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Draft Statement of Approach

Investigating illustrative cases of those who have died

Introduction

1. The Lampard Inquiry’s Terms of Reference [TOR] require it to “investigate the
circumstances surrounding the deaths of mental health inpatients under the
care of NHS Trust(s) in Essex.. between 1 January 2000 and 31 December
2023" grony

2. The Explanatory Note in relation to scopé, which was published at the same
tlme as and accompanies the Inquiry‘s TOR states fhat "[t]he Chair is minded

investigated in detail in order to drqw wider conclusions”,

3. In his Opening Statement at the Sebtémber 2024 Hearing,”Counsel to the
Inquiry explained that th;s approach would provide a sensible and
proportionate way forward, and indicated that the Inquiry would be looking
into the deaths of all those vvhose families and frlends had been granted Core
Participant status, to the extent possible and appropriate.! The Inquiry intends
to do so, analysmg each case to the extent that is necessary and proportionate

to enable the Chair tcs make recommemdatlons for change in relation to

4. Thisdraft statement of approach sets out

e the factors the Inqurry mtends to consider in order to select cases for

____investigation; ‘ v

e howitwillidentify and explore the issues and themes raised by those cases
in accordance with its TOR;

e how the Inquiry WlII approach the gathering and testing of factual
evidence; and '

e how famt?tes prowders and other agencies can engage with the Inquiry’s
|nvest|gat|0hs

5. This draft statement of approach does not address the approach to the
evidence of Core Participants with lived experience of inpatient mental
healthcare in Essex during the relevant period.

6. The cases of those who have died which fall into the Inquiry's sample will be
known as the ‘illustrative cases'.

' Opening Staternent of CT1 at the Septemiber 2004 Hegring, 2 September 2024, p.29.

INQY013271_0001



INVESTIGATING  THE
MENTALHEALTH | L A M P A R {’)
DEATHS INESSEX | 1NQU!

7. All illustrative cases will be investigated in accordance with the Chair's
statutory duties and relevant Inquiry protocols. Notwithstanding the
principles set out below, there may be occasions where the Chair, in exercising
her discretion, departs from this proposed approach.

Inquiry approach to the selection of illustrative cases

8. Inorder to explore issues and themes relevant to its TOR, the Inquiry intends
to consider the following factors when selecting illustrative cases:

a. The extent to which any illustrative case provides evidence necessary
for the Chair to meet her TOR; .

b. The representation of care by relevant trusts and providers, across the
period under investigation; ‘

c. The representation of a range of patients, takmg into consideration
factors such as mental health condition and presentation, the location
and type of unit at which care was received, age, other protected
characteristics and any co-occurting needs (such as physmal health
conditions and neurodlvergence) and

d. The representation of i issues that have been raised by families in their
accounts and/or identified bythe Chalrwn:hm her discretion as relevant
to the InqwrysTOR ' ~

9. Having regard to these' factors, the Inquiry has provisionally identified the
following categones of case to form part of its sample of illustrative cases for
further investigation:

a. Cases where a famllyv_m»ember or friend has been granted Core

______ Participant status in respect of sormeone who has died;
b EPUT (and its predecessor trusts) and NELFT cases where CAMHS

_ patients have died;

c. Cases which formed part of the 2021 EPUT prosecution by the Health and
Safety Executive (HSE); '

d. Cases involving an Essex-based mental health inpatient care provider
and a neglect finding at an inquest in relation to acts / omissions of that
provider regarding mental health inpatient care;

e. Cases involving an Essex-based mental health care provider where a
Coroner issued a Prevention of Future Deaths report to that provider
regarding mental health inpatient care; and

f.  Such other cases as the Chair considers, in her discretion and with regard
to section 17(3) of the Inquiries Act 2005, ought to be included [TORS,
TORE).

10. It should be noted that in addition to f. the Chair, in her discretion, may add or
remove a case from the sample, should she consider it appropriate to do so.
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1. At present, the Inquiry proposes to examine around 140 deaths as part of the
illustrative case sample.

12. The Inquiry appreciates that many of those who died had long and varied
engagement with mental health inpatient services and with other healthcare
providers and services, which may extend beyond the matters which the
Inquiry has been established to investigate. In respect of each of the illustrative
cases, the Inquiry’'s focus will be on matters which fall within its TOR.

Overarching approach to investigations

13. A dedicated team within the Inquiry has been established to gather and
review materials in relation to the |IIustrat|ve cases (the Inquiry’'s Investigation
Team) dan :

14. As is set out in further detail below, where there have been comprehensive
previous investigations into clinical failings or related issues, the Ith|ry does
not intend to rehearse or remvestlgate these matters2 .

