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CLOSING STATEMENT OF COUNSEL TO THE INQUIRY
Arundel House, 23 July 2026

1. Chair, that evidence brings us to the conclusion of this public hearing. 

2. On behalf of the Inquiry Team, may I say once again how grateful we are to those witnesses who have come before you to give evidence at this hearing.

3. Before we close these proceedings today, I would like to reflect on that evidence and the recurring themes which have emerged across witnesses, organisations and documentary material during this hearing.

4. Chair, whilst the Inquiry’s investigations are rooted in Essex, the issues explored during this hearing may reach well beyond one county or one provider. The evidence has engaged questions which resonate across mental health inpatient services nationally: how patients and families are heard; how staff are supported to deliver safe therapeutic care; how organisations learn from harm; and how innovation and technology should be deployed safely. That broader perspective is reflected in your Terms of Reference. 

Bereaved Families

5. We offer particular thanks again to those Bereaved Families who felt able to come forward to share with us their experiences and their suggested recommendations for change. We thank them for their courage and their clarity in doing so.

6. Echoing the evidence of other Families who we have heard from, Lynne Breaker-Rolfe spoke of not being listened to, and of being excluded almost entirely from decisions in relation to her husband Roy’s assessments, care, treatment and discharge. She described being prevented in effect, from explaining to clinicians in clear terms what she knew - that Roy presented a continuing danger to himself - because she was not afforded the opportunity to speak to clinicians separately, away from him. Lynne told us about the crucial window of time in which her husband’s symptoms of psychosis would have been clear for all to see, but the window was missed, which allowed him to mask, to tell those assessing him that all was well, to be sent away and for the cycle to repeat itself.

7. Lynne said this, “I could have done with some help. I do understand that Roy's mental health problems may not have been solvable, but they might have been able to help him to live a longer life, and normally... just to listen and try and help”. 

8. Two bereaved mothers, Lisa Wolff and Victoria Sebastian, gave harrowing evidence of their long and dedicated efforts to secure appropriate care and treatment for their daughters. They spoke of fundamental, enduring failures by the Trust and its systems and staff to recognise autism, to understand its impact on their daughters, and to shape care and treatment accordingly. Lisa Wolff described her urgent concerns being ignored, dismissed and laughed at by those responsible for her daughter’s care, with complete denials from staff that any diagnosis of autism had even been made, despite Abbigail’s diagnosis being there in the records to be seen. 

9. We heard of instances of bullying and violence towards both Abbigail Smith and Elise Sebastian on the ward; restrictive practices on CAMHS units that appeared to reinforce or worsen cycles of self-harm; failures in observation, falsification of records and wholly inadequate risk assessments; safeguarding failures; failures in basic record-keeping and the prescription of medication; unexpected periods of leave or discharge; and an absence of advice or guidance or support to those in the patient’s home. Lisa Wolff and Victoria Sebastian also added their voices to the Families who have given evidence before them, describing how no one listened to them, and their repeatedly expressed fears that their daughters were unsafe. 

Staff

10. Much of what was said by those Families was also echoed in the evidence given by members of staff over the first two weeks of this hearing.  We began to see and hear the duty of candour emerge, with many staff sharing their concerns openly and unreservedly. We also thank those members of staff who came here and provided detailed and candid evidence. The Inquiry does not underestimate the challenge of being asked to provide evidence to you, Chair, in the context of a public inquiry. 

11. The Inquiry heard from staff both past and present, working across a range of roles and levels of seniority: a Healthcare Assistant [‘HCA’]; an undercover HCA; ward staff; ward managers; clinical leads and two retired senior nurses. Whilst each witness spoke from their own experience, there was notable consistency in many of the themes that emerged. Those themes included the following:

a. Minimal family engagement; a number of the staff accounts reflected the families’ experiences. Stuart Ayris candidly explained how it was only years later, when working in a community role, that he realised how little families had been involved in the care provided during his time at the Linden Centre. He told you that staff had only been getting “half" or “two thirds” of the picture. Furthermore, whilst Chloe Cawston stated that she was now very passionate around engaging families, she acknowledged that as a trust, EPUT “hadn’t always done [their] best in terms of engaging with family”. Louise Borton agreed that owing to “staffing pressures”, it was not always routine practice to involve patients and carers in risk assessments.

