
From: 

Sent: 
To: 

Rebecca Faulkner r-·-·-·-c-o-Ci"Ei"-A-·-·-·-1 
09 August 2007 15':41-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
J u I i et St Bern a rd r-·-·-·-·-·-c·oCie-A-·-·-·-·-·-1 

l.r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-..-·· 

GMC1 00096-0001 

Subject: RE: GMC: Dr Barton, Case Management Procedure (Old Rules) 

Thank you Juliet- should I contact Defence with this update ? 

Rebecca 

From: Juliet stsernard,"-·-·-·-·-cocie·A-·-·-·-·-1 

Sent: 09 August 2007 '.I:;G:u::i:=:=:=:=:=:=:=:=:=:=:=:-·-; 
To: Rebecca Faulkner i Code A ! 
Subject: RE: GMC : D~·Ba"fforr;·-cc:rs·e-JVr~nagement Procedure (Old Rules) 

Rebecca , 

I have consulted FFW and we hope to make disclosure by the end of August and we should also 
be in a position to let the MDU know which cases we are proceeding with by then. lt thus would 
be prudent to have the telecon sometime in September depending upon all parties availability. 

Juliet 

From: Rebecca Faulkner [·.~--~--~--~-~9.~~~--~--~--~--~·.J 
Sent: 08 Aug 2007 10:14 
To: Juliet StBernard C~--~--~--~--~--~9~i.~--~--~--~--~--~~·: 

Subject: FW: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Hi Juliet, 

Can you help me out on the below? Not sure how to respond on the disclosure issues she raises 
- is this necessary before the telecon ? 

Thanks , 
Rebecca 

From: Mason, Sara [mailto:MasonS@The-MDU.com] 

Sent: 07 August 2007 _.!.?.~.19. ___ ·-·-·-·-·-·-·-·-·-·-
To: Rebecca Faulkner !_·-·-·---~~~-~--~·-·-·-·-·! 
Cc: Eke, Debbie 
Subject: RE: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Dear Rebecca 

Thank you for your email. I an has not have received the emails below; the email address used is 
incorrect. He would have responded to you if he had. Although this is an old rules case , 
I confirm that we would wish Dr Barton represented at any case management meeting arranged. 
I understand however that I an still does not even know with which cases the GMC plan to 
proceed to a hearing, and is also still waiting for further disclosure, in particular of expert 
evidence , from the GMC Solicitors. lt would be helpful to have this information and 



GMC1 00096-0002 

documentation before any meeting is arranged, as without it neither lan or I are likely to be able 
to make any meaningful contribution. As far as arranging the meeting is concerned , it would 
make more sense for it to be held after I an 's return (not least because I am myself away for two 
weeks on annual leave the week after next) . If you email me some dates this week, I will check 
his diary and ensure that it is fixed on a date that he can do so there is no further delay. 

I look forward to hearing from you. 

Regards , 

Sara Mason 
Solic 

-----0 rig i n a I Message----- !"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-, 

From: Rebecca Faulkner (! Code A ! 
Sent: 07 August 2007 14: 02·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: Rebecca Faulkner c·.~--~--~--~~-~~~.A·.~--~--~·.] barkeri@the-mdu.com; Mason, Sara 

[~~~!~~~:.~::]~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~:~-~~~: 

Subject: RE: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Dear Sarah , 

I understand that Mr Barker is now on leave until 28 August. Are you able to offer 
some assistance on the below correspondence ? 

Kind regards , 

Rebecca 

=------:::c--:----::---c-----!"-·-·-·-·-·-·-·-·-·-·-·-·-"!----
From: Rebecca Faulkner [_·----~-~~~--~·-·-·-.! 
Sent: 24 July 2007 13:'}~·-·-·-·-·-·-·-·-·-·-·, 
To: --~e_b_e~~~.f~.':l.l_k!l~~-L._. ___ C..~c:!~.~---·-·l;_:l?.~.~~er.i~~h~:.IJlsl~:c_o_llJ:_. ______________________________________________________________ , 
Cc: i Code A ! 
~----~~----·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J !Code A! 

Siibj"e'ct: RE: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Good afternoon , 

As I do not yet appear to have received a response to my below email, I would 
therefore, like to offer you an additional 7 days to consider this matter further. I 
would be grateful to receive your confirmation by 2 August 2007 if you wish to 
participate in the two-stage pre-adjudication case management procedure. If you 
are no longer representing Dr Barton, I would be very grateful if you could let me 
know. 

