
Statement for Immediate Release 
 
19 February 2021 
 
Issued by potential witnesses to the Public Investigation into five deaths at Southern Health NHS 
Foundation Trust (“the Trust”), commissioned by NHS England/Improvement (“NHSE/I”) and chaired 
by Mr Nigel Pascoe QC following publication of his first report. The signatories’ profile is detailed at 
the end of this statement.  
 
We share the families concerns so do not need to repeat them here, save to say that the families are 
not alone in experiencing gaslighting, bullying and deceit. It is a measure of the Trust’s leadership 
that these include two persons with mental health problems, who meet the criteria for the Disability 
Discrimination Act 1995. One was certified as such by a Trust Consultant Psychiatrist. Whilst this 
attitude towards mentally disabled persons continues, the Trust has little hope for transformation.  
 
We outline other concerns: it is not necessarily an exhaustive list. 
 
We believe the Trust’s governance is broken and the culture toxic. Unless the Investigation reviews 
the Trusts’ leadership, governance, and culture, it will not identify the reasons for its continuing 
failings. The Trust uses terminological inexactitudes and statistical gymnastics, inter alia on Out-of-
Area Placement and Complaints figures, to distort reality. Restricted Terms of Reference (“TORs”); 
inadequate fact-checking; and a non-adversarial process are unlikely to expose this.    
 
The evidence suggests that NHSE/I has already prejudged the outcome. Twice in 2019, NHSI’s Chair  
expressed confidence in the leadership of the Trust - both in writing. The Chair also believed that the 
Trust’s failure to report the alleged rape of an inpatient (she died by suicide that night) did not 
warrant a referral to the GMC. 
 
In any other walk of life, a public official’s deliberate failure to report an alleged rape to the police 
would be construed as Perverting the Course of Justice or Misconduct in Public Office. Yet NHSI’s 
Chair does not consider it even worthy of investigation. Similarly, we are aware of two offences 
under the Health and Safety at Work Act 19741, a complaint of misconduct to the GMC, and another 
to the NMC, all of which the Trust covered up by failing to self-disclose. The GMC and NMC are still 
investigating these cases but we know that they are sufficiently well-founded to pass triage.   
 
More seriously, just as the TORs and Procedures were finalised, the Chief Nursing Office for England 
(“CNO”) and Senior Responsible Officer (“SRO”) for the Investigation – and NHSE’s Regional Director 
– just before the start of the Stage 2 process - wrote: 
  

“We are therefore satisfied that skills and background of both the Chair and the Chief 
Executive meet the needs of Southern Health NHS Foundation Trust (“SHNFT”).” 
 

On * November 2016, NHSI’s Regional Director made many promises to four of the bereaved 
families, campaigners, public governors, and others. She gave multiple undertakings, inter alia, to 
consult us in future; engage us in transforming the Trust; and keep us informed. We did not hear 
from her again. The Meeting Minutes, produced by Healthwatch Hampshire, are on NHSI’s records.  
 
From evidence provided to the CQC, I understand that certain bereaved family members and a carer 
met the Trust’s Chair and CEO and the Mental Health Directors of the CQC and NHSE. They allege to 
have been treated in a wholly inappropriate way.  
 
In short, NHSE/I senior officials at the highest level are heavily invested in the Stage 2 process 
producing positive comments about the Trust. This is reflected in the TORs for Stage 2 (which invite 
no evidence of NHSI’s failings) and the perceived lack of independence of Panel Members.  
 
GH repeatedly advised both SROs that the TORs, Procedures and Panel Members were unlikely to be 
acceptable. He supplied a paper produced by the Comptroller and Auditor General on conflicts of 
interest and independence and offered to meet the new SRO to improve accessibility and comply 
with Common Law Rules of Natural Justice. The SRO refused. 

 
1 R v SOUTHERN HEALTH NHS FOUNDATION TRUST Sentencing Hearing 26 March 2018 



The Rules of Natural Justice concern procedural fairness and ensure a fair decision is reached by an 
objective decision maker. Maintaining procedural fairness protects the rights of individuals and 
enhances public confidence in the process. It is used, for example, where audi alteram partem and 
nemo judex in parte sua should apply. Patently, the TORs and procedures do not to comply with the 
Rules of Natural Justice. They are designed to deny the parties ‘equality of arms.’  
 
There is at least one proven example of the Trust providing misinformation in the Stage 1 Report. 
The new SRO’s response (disinterest) on this does not inspire confidence in Stage 2 fact-checking.  