15. Where there have been fihdii'hgs"Of admissi0hs ‘Of‘failihgs in other proceedings,
such ascriminal, civil, inquests and/or regulatory proceedings, the Inquiry does
not intend to re-open or re-examine these unless there are compelling reasons
to do so, or thé:Chaif’W‘!t_hih her dié‘creti:o;ri Cthiders it appropriate.

16. The Inquiry proposes to approach |Hustrat|ve cases by building upon previous
lhvestlgatlons and consxdermg What further ewdence may aSS|st the Chalr to

mveshgatnons lt may re examine ' matters where previous processes lacked
systemlc scope or mdepehdehce

17. At ap'propriate times 'du:rihg thé Inquiry’s investigation of illustrative cases, the
Inquiry will liaise with families, key stakeholders and others (at the discretion
of the Investigation Team) as to further investigative steps. However, decisions
in this regard will ultimately be for the Chair within her discretion.

18. The Inquiry recognises that where there have been inquests or other relevant
earlier proceedings, there may have been limits as to their scope and breadth.
This means that broader systemic issues across illustrative cases, providers,
and periods of time may not have been previously or adequately considered.

19. In these circumstances, the Inquiry intends to focus on these systemic issues.
In so doing, the Inquiry proposes to explore systemic accountability for any

2 For example, by way of an Article 2 inquest which resulted in a narrative conclusion.
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failings identified across the relevant period and the extent to which the issues
have either been remedied or repeated.

20.The Inquiry may also consider the extent to which providers have acted
defensively and/or with candour in dealing with families in these cases.

21. Each illustrative case will contain its own unique facts and features. As such,
the Inquiry intends to adopt a flexible approach to its investigations. The
nature, extent and focus are likely to depend on a variety of factors, including
the availability of material, specific areas of concern identified by the family or
by others, and in particular the extent to which the Chair considers further
detailed investigation is necessary in order tqrﬁheet the TOR.

22.In line with the principles set out below, the Inquiry proposes to seek within its
initial phase of investigation the foHowmg ewdence if not already in its
possession, in respect of the lllustratz\/e cases: ‘

a. Records of Inquest and/or death certificates;

b. Prevention of Future Death reports (if made) and any responses

c. Evidence of the relevant provider's approach to Prevention of Future
Death reports, mcludmg in cases vvhere a report was uIt|mater not
issued; .

d. Post death mvest;gatlom mciudmg, but not necessarily limited to,
internal investigations conducted or commlsslc_med by providers, and
reports from external investigators or oversight bodies (including the
police and the HSE), This will generally include seeking the provider's
response to.any repo’fts and/or any complaints from families; and

e. Any relevant matenal or adm|55|ons of liability in respect of civil claims.

23. lf'isproposed that ta*rgéted requests fo'r materials will then be made, where
necessary and proportionate, to examine issues relevant to the Inquiry’s TOR,
This | may include, but is not limited to, requests for the following:

a. fFocused extracts of mlelduaI medical records;

b. Relevant pohmes and procedures,

C. Wlthess statements given in previous judicial, inquest or regulatory
proceedlngs and/or

d. Expert reports relied upon in claims or previous proceedings.

24.The Inquiry intends to consult its Independent Assessors, where necessary.
Approach to previous investigations and findings

25. The Inquiry proposes to review previous investigations and findings including,
but not limited to:
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a. Ingquest conclusions and findings, considering formal Records of
Inquest and matters of concern identified and subject to Prevention of
Future Death reports;

b. Criminal proceedings resulting in conviction, such as the HSE
prosecutions of EPUT;

c. Civil proceedings and settlements;

d. Internal and external reports (such as Serious Incident or Patient Safety
Incident Reports) conducted or commissioned by relevant providers;
and

e. Findings from regulatory and oversight bodies, such as the Heath and
Care Professions Council (HCPC), Nursing: and Midwifery Counsel (NMC),
General Medical Council (GMC), Parllamentary and Health Service
Ombudsman (PHSO), Local Government and Social Care Ombudsman
(LGSCO) and the Care Quality Cc_)mmlssmn (CQC).

26. As part of this review, the Inquiry inv,té‘nids to prepare a ‘Case Summary' for each
illustrative case. This will sumrh-aris_e family witness Vi_st;:atements where
provided, any previous investigations and findings, and identify further key
evidence. It will be disclosed in accordance ;thh; the process set out below.