I look forward to hearing from you. In the meantime, if you would like any further 
information, or if you would like to discuss any practical arrangements, please do 
not hesitate to contact me. 

Kind regards, 
Rebecca 



From: Rebecca Faulkner (!·-·-·-c·ode_A _____ i 
Sent: 09 July 2007 15:13 ~--·-·-·-·-·-·-·-·-·-·-·· 

r-§~-~e-X~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~i.~i.E~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 
'·-su6fect: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Dear All, 

We have been requested to contact you, inviting you to participate in Case 
Management Procedure for the hearing of Dr J A Barton. 

This has been referred under Old Rules ( as opposed to New Rules listing 
procedure that we have followed since 2004) and I would be grateful if you could 
indicate if you wish to take part . 

The protocol requires two telephone conferences between the following parties : 

GMC Adjudication Sections's listings officer (Chair) 
The doctors representative 
The GMC Solicitor 
The GMC Caseworker 

The first telephone conference called, called a Stage 3, is fixed to set a timetable 
for the case, including a provisional listing date, time estimate and location. The 
second telephone conference - called a Stage 5, is to confirm the listing date and 
time estimate and to resolve any outstanding procedural or legal issues. 

For your reference I attach proformas of the Stage 3 and Stage 5 and also the 
BT Meet Me guide for assistance in dialling in to a telecon. 

I would be very grateful if you could indicate to me, no later than 23 July 2007, if 
you wish to take part in the protocol. 

If you need any further information please do not hesitate to contact me. 

Yours sincerely, 

Rebecca 
« OLE Object: Picture (Metafile) » « OLE Object: Picture (Metafile) » « 

OLE Object: Picture (Metafile) » 

Rebecca Faulkner 
Adjudication Co-ordinator 
General Medical Council 

Manchester DDI [.·~--~-~-~-~--~--~-·] 

This email and any files transmitted with it are confidential and intended 
solely for the use of the individual or entity to whom they are addressed. If 

GMC1 00096-0003 



you have received this email in error please notify gmc@gmc-uk.org 

General Medical Council 

St James Building, 79 Oxford Street Manchester. M1 6FQ 

Regents Place, 350 Euston Road, London. NW1 3JN 

The Tun, 4 Jacksons Entry, Holyrood Road, Edinburgh. EH8 8AE 

Regus House, Falcon Drive, Cardiff Bay. CF10 4RU 

20 Adelaide Street, Belfast. BT2 8GD 

Tel: 0845 357 8001 
Fax: 0845 357 9001 

This email has been scanned by the MessageLabs Email Security System. 
For more information please visit http://www.messagelabs.com/email 

The MDU -the UK's leading medical defence organisation. 

GMC1 00096-0004 

This email may contain privileged and confidential information. If you are not the 
intended recipient and/or have received this email in error, please notify us by return 
email and delete it from your system immediately. 

MDU Services Limited (MDUSL) is authorised and regulated by the Financial Services 
Authority in respect of insurance mediation activities only. MDUSL is an agent for The 
Medical Defence Union Limited (the MDU). The MDU is not an insurance company. 
The benefits of membership of the MDU are all discretionary and are subject to the 
Memorandum and Articles of Association. 

Neither the MDU nor MDU Services Limited accept service of any documents by email 
or electronic means. 

MDU Services Limited is registered in England 3957086. Registered Office: 230 
Blackfriars Road London SEl 8PJ. 

This email has been scanned by the MessageLabs Email Security System. 
For more information please visit http://www.messagelabs.com/email 



GMC1 00096-0005 

From: Re becca Fa u I kn e rC~:~:~:~~~:~~~:~~:~:~:~J 
Sent: 09 August 2007 16:02 

To: 1 

Mason I Sa ra 
1 

.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Eke I De b b ie; J u liet St Be rna rd i._·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~~-~-~-.A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·_j 
RE: GMC: Dr Bartonl Case Management Procedure (Old Rules) 

Cc: 
Subject: 

Dear Sarah , 

Thank you for your below email. I am advised that Field Fisher Waterhouse hope to make disclosure by 
the end of August. - by which time they also anticipate being in a position to advise on which cases they 
will be proceeding with. 

With this in mind , I would suggest organizing the first telephone conference for early in September (when 
lan should be available) ? 

I would like to propose the below dates and would be grateful if parties could indicate the most suitable : 

6 September 10 am I 11 am I 2pm 
7 September 2pm 
10 September 11 am I 2pm 
11 September 1 Oam/ 11 am/ 2pm 

I look forward to hearing from you . 

