reaction. While fluoxetine (Prozac) has a very 

favorable side effect profile compared to the tricyclic antidepressants, it may 

cause akathisin and induce a small subset of patients to consider or attempt 

suicide" [sic]. It does not appear to me that this risk was properly considered by 

prescribing clinicians, or the impact it might have on Pippa's ability to recover. 

This remained the case even when it was clear she was unable to remain safe 

in the community, and was re-admitted several times into inpatient care. 

115. After Pippa was discharged from Staffordshire MBU, she was prescribed

Olanzapine. In her diaries she describes this medication giving her headaches 

and making her feel drowsy and dizzy. Pippa was not, as far as I know, offered 

lithium, which is a tried and tested medication frequently offered on the NHS 15
,

that effectively treats mania, bipolar disorder and can help reduce self-harming 

behaviour. There is evidence to suggest that Olanzapine combined with lithium 

can improve the efficacy in treatment of post-partum patients. A recent case 

study from 2021 states: 'in women with BO [bipolar disorder], the postpartum is 

a particularly critical period. According to a recent meta-analysis, the overall 

postpartum relapse risk is 37% in women with BO but 66% in those who were 

medication-free during pregnancy and lithium is still considered the Gold 

Standard treatment for the BO. It prevents manic, depressive, and mixed 

episodes effectively, with robust evidence, supported by recent both controlled 

and observational studies. Independently of its mood-stabilizing effect, lithium 

has unique anti-suicide and neuroprotective properties. In addition, it is the only 

drug that has been shown to be highly effective for the acute and maintenance 

treatment of postpartum psychosis'16
. This evidence suggests that if Pippa had 

been prescribed medication like lithium during her pregnancy, her chances of 

developing postpartum psychosis could have been significantly reduced. 

15 

16 

https://www.nhs.uk/medicines/lithium/about-lithium/. 

https://scholars.direct/Articles/psychiatry/iptr-3-009.php?iid=psychiatry. 
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be a bed available. You may have to be admitted to a general psychiatric 

ward".20

134. Due to limitations in the data produced to the Inquiry, as acknowledged

at paragraph 182 of the witness statement of Alexandra Green (EPUT), and the 

potential issues with AG2-001 itself, which does not appear to reflect the 

numbers of out of area placements shown in Table 8 of that paragraph 182, it 

is difficult to know how many other patients may also have been transferred 

across the country. However, AG2-001 does show that Pippa, and many other 

patients like her, had to receive out of area care due to capacity issues. The 

impact that lack of local provision has on the welfare of patients should, in my 

opinion, always be taken into consideration when planning treatment and 

transfers. 

135. Winchester MBU acknowledged that Pippa's mood often improved when

she was in close proximity to her home and had contact with her family; in fact, 

this was the main motivation behind sending her home on overnight leave in 

late October 2016. At a meeting in November 2016 held with the investigative 

officer from Southern Health, I inquired as to why there was only the binary 

choice of keeping Pippa as an isolated inpatient many miles away, or 

discharging her home without support. I was not provided with an answer, and 

when my suggestions for other feasible alternatives were omitted from the 

Southern Health Meeting Transcript, I included them in comments, dated 12 

December 2016. These included the possibility of a)i""''"'"'"'istaying overnight on 
l--·-·-·-·-·-·. 

the ward with Pippa and the baby (or nearby), b) a video call home rather than 

overnight leave, c) a home visit from staff to check in on Pippa rather than a 

phone call. No reference to my suggestions was ever included in the Southern 

Health Investigation Report. 

136. Pippa is not here to tell us how her out of area placement affected her,

we can only remember the multiple occasions she begged staff to move her 

closer to her family, even if that meant leaving an MBU environment to move to 

an acute psychiatric ward instead. However, another new mum, Nia, who 

20 https://www.app-network.org/get-help/mother-and-baby-uniU. 
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experienced a similar episode of post-partum psychosis (three years after 

Pippa's death in 2019) shared her story publicly and explains how the distance 

between her home in North Wales and her treatment at an MBU in Manchester 

critically affected her: "I was grateful to have access to an MBU, as it meant 

that I was able to stay with my baby. But the fact that we had to travel two hours 

from home made life really difficult. Each day, my husband was travelling for 

four hours between the hospital and our home, and doing a full-time job in 

between all the travel. The stress he was under was immense. Regardless, 

Tommy continued to visit every day and that's something I am so grateful for 

because, when you're in hospital so far from home, it can feel really isolating 

and lonely. Two hours is a long time when you're in mental health crisis. I did 

make some friends in the MBU, but when you're so far from home it makes 

everything feel ten times harder".21

137. Exhibit AG2-001 appears to show that Pippa was also bounced between

Chelmsford and Nottingham as well as Staffordshire and Winchester, in 

addition to having several periods under the care of the Home Treatment Team. 

I don't know why Pippa was rejected from the Nottingham MBU, or if indeed 

this even happened, or why she was admitted to Winchester rather than 

returned to Staffordshire in October 2016. Whilst it may have been the closest 

bed available to her at the time, the clinicians there did not know her and she 

had to once again adjust to another new environment rather than receiving 

continuity of care. I believe that this multitude of placements and transfers had 

a detrimental impact on her ability to recover, which is demonstrated by her 

rapid deterioration during those short months. 

138. Not only this, as highlighted earlier in my statement (see above from

paragraph 34) the NEPT Care Plan was inadequate in preparing for Pippa's 

transfer to the community. This contravenes paragraph 24.3 NEPT Care 

Programme Approach (CPA) and Non CPA (Standard Care) Policy and 

21 https://www.app-network.org/ourstories/nias-story-i-had-to-travel-many-miles-from-home-to-access­

an-mbu/. 
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Procedure22 of a "current and coherent care plan when they [patients] transfer" 

which includes any changes in need or circumstances and risk factors. 