b. It was particularly striking that all staff witnesses spoke of staffing pressures; understaffing principally, with failures to ensure an appropriate skill mix on the ward at any given time, and with heavy reliance on bank and/or agency staff, which was described by Louise Borton as resulting in a “very challenging environment to work in”. Brian O’Donnell explained that it was not possible to raise concerns about staffing levels, even when things “weren’t safe”. The response would be “we can’t get more staff. You need to get on with it”. Zoe Bunting considered that staffing levels had influenced decisions such as observation levels. 

c. Staffing pressures also resulted in lack of therapeutic engagement with patients according to Beverley Switzer, who gave evidence that patients would be upset if there were not activities, “so we'd try [she said] as healthcare assistants, to put something else in place. But obviously with shortage of staff and everything, it's not always possible to give them that engagement in that way”. A number of the staff witnesses spoke to the tension between operational pressures and therapeutic engagement, especially when undertaking observations. Louise Borton considered that “staff understanding of trauma-informed care” had been “really poor” until around 2023, and whilst there was now a greater focus on therapeutic engagement, previously it had been about keeping people alive. 

d. We heard of concerns reported in relation to inconsistency and/or a lack of support for staff from managers and senior leadership, with an effect on ward culture. Dawn Low told us about what she perceived to be a “severe lack of leadership and support”, describing the working environment for staff as “absolute chaos”. Ian Arthur described senior management at one stage as “remote and disengaged” with Stuart Ayris describing his experience of management throughout his time at NEPT and EPUT as "conflict-driven", "arrogant" and "aggressive".

e. It was also a common theme across the staff evidence that those who spoke up felt management had suppressed their concerns. Stuart Ayris considered that his career had been impacted as a result of the concerns he had raised in the mid to late 2000s, ultimately being accused of putting patients at risk and being moved to another role, he said. Particularly concerning was the similarity between accounts separated by almost two decades, when we heard Brian O’Donnell describe a similar sense of being treated like a “troublemaker” 20 years later, also for raising concerns, and whilst Zoe Bunting felt well supported by her Service Manager, she did not “have confidence that actually, if [her] service manager spoke to the Matron, that that would actually have the desired effect. In fact [she said] I think it probably could have made my life a little bit more uncomfortable”.

f. This was part of a picture, according to Stuart Ayris and Brian O’Donnell, whereby EPUT and its predecessor trusts were focused on perception and statistics – and, “very worried about their reputation” - blaming individuals for systemic issues and moving them on, reflecting a general lack of care, understanding and compassion. Several witnesses described what they perceived to be an organisational focus on performance metrics and reputation at the expense of openness, learning and improvement.

g. Staff witnesses acknowledged deficiencies with record-keeping - particularly around observations; with Louise Borton being “aware that there were concerns about recording of observations within the Trust, about observations being recorded after the time that had been sort of time stamped, I guess, when you were writing them”. Chole Cawston also conceded that “when we've had vacancies across the wards, inpatient in particular, you can see that that does have a knock-on effect on the clinical records being updated in a timely manner. And then I guess, as well, thinking about clinical demand at the time…

Q. What about things like copying and pasting? 
A. Yeah, so I have witnessed copy and pasting and I've seen that in care plans” 


h. All witnesses spoke to problems with observations more generally and some raised concerns about, and challenges with, use of technology. Brian O’Donnell talked of difficulties with observations, missed observations and risk management – highlighting the practical impossibility, on occasions, of checking on all patients at the level set for those patients within the allocated time. 