Regards , 

Rebecca 

From: Mason, Sa ra [mailto :[·-·-·-·-·-·-·-·-Co.cie·-p:·-·-·-·-·-·-·-·r 
Sent: 07 August 2007 18 :4~r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
To: Rebecca Faulkner c·-·--·-co.Cie_A _____ ! 
Cc: Eke, Debbie '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

Subject: RE: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Dear Rebecca 

Thank you for your email. I an has not have received the emails below; the email address used is 
incorrect. He would have responded to you if he had. Although this is an old rules case , I confirm that 
we would wish Dr Barton represented at any case management meeting arranged. I understand 
however that lan still does not even know with which cases the GMC plan to proceed to a hearing , and is 
also still waiting for further disclosure, in particular of expert evidence, from the GMC Solicitors. lt would 
be helpful to have this information and documentation before any meeting is arranged , as without 
it neither lan or I are likely to be able to make any meaningful contribution. As far as arranging the 
meeting is concerned , it would make more sense for it to be held after I an's return (not least because I am 
myself away for two weeks on annual leave the week after next). If you em ail me some dates this week, I 
will check his diary and ensure that it is fixed on a date that he can do so there is no further delay. 

I look forward to hearing from you. 



Regards , 

Sara Mason 
Solic 

-----0 rig i n a I Message----- ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. 

From: Re bee ea Fa u I kner L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---~-<?.~~-~----·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-___j 
Sent: 07 August 2007 ).4;.02.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
To: Rebecca Faulkner i Code A ! Mason, Sara 
Cc: r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·"--------------------Code-A-----------~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

sub]ecf:·RE:·-GMc:-ur·Barfon~Tase·-IVfc:fna·ge-menrP"roced"ure-(Old-RuTesr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Dear Sarah , 

I understand that Mr Barker is now on leave until 28 August. Are you able to offer some 
assistance on the below correspondence ? 

Kind regards , 

Rebecca 

=-----=--:----::--::----,-·-·-·-·-·-·-·-·-·-·-·-·-·-,----
From: Rebecca Faulkner l,-·-·---~~<!e_~·-·-···-.i 

~:~t: R~~~~~~ ~~~ik~;~~t~.-::.-::.-::.-::.-::.-::.-::.-::.-::.-::."Eiliie.A::.-::.-::.-::.-::.-::.-::.-::.-::.-::.-::.-::.J. ______________________________________________________________________ , 
Cc: 'Tamsin Tomlinson CtL_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~.?.-~.~--~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
Subject: RE: GMC : Dr Barton, Case Management Procedure (Old Rules) 

Good afternoon , 

As I do not yet appear to have received a response to my below email, I would therefore, 
like to offer you an additional 7 days to consider this matter further. I would be grateful to 
receive your confirmation by 2 August 2007 if you wish to participate in the two-stage 
pre-adjudication case management procedure. If you are no longer representing Dr 
Barton, I would be very grateful if you could let me know. 

I look forward to hearing from you. In the meantime, if you would like any further 
information, or if you would like to discuss any practical arrangements, please do not 
hesitate to contact me. 

Kind regards, 
Rebecca 

From: Rebecca Faulkner (0161 923 6398) 
Sent: 09 July 2007 15:13 

To: r::::::::::~:~2:~~)::::::;::~.]_' ___ ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
Cc: Tamsin Tomlinso; Code A ! 
Subject: GMC : or'-Barton;-casiftvla"r'iageme·nnroceanref(Oia"Rmesr-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Dear All, 

GMC1 00096-0006 



We have been requested to contact you, inviting you to participate in Case Management 
Procedure for the hearing of Dr J A Barton. 

This has been referred under Old Rules ( as opposed to New Rules listing procedure that 
we have followed since 2004) and I would be grateful if you could indicate if you wish to 
take part. 

The protocol requires two telephone conferences between the following parties : 

GMC Adjudication Sections's listings officer (Chair) 
The doctors representative 
The GMC Solicitor 
The GMC Caseworker 

The first telephone conference called, called a Stage 3, is fixed to set a timetable for the 
case, including a provisional listing date, time estimate and location. The second 
telephone conference- called a Stage 5, is to confirm the listing date and time estimate 
and to resolve any outstanding procedural or legal issues. 

For your reference I attach proformas of the Stage 3 and Stage 5 and also the BT Meet 
Me guide for assistance in dialling in to a telecon. 