27.The purpose of the Case Sumrnaty is to identify relevant matters for the
Inquiry’s consideration and to establish whether (and the extent to which)
those matters are, or are likely to be, subject to factual dispute. It will also
identify any potenttai crltlmsms of mdl\/lduals or organisations at an early
stage. , y .

28. Where there have been findings of fact in previous proceedings, the Inquiry
does not intend to challenge these, unless there are compelling reasons to do
so. This would not prevent further exploration of issues identified in any such
ﬁndmgs or the explorann of new concerns. However, the Inquiry is not able
by' Iaw to determine questlor}s of civil or criminal liability.

29.The vvay inwhich the Inquury will use each of the above materials is discussed
in further detall belovv

Inquest proceedings =

30.1t is proposed that findings in a Record of Inquest will generally not be re-
examined by the Inquiry, unless there are compelling reasons to do so; such as
the emergence of new and cogent evidence not previously before the Coroner,
or where there is other evidence which suggests that the evidence presented
at the inquest was unreliable.

31. However, the Inquiry will not necessarily be limited by findings reached by a
coroner or a jury. There may be cases where findings set out within a Record

5
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of Inquest do not fully reflect the circumstances of the case; for example,
where the Record of Inquest records either simply ‘suicide’ or the factual
mechanics of death, without comment on any failings in care. The Inquiry may
carry out its own assessment of those matters. In this way, the Inquiry will not
be limited by any previous inquest findings.

32. It is proposed that a similar approach will generally be followed in respect of
concerns subject to Prevention of Future Death reports.

33. There may be cases where it is clear to the Inquiry that a coroner or a jury has
not been able to examine adequately, or determlne particular issues in
relation to one of the illustrative cases; this may be because the case was
looked at in isolation. Where applicable; the Inquiry intends to consider
systemic issues which have not been explared in a particular illustrative case.

34.The Inquiry recognises that there are cases where families have raised
concerns about the effectivenesé-a_nd adequacy of corcv‘)_hj:a‘l investigations.
Where concerns as to the adequacy of inquest findings are raised, it is
proposed that these will be.considered on a gése-by—case basis. o

Criminal proceedings

35.The underlymg‘faét-uélz basis outlined i\n:cﬁimih;al proéeédings will generally be
relied upon by the Inquiry when considering the circumstances of deaths that
were subject to prosecutions. ‘

36.1n'a number of cases, the Inquiry is aware that there have been civil claims,
admss&ons of civil hablhty by prowders or settlements in relation to alleged
failures in care. '

37. Where a cla'ifrhfhas irzji;flfdded or sought to rely on expert evidence, the Inquiry
proposes to obtain that expert evidence. The Inquiry further proposes to rely
on admitted or proven failings, unless there are compelling reasons not to do
so.

Internal and external reports (such as Serious Incident or Patient Safety Incident
Reports) conducted or commissioned by relevant providers

38.In the majority of illustrative cases, the provider will have conducted or
commissioned some form of investigation. From its initial review of the
illustrative cases, and the evidence from family witnhesses, the Inquiry has

6
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noted that these investigations vary significantly in detail, quality and
impartiality. Further, there are a number of cases where the findings of an
internal investigation have been challenged by the family and/or have been
inconsistent with findings made by external investigators, or coroners.

39. It is proposed that the extent to which matters contained within these reports
can be relied upon will be addressed on a case-by-case basis and regard will
be had to any other external and/or independent reports in determining this.

Findings from regulatory and oversight bodies

40.The Inquiry intends to consider findings m_;adé by regulatory and oversight
bodies, such as the CQC during its inspections of relevant providers. The value
of these reports may vary dependingbn their timing and the location which
has been assessed. Reliance may: therefore be con51dered on a case-by-case
basis. i,

41. There may also be cases where disciplinary findings have been made by
healthcare professional regulators, such as the HCPC, NMC or GMC. Here,
where findings have been made in accordance with the principles and rules
of civil evidence and on the balance of probabilities, the Inquiry intends to
generally rely on these in the same vvay as fmdmgs from an inquest or civil
proceedmgs .

42.To the extent necessary, mvesUgattons by the PHSO and LGSCO may also be
con51dered

Expert evidence

43, Where sthe‘re have been aIIeged or established failings in care and/or clinical
conduct, it is proposed that consideration will be given to the scope and
nature of any expert opmlon evidence that may be required.

44 Potential previous fmdlngs that may be relied on are detailed above, but may
include those of a coroner or jury, the civil courts, the CQC, and findings from
professional healthcare regulators (particularly in respect of individual staff).

