
 

 

                                   Statement by Nigel Pascoe QC 
 
 
If I had to write a headline for this opening statement, it would be in five words: 
‘CHAIR CALLS FOR CONSTRUCTIVE CHANGE’. Let me spell out why.  
 
In July 2019, I began an investigation into Southern Health NHS Foundation 
Trust. I had been invited to consider the circumstances of the death of a 
number of adults between 2011 and 2015. At the beginning of my final report 
in February 2020, I expressed, as I do again today, my profound sympathy for 
what has happened and the devastation that the family members had 
experienced. As it happens, I also know about the untimely death of a beloved 
family member and I do not forget. 
 
Meeting those family members, I also experienced the very considerable 
dissatisfaction with the care given to patients leading up to their death, coupled 
with real anger at the treatment given to relatives during the same time and 
after the death of their loved ones. Their anger was palpable. It had to be 
addressed. 
 
However, I recognised at the same time, as a matter of common humanity, 
many health professionals were not immune from deep feelings of concern of 
their own. Many also welcomed reforms to prevent repetition of errors. As 
always, there were two sides to the story, polarised as it had become, and to a 
real extent how it has remained. 
 
By the end of the investigation, I was absolutely clear that I had two choices. 
 
I could recommend, on top of all of the recent investigations by the Trust, an 
even larger scale process along the lines of the Hillsborough Inquiry. That 
would take at least a year to set-up and would go on for many months, even 
into years.  I was sure that reform was paramount and necessary and by taking 
that course, immediate constructive reform of some existing policy areas would 
be even more delayed. Please note the stress which I place again on the word 
‘constructive’.  

 
Of course, at that point, none of us knew of the existence of Covid-19 and the 
even greater delays that would have caused.  
 



 

 

Or, I could recommend a much more focused and shorter public investigation, 
which concentrated, mainly, on what had failed at Southern Health NHS Trust, 
with a view to promoting constructive reform far earlier.   
 
There was no doubt in my mind what was the right course, bearing in mind all 
of the evidence that I had heard from the families, Trust and West Hampshire 
Clinical Commissioning Group.  
 
The sooner real change and improvements were made in Hampshire, in the 
wider public interest, the better. Only then, the agony of some of the people I 
had heard from might be diminished and they would have the satisfaction of 
knowing that some of the catastrophic errors which they had experienced might 
not happen in the future.  
 
For me then the choice was an easy one to make. But of course, others 
disagreed and would have preferred that I had opted for the much wider and 
longer investigation. That debate has, regrettably, continued. 
 
Out of the issues I considered at stage 1, it became necessary later to decide 
what must be investigated in the public arena.   
 
As I looked at the evidence, without doubt, at the top of my list in policy terms, 
was the need for a completely new and independent investigative system.   
 
Why?   
 
So that never again would families feel that they had not been heard or were 
subjected to sub-standard in-house investigations.   
 
That concern and desire is exactly the same for this new and very experienced 
panel today. As you will hear, a strong and very distinguished body of expert 
evidence will be called to make suggestions as to the design and shape of such 
a process.  
 
Indeed, I predict and hope that will be the ultimate legacy of this investigation. 
Nothing will deflect us from pursuing that objective, no matter how much noise 
there is in the public arena. 
 



 

 

My report was published in February 2020 and I think it is important to set out 
a few more extracts before turning to the tasks before the panel today to ensure 
constructive change ensues.  
 
In outline, I recommended a number of very specific policy areas be examined 
and as you will see, most of them will be considered in the next two months. 
So now this panel will examine 5 policy areas: 
 

1. The establishment of a totally independent, robust investigative 
structure and process to conduct transparent and fair investigations into 
serious accidents, deaths and complaints at the Trust, that is fit for 
purpose. 
 

2. The implementation of a robust, efficient and effective complaints 
handling procedure.  

 
3. The structures and procedures for communication and liaison with 

patients’ families, both during a patient’s life and afterwards. 
 

4. The extent to which recommendations from previous investigations 
referred to in the Stage 1 report have been developed, implemented 
and monitored by the Trust, including in its Action Plans. 

 
5. The supervision structure by the Clinical Commissioning Group and 

how it has been exercised towards the Trust in relation to complaints 
and investigations, and of any planned changes in the light of public 
concerns.  

 
And finally, how the outcome of all of this might be spread across the NHS in 
England.   
 
But, before I leave my summary of that stage 1 report, I want to repeat some 
of its most serious criticism. I do so because there should be no doubt of the 
need for constructive change. 
 
In summary, I concluded that in the cases I had been considering, there had 
been significant, serious and deeply regrettable failures by the Trust into their 
proper examination and investigation. 
 



 

 

There had also been insensitive and inappropriate communication with 
immediate family members. 
 
Those combined failings caused long-lasting hurt and damage to good and 
innocent people. 
 
However, I also recognised that fresh and important work had been done or 
had begun to be done by the Trust. But, in outline, by no means enough. Very 
specific policies needed careful examination to promote constructive reform. 
 
But this was the bottom line.   
 
I concluded that, apart from some investigations which had been good, it was 
a truly deplorable and unacceptable saga which could not be attributed simply 
to a lack of resources. At significantly important times, leadership was lacking 
and too often that had led to a systematic culture of delay. 
 
I further picked up a disturbing insensitivity in communications with family 
members. Not, of course, by the great majority of professionals who so 
valuably enrich our National Health Service, but by some. And again, it had 
hurt, really hurt and damaged families and carers. 
 