I would be very grateful if you could indicate to me, no later than 23 July 2007, if you wish 
to take part in the protocol. 

If you need any further information please do not hesitate to contact me. 

Yours sincerely, 

Rebecca 
« OLE Object: Picture (Metafile) » « OLE Object: Picture (Metafile) » « OLE 

Object: Picture (Metafile) » 

Rebecca Faulkner 
Adjudication Co-ordinator 
General Medical Council 
Manchester DDI : t:~:~:~:~:~~~d~~:~~:~:~:~:J 

This email and any files transmitted with it are confidential and intended solely 
for the use of the individual or entity to whom they are addressed. If you have 
received this email in error please notify gmc@gmc-uk.org 

General Medical Council 

St James Building, 79 Oxford Street Manchester. Ml 6FQ 

Regents Place, 350 Euston Road, London. NWI 3JN 

GMC1 00096-0007 



The Tun, 4 Jacksons Entry, Holyrood Road, Edinburgh. EH8 8AE 

Regus House, Falcon Drive, Cardiff Bay. CF10 4RU 

20 Adelaide Street, Belfast. BT2 8GD 

Tel: 0845 357 8001 
Fax: 0845 357 9001 

This email has been scanned by the MessageLabs Email Security System. 
For more information please visit http://www.messagelabs.com/email 

The MDU -the UK's leading medical defence organisation. 
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This email may contain privileged and confidential information. If you are not the intended 
recipient and/or have received this email in error, please notify us by return email and 
delete it from your system immediately. 

MDU Services Limited (MDUSL) is authorised and regulated by the Financial Services 
Authority in respect of insurance mediation activities only. MDUSL is an agent for The 
Medical Defence Union Limited (the MDU). The MDU is not an insurance company. The 
benefits of membership of the MDU are all discretionary and are subject to the 
Memorandum and Articles of Association. 

Neither the MDU nor MDU Services Limited accept service of any documents by email or 
electronic means. 

MDU Services Limited is registered in England 3957086. Registered Office: 230 Blackfriars 
Road London SEl SPJ. 

This email has been scanned by the MessageLabs Email Security System. 
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GENERAL MEDICAL COUNCIL 

DRBARTON 

Index to Medical Records 

File 1 

1. Elsie Devine, Dr Andrew Wilcock, 10 December 2004. 

2. Elsie Devine, Dr D A Black, 4 January 2005. 

-~ \ 3. Elsie Devine, Dr C R K Dudley, 20 March 2005. 

ne:. /¥ 

4. Gladys Richards, Professor G A Ford, 12 December 2001. 

5. Gladys Richards, Professor Brian Livesley, 10 July 2001. 

6. Helena Service, Dr D A Black, 6 November 2004. 

7. Helena Service, Dr M C Petch, March 2006. 

8. Helena Service, Dr Andrew Wilcock, 19 June 2006. 

9. Sheila Gregory, Dr D A Black, 1 November 2005. 

! . 10. 
! --1 

Sheila Gregory, Dr Andrew Wilcock, 22 December 2005 . 

~--! 11. Arthur Cmmingham, Dr D A Black, 11 July 2005. 

12. Arthur Cunningham, Dr Andrew Wilcock, 27 September 2005. 

13. Geoffrey Packman, Dr J Marshall, 1 April2005. 

14. Geoffrey Packman, Dr D A Black, 30 October 2005. 

15. Geoffrey Packman~ Dr Andrew Wilcock, 28 March 2006. 

5636327 v1 
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F;te 2 

" 16. Alice Wilkie, Dr K I Mundy, 18 October 2001. 

17. Alice Wilkie, Professor G A Ford, 12 December 2001. 

18. Eva Page, Dr K I Mundy, 18 October 2001: 

19. Eva Page, Professor G A Ford, 12 December 2001. 

20. Ruby Lake, Dr Andrew Wilcock, 10 July 2005. 

.. 21. Ruby Lake, Dr D A Black 29 August 2005. 

-J~' 22. Ruby Lake, Dr Andrew Wilcock, 5 September 2005. 