i. In relation to Oxevision, Zoe Bunting referenced a complete lack of training before it was implemented in the pilot phase, so “she familiarised herself” with the system by speaking to colleagues. Chloe Cawston had some positive remarks to make in relation to the use of Oxevision; “I think in terms of monitoring the physical health care it's good and also in terms of supporting with monitoring the sleep patterns, it's good (…) obviously the limits would be potentially when staff have misused Oxehealth” but agreed that “it shouldn't be a replacement for the in-person checks”. Whilst Brian O’Donnell appeared to be in favour of at least some use of Oxevision, Zoe Bunting stated that her “personal view” was that “benefits are minimal”. She considered the only clear benefit was that “it reduces the scope for retrospective entry of documentation”, but considered it was “directly contrary” to the principle of least restrictive practice and “intrusive”. Evidence echoed by Louise Borton. Some of the evidence we heard suggested a disconnect between the intended purpose of Oxevision, and what it was actually used for on the ground; often owing to staff lack of knowledge and understanding of the system. Dawn Low was not aware of what it was until she had done a number of shifts: “I think they were just carrying on and ignoring it. I didn't even -- it was -- the noise was constant, so there was no -- there was no reference to "The Oxevision's activated, we need to go and check on the patient". Beverley Switzer also explained that the only training she received on Oxevision was in the form of another HCA showing her how the system worked. She did not recall ever being provided with a copy of the Trust’s Standard Operating Procedure. She confirmed that she used the system to undertake Level 2 observations, including those that she was required to undertake in relation to Adam Steel. A recurring theme throughout the evidence was that technology cannot remedy deficiencies in staffing, supervision, training, or therapeutic engagement.

j. In relation to substance use, we heard from Stuart Ayris that “People were just referred to as "an alcoholic" or "a druggie" or whatever. No thought was put into how that person came -- why that person takes that amount of alcohol, why that person takes that amount of drugs and the trauma that may have led to that”. There have long been deficiencies in the treatment of those with drug and alcohol dependency it would appear, described by Louise Borton as a “fragmented” approach at discharge, with care and treatment outsourced to other organisations.

k. Finally Chair, the staff evidence gave rise to questions of whether senior management and governance processes at EPUT facilitate candour and learning or whether instead they represent defensive and bureaucratic systems focused on protecting organisational reputational risk. Louise Borton expressed her concerns about learning not being shared more widely; ‘I think it's such a huge organisation. There are so many staff that need information to be cascaded to. I don't think there's effective means to share that learning. Yeah. I think it's a huge organisation. I don't know whether we've got the oversight to ensure that learning is embedded consistently across the organisation”. Brian O’Donnell explained how only last week he had been with the CQC when they had identified Datixes from which there could be learning, but he said, they are often seen “as a bit of a chore” and there are often “missed opportunities for learning” as a result.

l. Separately, the Inquiry listened with concern to the issues raised by Brian O’Donnell with regards to EPUT’s current approach to Datix reports and the 4000 reports that Brian O’Donnell was asked to deal with. I can confirm Chair, that this evidence will form an important strand of the Inquiry’s ongoing investigations into incident reporting, organisational learning and governance at the Trust, and will inform the Inquiry’s review of how concerns are being addressed and lessons being learned.  

12. Taken together, the staff evidence did not simply describe individual incidents or isolated operational difficulties. Rather, it identified recurring themes relating to staffing, culture, record-keeping, governance, speaking up, family involvement and organisational learning. Whether those themes ultimately translate into systemic failings will be a matter for your conclusions at the end of the Inquiry. They nevertheless represent important lines of investigation which fall squarely within your Terms of Reference and which the Inquiry will continue to examine. 

EPUT

13. Chair, at the start of this July hearing you heard evidence from Paul Scott, EPUT’s former CEO, and Loy Lobo, EPUT’s Acting Chair of the Board of Directors. They spoke about EPUT’s failure to engage adequately with the Inquiry over a sustained period of time.

14. Admissions as to those failures to engage were made by EPUT within their written position statement, and by both Mr Scott and Mr Lobo in their oral evidence.

15. Mr Scott accepted that EPUT’s actions had delayed the work of the Inquiry and interfered with the Inquiry’s plans for work, including progress of its investigative work and hearings. He accepted that EPUT should have informed the Inquiry sooner when deadlines were in jeopardy and often fell short in this regard. He accepted that EPUT made an error in not setting themselves up better at the outset to support the Inquiry. He further accepted that confidence now needs to be rebuilt between EPUT, the Inquiry and bereaved families.