In addition to leadership, governance and culture, there are other major omissions from the TORs. 
For example, s.117 aftercare; information governance; and, as a separate topic, ‘The Triangle of 
Care’. All these are in chaos. On data privacy, the Office of the National Data Guardian suggested 
that Dame Fiona Caldicott2 could usefully give evidence to the Investigation. With no remit to 
investigate data privacy, there was little point in Dame Fiona registering as a potential witness.  
 
The updated procedures allow time for the Trust to comment on witness statements. No doubt the 
Trust will seek to sabotage witnesses’ credibility with bald, unsubstantiated assertions and 
dissemblance. The Trust CEO tried to do this to GH in responding to Dame Fiona.  
 
Neither the original SRO nor the Panel Chair took witness intimidation seriously. The SRO dismissed 
it as a new complaint, which would not be considered by the Panel. The Panel Secretary replied on 
the Panel Chair’s behalf that he could not consider fears of potential intimidation in advance of being 
a possible witness. She continued: 
 

“At the point of a live investigation, any relevant intimidation which is alleged could and 
would be tested properly in relevant questioning, analogous to cross-examination…. Evidence 
of intimidation may have a direct bearing on credibility.” 

 
Despite the Panel Chair’s assurance, the updated procedures do not even request evidence of 
witness intimidation. Moreover, to minimise this risk, witness intimidation should be investigated as 
soon as the issue arises. In criminal cases, police would intervene at the first hint of such conduct: 
this should apply to all quasi-judicial process. Prospective witnesses might have been pressurised 
not to register as potential witnesses or to toning down any submission. 

Unlike the disinterest of the Panel Chair and first SRO, the second SRO engaged proactively in 
witness intimidation. He sent GH a highly offensive letter criticising GH for trying to ensure a fair and 
transparent process, which complies with the Rules of Natural Justice. As a result, GH suffered 
symptoms of his disability, which has been in remission since 1997 – distress, anxiety, and sleep 
deprivation - which he was able to control only by increasing his medication within strict limits laid 
down by his Consultant Psychiatrist. These symptoms are not uncommon in bereaved families 
seeking justice for their loved ones, even those with no previous history of mental illness.  

This belies the Panel’s claim that it wished to encourage more witnesses to come forward. It is per 
se a clear attempt at witness intimidation by discrediting a witness’s credibility and reputation. Trust 
staff are especially vulnerable to reprisals.      

Equally, there is no provision for witnesses to challenge the Trust’s responses to their [the 
witnesses’] statements. In our experience, it is always a mistake to give the Trust the last word.  
 
NHSI/E and the Panel Secretary issued updated procedures after the families withdrew. Yet these 
clearly imply that the bereaved families are still involved. We believe it is immoral, and unethical to 
cause the families yet more distress and to mislead potential witnesses this way. There is a 
compelling argument that it could be unlawful under torts relating to negligent misstatements3. 
 
Out of respect to the families, who have been fighting for justice for up to 10 years, and to avoid the 
risk to our reputations and credibility, which would arise from engaging in a clearly flawed process, 
we refuse to be involved in this brutal process.  
 
GH is withdrawing also to protect his health from further damage.  

 
2 Since deceased 
3 Hedley Byrne v Heller & Partners Ltd [1964] AC 465.  



Signatories: 
 
Geoff Hill, Campaign for Reform at Southern Health NHS Foundation Trust; member of The Forum 
for Justice, Accountability & Equality; seeking justice of 10 years having been detained unlawfully – 
withdrew having reflected on the updated procedures, after the Panel accepted him as a witness 
withdrew also to protect his health from a brutal process. 
 
Teresa Skelton, Complainant – having considered the TORs and Procedures, decided not to register 
as a potential witness. Witnessed the way the Trust’s Chief Nurse treated GH when he tried to raise 
LB’s complaint.  
 
Les Beswick, father of Liam Beswick [deceased] – having considered the TORs and Procedures, 
decided not to register as a witness. Also, living in Cumberland, he had assigned his complaint 
entirely to GH so was disincentivised by GH’s inability to provide evidence to the Panel on his behalf, 
including the Trust misleading the Coroner; its failure’ to tell him of his son’s death; and the 
dismissive way in which the Trust handled his complaint.  
 
Russell Stevens, ex-service user and recently resigned Public Governor of the Trust: has already 
informed the Panel of his withdrawal. Also witnessed the way the Trust’s Chief Nurse treated GH 
when he tried to raise LB’s complaint at a meeting. 
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