23. Leslie Pittock, Dr D A Black 31 January 2005. 

24. Leslie Pittock, DrAndrew. Wilcock, 25 April2005. 

25. Leslie Pittock, Dr Andrew Wilcock, 26 April 2005. 

26. Robert Wilson, Dr Andrew Wilcock, 21 May 2006. 

27. Robert Wilson, Professor R Baker, February 2006. 

28. Ro"Qert Wilson, Dr D A Black 19 November 2005. 

- 0 

29. Robert Wilson, Dr J Marshall 28 April 2006. 

30. Elsie Lavender, Dr D A Black, 19 March 2005. 

31. Elsie Lavender, Dr Andrew Wilcock, 1 May 2005. 

32. Enid Spurgin, Daniel Redfeam 22 January 2006. 

33. Enid Spurgin, Dr D.A Black 27 June 2005. 

34. Enid Spurgin, Dr Andrew Wilcock, 5 March 2006. 

5636327 vi 2 
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Dr A. Wilcock Bsle Devfne (BJC/16) - Report De-cember 10th 2004 

REPORT 

regarding 

ELSIE DEVINE (BJC/16) 

PREPARED BY: Dr Andrew Wifcock MB ChB FRCP OM 
Reader fn Paflrative Medicine and Medical Oncology 

AT THE REQUEST OF: Hampshire Constabulary 
i' 
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Dr A..Wilcod:: Elsie Devine (BJQ16)- Report December lOth 2004 
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DrAWil£odc . Elsie Devine (BJqi6) - Report De<embfrlOth 2004 

1. SUMMARY OF CONCLUSIONS 

Mrs. Devine was a frail BB year old with significant medical problems. She 

was admitted with an episode of confusion .to the Queen Alexander Hospital 

and diagnosed as having multi-infarct dementia. An infection may have 

contributed to her confusion. She improved somewhat and was referreq to the 

geriatricians. The overall care given to Mrs Devine whilst at the Queen 

Alexandra Hospital does not appear suboptimal. 

Mrs Devine was transferred to Gosport War Memorial Hospital, Dryad 

Continuing Care Ward for rehabilitation. During this admission, she became 

more confused. A fentanyl transdermal patch was commenced for an 

unspecified reason. The following day Mrs Devine became more confused and 

agitated. An injection of chlorpromazine was given and a syringe driver started 

one hour later containing diamorphine and midaz.olam. Mrs Devine died two 

days later. 

The medical-care provided by Dr Barton on Dryad· ward is suboptimal: there 

was a failure to keep clear, accurate, and contemporaneous patient records; 

there was inadequate assessment of Mrs Devine's condition; treatments were 

prescribed that appeared excessive for Mrs- Devine's needs. In particular, the 

prescription of a fentanyl transdermal patch and of diamorphine appear 

unjustified and/or excessive for Mrs Devine's needs. The use of 

chlorpromazine and midazolam appears justifiable on the grounds of Mrs 

Devine's confusion, but the doses used appear excessive for her needs. 

If it were that Mrs Devine had naturally entered the terminal phase of her life, 

at best Dr Barton could be seen as a doctor who whilst failing to keep ciear, 
' 

accurate, and contemporaneous patient records had in good faith been 

attempting to allow Mrs Devine a peaceful death, albeit with what appears to 

be an inappropriate and excessive use of medication due to a lack of sufficient· 

knowledge. However, in my opinion, based on the medical and nursing 

records, there is reasonable doubt that she had definitely entered her terminal 

Page 3 of31 
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DrAWilcock Elsie Devine (BJC/16) - Report December lOth 2004 

2. 

stage. Given this doubt, at worst, Dr Barton could be seen as a doctor who· 

breached the duty of care she owed to Mrs Devine by failing to provide 

treatment with a reasonable amount of skill and care. This was to a degree 

that disregarded the safety of _Mrs Devine by unnecessarily exposing her to 

inappropriate and excessive doses of medications as with the fentanyl 

transdermal patch, which could have resulted in a worsening of her agitation 

and confusion. Dr Barton's response to this was to further expose Mrs Devine 

to inappropriate and/or excessive doses of midazolam and diamorphine that 

could have contributed more than minimally, negligibly or trivially to·her··death. 

As a result Dr Barton leaves herself open to the accusation of gross. 

negligence. 

INSTRUCTIONS 

To examine the medical records and comment upon the standard of eare 

afforded to . the patient in the days leading up to- her .death. against the 

acceptable standard of the day. Where appropriate, if the care is felt to be 

suboptimal, comment upon the extent to which it may or may not disclose 

criminally culpable actions on the part of individuals or groups. 