139. It is also worth highlighting that had Pippa been moved to an acute ward

in Chelmsford, as she requested so many times, she could have seen her family 

on a much more regular basis and at shorter notice, removing the need for her 

to go on home leave in the first place. This is supported by evidence provided 

by Dr Davidson (expert witness) at the hearing on 8 May 2025, who confirmed 

that evidence shows a correlation between out of area inpatient treatment and 

negative impact, such as increased recovery time, increased instances of self­

harm, and even suicide. 

140. In the evidence provided to the Inquiry by Dr Karale (EPUT) regarding

the Inpatient Pathway, reference was made to a Care Coordinator' who has 

responsibility for the oversight of care for any Essex-based patients, even when 

they are transferred out of EPUT services. It is clear that when Pippa was 

receiving her treatment, this role was either not in place or was not functioning 

properly; she was continually discharged and readmitted to various units across 

the country over a matter of weeks, with no oversight on how her overall 

recovery or deterioration in condition was developing. This is at odds with what 

the position should have been, according to Dr Karale: "it must be clinically 

appropriate for a patient to be placed out of area, proportionate to any risk, and 

local responsibility and involvement must be maintained23." 

141. Hearing the evidence provided to the Inquiry at the April 2025 hearings,

it has become evident to me that NHS trusts are under immense pressure to 

get mental health inpatients back into the community as soon as possible. Dr 

Davidson's evidence on 8 May 2025 was that longer periods of inpatient 

treatment do not necessarily lead to better outcomes. This may be true as a 

general point, however I am seriously concerned that this has enabled the 

practice, described by Dr Karale in his oral evidence on 13 May 2025, of 

arbitrarily fixing 'target' discharge dates within four weeks of admission. 

22 See MK-020 of Assessments and Routes to Admission, Exhibits Bundle. 
23 See also NHS England Standard Operating Procedure on Commissioning Specialised Services 2020, 

transcript of 13 May hearing. 
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153. Further, the NICE Guidelines25 discussed on 8 May during the oral

evidence of expert witness Maria Nelligan, highlighted provisions that clinicians

should be working in partnership with people using mental health services and

their families or carers (paragraph 1.1.1 ), and that the patient should be

consulted about if and how they wish for family and carers to be involved in

their care (paragraph 1.1.14 ).

. ·-·-·-·-·-·-. 

154. Yet at no point in the records that I have seen were Pippa or i""""'"'"'!asked
L. __________ ! 

if it would be helpful to have additional support from family members as part of

treatment or discharge planning. It must have been incredibly difficult tori her husband i

to shoulder the responsibility for liaising with clinicians on Pippa's treatment

decisions on his own, whilst holding down a job and taking care of two young

children, knowing that Pippa was hundreds of miles away and in crisis. It seems

highly likely tha�P;pp,sh,sbaad_iwould have been under pressure to argue for what Pippa

told him she wanted, and also to listen to any recommendations that were being

made by the expert clinicians.

155. Even after Pippa died, we had no meaningful opportunities to engage

with the organisations which had been responsible for her care, or those

undertaking investigations into her death (see further from paragraph 166).

Absconsion 

156. I am not aware of Pippa attempting to abscond from inpatient units, but

it is clear to me from her diaries that she was desperate to leave, and masked

her true feelings and even physical ill-health in order to be allowed to do so. As

I have set out above (see paragraph 124), this was not properly taken into

account in risk assessments for her discharge.

157. I have asked the Inquiry in written comments to the CTI papers,

alongside other Core Participants, to reconsider the full definition of

absconsion. The current wording: "any incident or occasion when a person has

been absent from a ward/unit, either expectedly or unexpectedly, in

circumstances where that absence could or should be considered as worrying"25 

Recommendations I Service user experience in adult mental health: improving the experience of care 

for people using adult NHS mental health services I Guidance I NICE. 
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190. With this in mind, I have reflected upon the treatment that Pippa received

and request that the Inquiry consider making the following proposed 

recommendations. If protocols are already in place implementing the 

recommendations, or following their introduction, the Department for Health 

and Social Care should monitor their fulfilment.26

Recommendations 

191. While I understand this is outside the scope of this Inquiry, I believe that

the issues addressed in my statement and recommendations below are 

systemic and affect trusts outside of Essex. I ask the Inquiry to recommend a 

national investigation into these failures across NHS trusts in England. 

Training and specialist provision 

i. A specialist midwifery team in Essex is assigned to high-risk mental health

patients during their pregnancy, to put in place individualised preventative

measures, birth planning and post-natal care.

ii. Preventative pharmaceutical interventions are offered to pregnant patients with

a history of bipolar disorder and/or post-natal depression throughout the

pregnancy period.

iii. Psychiatric liaison nurses are present in Emergency Departments and

maternity wards at all times, and that on admission, high-risk patients are

provided with a psychiatric assessment as standard within a specified period

after arrival.

iv. Trigger lists are included on all mental health patient hard-copy and digital notes

as standard, so that clinicians and support staff on acute wards recognise early

indicators of crises and red flags specific to each patient.

v. Patients who have presented with psychosis or mania are offered the

assistance of an advocate, or other specialist such as a Care Coordinator, to

26 See for example in relation to the Covid-19 Inquiry Recommendation Monitoring - UK Covid-19 

l.D.9.!!lr:Y. 
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