16. Mr Scott went on to give many assurances to you, Chair: an assurance that Inquiry deadlines will not be missed without prior agreement of the Inquiry; an assurance that EPUT will make resources available to the Inquiry Team as there is no financial bar to engagement; an assurance that EPUT’s Inquiry Project Team is now sufficiently resourced to deal with anticipated increased demand in relation to evidential requests; an assurance that EPUT can now meet the deadlines set by the Inquiry and serve the Inquiry’s needs; an assurance of strong confidence that EPUT will respond to the Inquiry’s requests for evidence within a reasonable timeframe, as requested by the Inquiry.

17. Mr Scott caveated his assurances; he stated that the new processes and systems need constant attention and testing to ensure demands can be met in the future and suggested an external audit to test the new system. On behalf of the Board, Mr Lobo adopted the evidence of Mr Scott in its entirety (written and oral).  

18. Chair, as I stated at the outset of this hearing, a lot of this work takes place in the background, away from the public eye. This has also been the position throughout this hearing. Unfortunately Chair, in recently received correspondence, EPUT have once again indicated that they will not meet an Inquiry deadline. Whilst the Inquiry acknowledges the transparency in communication, you have been concerned again about further delay, and you determined last Friday that it was necessary to issue a further section 21 notice to EPUT to secure important evidence by the proposed revised deadline.

19. In order to undertake our investigations thoroughly Chair, we need information to be shared with us promptly by all material providers. The Inquiry hopes these latest challenges reflect only that EPUT’s new processes and systems referred to by Paul Scott are still at their early stage of implementation and are not indicative of wider ongoing compliance issues. 

Emerging Topics and Forward Look to October 

Resuscitation
20. Chair, this week the Inquiry turned its attention to the topics you consider require more immediate attention, on the basis that there may be issues relating to the safety of current patients. We will return to these topics at the Inquiry’s hearing in October, following which you will consider whether there is an evidential basis for you to make any interim recommendations in either subject. 

21. On Monday, having already heard evidence from Bereaved Families and Staff on this topic, we heard evidence in relation to the provision of emergency response and resuscitation on mental health inpatient units. We learned that there are significant challenges in responding to the type of emergencies that arise in mental health inpatient units, and that the window of opportunity to improve outcomes is small. We learned how important it is for those who may be first on the scene to be equipped with the right skills and resources to identify and deal with the situation as they find it. We also learned how clarity in process and systems are key. The evidence reinforced that mental health settings present distinct clinical challenges which demand systems specifically designed for those environments rather than assumptions imported from acute healthcare.

22. In respect of this topic Chair, the Inquiry intends to obtain focused assistance in relation to the issues surrounding resuscitation in special circumstances, whilst also exploring the reality of the day-to-day workings and challenges of present-day mental health units. We will explore the evidence from EPUT and other providers, relating to emergency response and resuscitation on their wards. 

Observations and the Use of Technology
23.  Chair, this hearing has demonstrated one of the strengths of this Inquiry’s approach. Whilst our focus remains firmly upon events in Essex, we have deliberately tested that evidence against experience elsewhere. That is why you have heard from providers beyond Essex, from independent experts and from leading statisticians. Their evidence assists not only in understanding what happened historically, but also in identifying what safe mental health inpatient care should look like today and in the future. 

24. Importantly, the evidence from other Trusts in relation to observations and the use of technology, demonstrated that there is no settled national consensus regarding the deployment of vision-based patient monitoring systems. Different organisations, considering similar technology, have legitimately reached different conclusions. That diversity of practice reinforces the importance of the careful evidence-led approach this Inquiry has adopted before reaching any conclusions or recommendations. 

25. We have heard further important evidence about observations on mental health units, and, at some points, highly technical evidence about the use of technology to undertake those observations. This has involved focusing once again, on the use of Oxevision. 

26. On Tuesday we heard from two Trusts outside of Essex who had both trialled Oxevision but had come to different decisions as to its deployment. If used correctly at Tees, Esk and Wear Valleys NHS Foundation Trust [‘TEWV’], it has a narrow stated remit; measuring vital signs at night and issuing various alerts. Monthly Usage Reports in 2024 revealed that Oxevision was also being used in the day however, although, Ms Devanney stated that we would not see that sort of data now. We learned that the TEWV consent model is ‘opt out’ but that patient decisions can be overridden by the MDT. TEWV are currently undertaking a review of Oxevision, during which all options will be considered – including the possibility of not using Oxevision at all. 