( . 3. -ISSUES 

3.1 Was the standard of care afforded to this patient in the days leading up 

to·her death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatment should normally 

have. been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

Page 4 of31 
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Elsie Devine (BJQ'16)- Report Det:ember lOth 2004 

BRIEF CURRICULUM VITAE 

D r r-""·-·-·-'-·-·-·-·-·-"-IL.r.L.-·-·-·- .... ·-·.1\_ft.er. ___ o_~. __ n, ____ r.~..o..._.n.a ....... __ .,r:, ............. -J ............... ~-----r.'L.-.J.l.~ ........ c .. _.._ ___ ............. ,..,.t .... : ........... _. ___ ......... -t_. ________ . 
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5. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Elsie Devine, including the death 

certificate. 

[2] Full set of medical records of Elsie Devine on CD-ROM. 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for 

Medical Experts. 

(5] Hampshire Constabulary Summary of Care of Elsie Devine. 

[6] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[7) Palliative Care Handbook Guidelines on Clinical Management 

Third Edition, Salisbury Palliati~e Care Services (1995); Also 

referred to as the Wessex Protocols.' 

[8] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration of Medicines by Nursing Staff Policy (January 

1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 }. 

iv) Compendium.of Drug Therapy Guidelines, Adult Patients (1998). 

v) Draft Protocol for Prescription Administration of Oiamorphine by 

Subcutaneous Infusion, Medicaf Director (December 1999). 

vi) Medicines Audit carried out by the Trust referred .to as Document 54 

o·n page 52 in the Chi Report (reference 6). 
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[9) Generai·Medical Council, Good Medical Practice (July 199~ and May 

2001). 

[1 0] Royal College of Physicians, London, Good Medical Practice 

Statement (March 2000). 

[11] British National Formulary (BNF). Section on Prescribing in Palliative 

Care (September 1999). 

[12] British National Formulary (BNF). Section on Prescribing in the 

.... ,Elderly.( September 1999). 

[13] Palliative Care Formualry (PCF). Twycross R, Wilcock A and Thorp S . 

Radcliffe Medical Press, Abingdon, Oxon (1998). 

[14] Data sheet for Durogesic, fentanyl transdermal system; guidelines for 

use leaflet and laminated card (1994, 1995). 

6. CHRONOLOGY/CASE ABSTRACT 

Events at the Queen Alexander Hospital 

Mrs Elsie Devine, an 88 year old widow who lived with her daughter, was 

admitted to the Queen Alexander Hospital on the glh October 1999 under 

the care of Dr Duncan. The referral letter from her general practitioner, 

Or Smith reported her to be confused '++' for two days, aggressive and 

wandering (page 38). Her medication consisted of thyroxine 

1 OOmicrogram, frusemide 120milligram and amilorid~ Smilligram all once a · 

day (page 38). On admission she was noted to be frail, confused, pain free 

and hard of hearing (page 246). 

She had previously been diagnosed with an underactive thyroid (treated 

with thyroxine), impaired kidney function that had most likely resulted from 

longstandi.ng glomerulonephritis (inflammation damaging a particular part 

of the kidney) leading to nephrotic syndrome (page 60). This causes an 
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excessive loss of protein in the urine and can lead to fluid retention, for 

example, in the tissues of the. legs. For this she was receiving frusemide 

and amiloride, both diuretics or 'water tablets'. She also had excess 

production of immunoglobulin A, a· condition · known as lgA 

paraproteinaemia. lt can be associateq with serious conditions such as 

myeloma or lymphoma but investigations had excluded these (pages 64, 

303). However, Mrs Devine is incorrectly labelled as having· myeloma iri 

several entries in her medical notes (pages 28, 29, 154,_245, 395, 411, 
•- ,... 0 ~~- T ........ ~ ............... - 0 

412). Congestive cardiac faifure and osteoarthritis of both knees were also . 

noted. 

An examination confirmed impaired cognitive function with a low score 

(3/1 0) on the short version of the mini-mental test. She did not have a 

raised temperature and there were no other particular findings of note 

_ (p_~ge 245). lnve~tigations revealed a normal chest x-ray and electrical 

tracing of her heart (ECG)_ She had impaired kidney function with raised 

levels of urea and creatinine; a slightly reduced haemoglobin (11.5g/dl) 

and normal white cell and platelet counts {pages 247). A working diagnosis 

was made of ··confusion- cause to be determined' (page 245). She was 

treated with intravenous fluids and the dose of frusemide was reduced. 

Infection is a common cause of confusion of sudden onset in the. elderly 
' -

and she was given an antibiotic, trimethoprim (page 245), for a presumed 

urinary tract infection. No infection was found in a specimen of urine 

subsequently obtained (page 367) although this may have been ~fter the 

antibiotic had been· commenced. 