45, In deciding whether expert evidence should be obtained by the Inquiry in
respect of the illustrative cases, the Inquiry intends to take the following
approach:

a. Cases will be grouped together by relevant issue, as ‘clusters’, in
accordance with the principles set out below;
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b. An assessment will be made of whether the relevant issue within that
cluster falls within the scope of, and requires, expert evidence;

c. An assessment will be made as to whether previous investigations or
findings of fact can be relied upon to form the basis upon which any
expert evidence or assessment can be obtained;

d. An assessment will be made as to the extent of any previous expert
evidence and its reliability (in particular whether it has formed the
basis of any previous findings in respect of care); and

e. Where there are gapsin the expert evidence, the Inquiry will consider
instructing a suitably qualified expert to prowde evidence as to the
relevant standards and any failings in respect of that cluster.

40. The Inquiry will follow the process set out m |ts Protocol on the Role and
instruction of Experts when seeking to. obtam any eXpert evidence in respect
of the cases and/or issues under mvesttgatlon

Clustering of cases by themes and issUes'and further investigatign

47.0nce sufficient initial evidence has been obtained, the Inquiry proposes to link
and group illustrative cases together by common themes and issues. The
grouping will be at the dlscretxon of the Cha|r Each group will be known as a
‘cluster’ ofcases . ;

48.The inclusion of a case in one particular cluster will not prevent it being
considered in respect of another :
49, On'ée‘ 'cases are in thelr prOV|éiOhal clusters the Inquiry proposes to:
___a. Focuson, |dentn°ymg systemic issues across those illustrative cases;
b Assess  compliance with andfor responses to previous
‘: b recommehdations and Prevention of Future Death reports;
c. Consider whether any further evidence is required from providers
and/or individual witnesses in respect of key issues;
d. Assess the need for expert evidence to comment on potential failings
in care {as above); and
e. Identify relevant provider and/or other third-party (including
regulatory) witnesses with whom issues relating to accountability can
be examined. The Inquiry will seek to use illustrative cases to explore
the operation of systems, policies and procedures. Such witnesses will
therefore likely include senior staff members, such as medical
directors from within the Trusts and those responsible for overseeing
internal investigations.

50.The need for further evidence will then be considered on a cluster-wide basis.
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Disclosure and engagement with Core Participants and third parties

51. The Inquiry recognises the importance and value of input from bereaved
families in relation to the Inquiry's investigative process. It is for this reason that
the Chair directed that evidence be obtained from families at an early stage
about their concerns in respect of the care received by their family member.
This evidence has helped the Inquiry identify key areas of concern and focus
its work. It is, however, also important that the Inquiry maintains its
independence. The Inquiry intends to take the following approach to
disclosure and engagement in respect of the illustrative case sample:

a. Those who form part of the factual nexus of an illustrative case - either
as a family member, provider or outsi’defagency - will be provided with
a copy of the initial Case Summary prepared by the Inquiry, along with
copies of relevant documents referred to within that summary (where
appropriate, necessary and proportionate in line with TOR 10 and the
Inquiry's Pri v’df Y mfo m au@m E’\ fmm) ona conﬂdentlal basis. They will

on particular issues, such as Whether there are any factual
inaccuracies and/or areas for further exploratlon
b. Should families, provxders or any Gut5|de agency wish to provide
further relevant documents to the Inqutry, these should be identified
and the purpose for. proposmg to provxde them explained in the
return of the above form. The Inquiry will then consider what further
evidence ought to be obtained, from whom, and make the
appropriate requests. Case Summaries may be updated, and again
disclosed to those involved.
€. Once the Inquiry has finalised any Case Summary, taking into
-~ accountstepsa.and b. above that Case Summary will be disclosed to
both the family, providers and/or outside agencies who are factually
connected to the gase and Core Participants whose cases are
_.proposed to form part of each cluster. Disclosure of underlying
~ documents relevant to the Case Summary to Core Participants within
each cluster will take place where appropriate, necessary and
proportionate in line with TORI0, any views expressed by the family
and the Inquiry's Privacy Information Notice. Again, this will be done
confidentially.

Next steps

52. This strategy will be kept under review.

53. The manner in which illustrative cases are investigated will also be kept under
review and may vary according to each cluster or case.
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54, Whilst the Inquiry will generally seek to publish Case Summaries and to take
account of their contents in reaching any findings of fact and
recommendations in any report, not all illustrative cases or clusters will be
subject to further oral evidence and/or hearings.

55. Further updates will be provided in due course.

Conclusion

56. The Inquiry is aware of the importance and . rgency of its task. This draft

statement of approach therefore sets out g process that, whilst being

OR to be met (and for

10
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