27. In contrast, having piloted Oxevision, Leicestershire Partnership NHS Trust’s [‘LPT’] decision ultimately was not to deploy Oxevision on the grounds that the evidence base was not there, and because LPT was already using alternative technology, addressing certain areas covered by Oxevision

28. Chair, yesterday you heard a day of evidence from Jill Archibald, a Consultant Nurse who assisted you as an expert witness. Ms Archibald has provided the Inquiry with her report entitled ‘Observation and Engagement and the Use of Vision-Based Monitoring.’

29. Ms Archibald’s view was that “ultimately, observations are most effective when they remain human, relational, and patient centred, rather than becoming purely procedural or surveillance based”. “Observations can and do save lives, but it really does boil down to the quality of them and the relationship that you have with the patient”.

30. Ms Archibald went on to say that she welcomed assistive technology.  “My experience of Oxevision in practice, is that for it to be effective, you almost have to put Oxevision on observations.  So somebody is assigned to have that portable device that would alert.  So that member of staff has to respond to those alerts.  So in my experience, it's not saved time. It's added an extra layer of work on, but what it has done is give us an insight into what is going on inside patients' bedrooms when we're not there.  That is what it has given, but you've got to balance - is that absolutely necessary.”

31. Ms Archibald has made 5 recommendations to the Inquiry within her report in relation to the use of Oxevision on inpatient wards:
a. The use of Oxevision should be clinically justified, appropriate and consent based;
b. Staff access should be individually logged and auditable;
c. There should be clear national standards on the minimum response to VBT and VBPMS alerts;
d. Audits should include patient and family experience;
e. Observations Engagement and VBPMS training should be face to face and competency based.

32. Ms Archibald confirmed during her oral evidence that she cannot see a direct link between the use of Oxevision technology and an improvement in care for any of the patients within the illustrative cases that she has reviewed.

33. Finally Chair, we heard today from Professor Christl Donnelly and Dr Maria Christodoulou, the Inquiry’s Expert Health Statisticians who together provided their opinion on the evidence base in support, or otherwise, for the use of Oxevision on mental health inpatient units. In summary, Professor Donnelly and Dr Christodoulou concluded that the current evidence provides “only limited and cautious support” for the use of Oxevision and related VBPMS in mental health inpatient settings. The evidence available suggests that the technology is technically feasible and may have potential operational applications, but it does not provide strong independent support for clinical effectiveness, improved patient safety, acceptability or cost effectiveness in mental health inpatient settings. Professor Donnelly and Dr Christodoulou are of the view that further independent, randomised, and adequately controlled research would need to be undertaken before any stronger conclusions could be drawn.

34. Taken together, the expert evidence has provided the Inquiry with something of wider national importance. Rather than asking simply whether technology can be deployed, the evidence has consistently returned to a more fundamental question: what genuinely improves patient safety, therapeutic care and patient experiences within mental health inpatient services? That broader question lies at the heart of this Inquiry.

35. Chair, you have asked that your team considers the evidence with you before you make any final decisions as to what additional information would assist you on this issue.  You have already indicated however, that you would be assisted at least by hearing further evidence from EPUT around their use of technology in this way and from LIO, formerly Oxehealth, in response to the evidence which has been heard during this hearing. 

36. The re-framed Interim Recommendations Hearing in October will therefore provide an important opportunity to examine these two issues further – not only in the context of Essex, but in light of wider national practice and evidence. This next hearing will be at the Civic Centre in Chelmsford. In the meantime, Chair, your team will continue the important work of this inquiry without break. We continue to do whatever is necessary to uncover systemic failures in Essex, to assist you in in meeting your Terms of Reference, and to make meaningful recommendations. Detail about future hearings, and further tranches of disclosure will follow. 

37. Chair, throughout these hearings we have heard from bereaved families, frontline staff, senior leaders, other NHS providers and independent experts. Those different perspectives have repeatedly converged around common themes. That convergence is significant. It enables this Inquiry not only to examine what happened in Essex, but also to identify the wider lessons capable of improving mental health inpatient care nationally where required. 


Rebecca Harris KC
Rachel Troup
Counsel to the Inquiry
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