On the 12th October 1999 she was still very confused and aggressive 

requiring an injection of haloperidol, an antipsychotic drug (page 160). On 
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the 131h October it was noted that her white cell count had increased (page 

162). Her antibiotic was switched to a different one (cefaclor) in case she 

had an infection that was not responding to the trimethoprim (page 162). 

She was referred to Or Lusznat for a psychogeriatric assessment. 

On the 14:th October Mrs Devine was' seen by Or Taylor, Clinical Assistant 

in Old Age Psychiatry who elicited a history of a slow decline in 

Mrs Oevine's functional abilities since January 1999 and concluded that 

•. she was likely to have dementia and to have had an acute episode of 

confusion secondary to a urinary tract infection. She noted a score of 9/30 

on a mini-mental state examination (page 163; a score less than 17 

suggests definite cognitive . impairment). Or Taylor provided a more 

detailed report in a letter typed on 18th October but refers incorrectly to Mrs · 

Devine having myeloma (page 28). She also notes that Mrs Devine was 

very deaf a_ndthat she may not have he_ard or understood a lot of what was 

being said because of this. 

Entries on the 15th-18th October, around one week after her admission · 

report Mrs Devine to be much more settled, not aggressive, more 

orientated and less confused (page 166). A CT (computerised 

tomography) scan of the head revealed changes in keeping with areas of 

the brain becoming starved of oxygen due to blockage of small blood 

vessels with no other obvious cause of her confusion. A final diagnosis 

was made of multi-infarct dementia (MID) (page 171). 

Mrs Devine was unable to return to r································coci"e""A"""""""""""""""""""""""""""""""""i m 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

health and various placement options were discussed. A referral was made to 

the geriatricians and she was assessed Or Jayawardena, who thought her 
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\ __ 

suitable for rehabilitation at Gosport War Memorial Hospital (pages 26 and 

171 ). 

Events at Gosport War Memon·al Hospital 

On the 21st October 1999, Mrs Devine was ·transferred to Gosport War 

Memorial Hospital, Dryad Continuing Care Ward, under the.care of 

Dr Re id. The initjal plan was for the team to get to know her, assess her for 

rehabilitation potential and probably pl.ace in-.a~rest-home in due course 

(page 154). On the day of her transfer, the only analgesic prescribed to . 

· Mrs Devine was . morphine solution (1 Omg/5ml) to be taken as required 

(page 277). No reason for this was given in the notes. She was not 

administered this or any other analgesic until 19th November (page 2l9). 

Infrequent entries .in the medical notes make it difficult to closely follow Mrs 

Devine's progress. Those on 25th October and 1st Novemb.er note her to be 

physically independent and continent but requiring supervision with 

washing and dressing, quite confused and disorientated and that she 

wandered during the day (pages 154, 155). 

On the 1 stn November 1999 she was reported to be very aggressive and 

restless at times (page 155), requiring the use of thioridazine, an 
.. , 

antipsychotic (see technical background), According to the drug chart, this 

was first prescribed on the 11th November 1999, on an 'as required' basis 

(page 277). There is· no corresponding entry in the notes relating to its 

prescription. Mrs De vine received one to two doses of 1 Omg each day until 

· 1 ih November 1999. On the 11th November 1999 she was also pres~ribed 

trimethoprim tor a presumed urinary tract infection, although the entry on 

the 15th November 1999 noted that the urine specimen had revealed· no 
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growth (pages 155, 3o3). Her white cell count rose from 10.1x109/L on 22nc1 

October 1999 to 12.6x109/L on gth November 1999 (pages 289, 291). As a 

result of her worsening confusion, she was referred back to Dr Lusznat on 

16111 November, with the entry· noting that her renal function was 

deteriorating (page 155); between 22nd October and 16tn November 1999 

her urea had increased from 14.3 to 19.Bmmo1JL and creatinine from 187 

to 360micromoi/L (page 349). Her potassium on the 16th November was 

· ••· ··n-- ·• -s.6mmoi/L (page 349). 

She was seen on the 18th November 1999, at ari unspecified time, by Dr 

Taylor, who had seen her previously, who agreed that her mental health 
. . 

state had deteriorated with her being more r.estless and aggressive again. 