My suggestions as to a process for public examination included giving the 
family members the chance to repeat or develop constructive suggestions if 
they wanted to do so. Because, as with this panel today, everyone was 
concerned for future families, so that their own experiences would not be 
repeated. 
 
Many suggestions were made to me by family members. One response in 
particular was made with such depth of feeling and good sense that I shall 
never forget it. Sadly, today I am not permitted to identify that wonderful 
individual by name.  
 
But I have every intention of preserving the spirit of those views, as this panel 
pursues constructive reform. All constructive suggestions were and still are 
welcome in the wider public interest. Today that will include new suggestions 
coming from other service users in the evidence we shall hear. 
 



 

 

I want to stress that by suggesting that family members should give evidence 
in public if they wished, it was not meant for them to have to relive their tragic 
and traumatic experiences. Exactly the same applies for service users who will 
give evidence before us. This panel is not here to determine any existing 
complaints where they exist, as if we were an extended court of law. No, we 
are here to examine current policies to enhance the prospects of reform, yes, 
constructive reform. 
 
I continue to appreciate, as I have throughout this investigation, that giving 
evidence will be more difficult for some people than for others. Some service 
users, who are not policy experts, nor are they expected to be, might find it 
difficult to contribute. 
 
I hope this will reassure them. What they can do so valuably is to outline their 
own experiences of the policies being considered, good and bad, which have 
without doubt, brought pain and distrust and then, if they feel able to, suggest 
alternative ways forward to ensure constructive and real reform. 
 
After my report was published, what happened? 
 
It has been a difficult period. That is an understatement. Deliberately, I am 
going to use very short and neutral language, devoid of justification or blame. 
That would not help anyone. 
 
So, in very brief outline, there have been discussions and strong 
disagreements between family members and those who have set up this 
investigation about the terms of reference, the composition of the panel and 
other matters.   
 
Ultimately the families decided not to participate. On 29 January 2021 they 
issued a Press Release which was widely reported, making their position clear.  
 
This panel replied in sympathetic terms. Some of that response needs to be 
set out today, because it will help the public to understand the approach this 
panel is taking in this public investigative hearing.  
 
So, I am going to ask Alice Scott, our Panel Secretary to read now part of that 
panel statement 
 



 

 

‘The Panel... expresses its understanding and concern for the matters 
that have been raised, and the dissatisfaction the family members have 
towards the process that has been proposed for stage 2. It is impossible 
to deny or ignore the anguish they have been through and continue to 
feel and this must not be disregarded in this second phase.   

 
As a Panel we recognise that no investigation will ever be able to fully 
recognise the pain of losing a loved one. We also recognise that the past 
cannot be undone. However, we want to ensure that the mistakes of the 
past are not repeated.  

 
To that end, this panel shares the sentiment of the families, that the ‘true 
witness to whether the Trust has indeed mended its ways lies not with 
the five families who have brought about this hearing but with the current 
and most recent users of the service and their family and carer network’. 

 
That is why the investigation is not limited to the experiences of the five 
families, but it goes wider and seeks to hear evidence from other service 
users and families. As a panel we also share the families’  ambition for 
lessons to be learnt from their experiences. 

 
The panel are therefore united in the view that there is a greater public 
interest in considering the current policies and procedures in place at 
Southern Health NHS Foundation Trust on the specific issues identified 
in the stage 1 report. 

 
Without the drive and honest representations put forward by the family 
members during stage 1, we would not be where we are today, which is 
a public review and examination of the policies and procedures. This 
must now go ahead in order for the terms of reference to be met.    

 
The Panel are clear that the second stage must be forward-looking in 
order for there to be practical and productive recommendations to ensure 
that lessons have been learnt from mistakes made in the past and that 
they will not be repeated in the future.’  

 
In an email dated 19 February, the families rejected the panel’s invitation to 
reconsider their decision not to take part, putting their position in unconditional 
terms. 



 

 

 
As Chair of this investigation, I have decided today not to make any comments 
on either of the responses given by the families. To do so would be to prolong 
their agony, with the added danger of creating a sideshow, which would 
obscure the important work that this panel needs to do. For we are where we 
are. 
 
All I ask is that we are permitted to get on with the job and be judged by our 
results. That means to focus on the overwhelming need to reach constructive 
conclusions. 
 
But, this I can say with absolute confidence to the public, as Chair, I am very 
fortunate to be working with a panel who have exactly the sort of combined skill 
and experience needed for the specific work in hand. I have no doubt 
whatsoever that they cherish their independence and that we will all do our 
best to consider the issues and evidence, objectively and fairly.  
  
So, may I ask that our Panel Secretary, Alice Scott, dealing with a huge 
administrative task, be also permitted to get on with her job. There cannot be 
any sort of running commentary with anyone at all whilst this investigation lasts. 
 
As with any public investigation, there is no place for inflammatory language 
and all witnesses must be allowed to give evidence without any sense of 
pressure on them.  
 
Finally, this public investigation, of course, will continue to recognise the agony 
of the previous families, but it should also be conscious of other service users 
who are giving evidence before it and to be particularly conscious of its duty 
towards future families.  
 
This panel must now look to the wider public interest in conducting the task 
ahead of it.  
 
We need to see the issues being investigated from all sides. We shall look 
carefully and fairly at evidence which shows actual or potential reform. But we 
are nobody’s creature or mouthpiece. 
 



 

 

Finally, we need to take on board distinguished expert evidence on the nature 
of a totally independent investigatory process and the other policy issues being 
investigated. 
 
In short, we need to move this fraught position forwards towards some degree 
of resolution. Without fear or favour. Time for change. Time to begin. 
 
Nigel Pascoe QC.           4 March 2021. 
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