She reported that Mrs Devine did not seem to be depressed and that her 

physical condition was stable. .She was placed on. the waiting list for 

Mulberry Ward. No changes in medication were recommended by 

Dr Taylor (page 156). In a separate entry in the Elperly Mental Health 

notes relating to this assessment, Or Taylor noted 'reviewed on ward -

t: happy, no complaints, waiting for her daugh~er, not obviously paranoid, 

says tablets make her mouth sore' (page 405). 

The drug chart shows that on the 18th November 1999 at 9.30am. a 

fentanyl transdermal patch (strength 25microgram per hour) was applied to 

Mrs Devine (pages 275, 277). There are no entries in the medical or 

nursing notes to explain why this was commenced. 

On the 191
h November 1999, an entry by Dr Barton in the medical notes 

reads 'marked deterioration overnight. Confused, aggressive, creatinine 

360 (micromols/L), fentanyl patch commenced yesterday. Today further 

deterioration in general condition. Needs SC (subcutaneous) analgesia 
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with midazolam. Son seen and aware of condition and diagnosis. (lt is not 

dear in the notes what diagnosis Dr Barton is referring to, or if this is an 

error and if she intended it to read prognosis.) Please make comfortable. I 

am happy for nursing staff to certify death' (page 156). 

The summary nursing notes . on the ·19th November comment 'marked 

deterioration over past 24 hours. Extremely aggressive this am refusing all 

· help from all staff. Chlorpromazine SOmg given IM (intramuscl.Jiarly) at 

08.30 - taken 2 staff to .special.. Syring~ .. 4rj'(.~I _commenced at 09.25 with 

diamorphine 40mg and midazolam 40mg. Fentanyl patch removed (pages 
:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

222, 223). i Code A i seen by Dr Barton at 13.00 and situation 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· ' 

explained to him. i·~::~-~lwm contact r·-·-·-·-·-·-·-·-coCie-·A·-·-·-·-·-·-·-·1 and inform r~~~::! of 
1
·-·-·-·-·..: j·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j L·-·-·-·..: 

Eisie's poor condition.' The drug chart records that the intramuscular 

.injection of chlorpromazine SOmg had been given to Mrs Devine at 

8.30am, a syringe driver .~ontaining diamorphine 40mg and midazolam · 

40mg commenced at 9.25am and the removal of the fentanyl patch at 

12.30pm. All had been prescribed by Or Barton (pages 275, 277, 279). _ 

There is one further entry in the medical notes on the 21st November 

confirming Mrs Devine's death. The remaining six entries in the summary 

nursing .notes suggest that Mrs Devine remained 'peaceful' until her death, 

pronounced at 20.30pm an the 21st November 1999. 

The drug chart shows that the doses of diamorphine and midazolam 

remained unchanged and that no additional medication for agitation was 

required (page 277, 279). 

On the death certificate, the cause of death was stated as 1 a Renal failure · 

and 2 Chronic glomerulonephritis. 
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7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Multi-infarct dem_entia 

This form of dementia is due to multiple smail strokes that starve the brain 

of oxygen resulting in damage. Patients often experience sudden losses 

in cognitive and functional ability .. and hence deterioration over time often 

occurs in a stepwise fashion. 

ii) Multiple myeloma 

Multiple myeloma is a form of cancer characterised by an increased 

production of particular sorts of cells (plasma cells) in the bone marrow, 

lytic bone lesions (areas of thinned bone, . visible on X-ray), a 

paraproteinaemia (usually lgG, lgA, or lgM) and immunoparesis (reduced: 

levels of other imi}Tunog/obulfns) .. Treatment can consist of chemotherapy, 

radiotherapy and bisphosphonates, drugs that strengthen the bone. Half 

the patients survive 3--4 years or less. 

lt is because of Mrs Devines lgA paraproteinaemia that she was 

investigated for the possibility of multiple myeloma with blood tests, X

rays and a bone marrow biopsy. The results of these tests excluded 

multiple myeloma. 

iii) Delirium (confusion) in the elderly 

Delirium is common in the elderly with many possible causes. Dementia 

is. a risk factor for delirium as, for example, are infection, drugs (including 
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opioid analgesics), depression, multiple co-exis1ing medical conditions 

and poor hearing. In an elderly patient presenting with delirium, the 

history and examination together with appropriate investigation should 

identify or exclude the commonest causes and guide further management 

(as stressed by Portsmouth Hospitals and Portsmouth Healthcare 

Compendium of Drug Therapy. Guidelines, Adult Patients, 1998; 

Management of acute confusion in the elderly,. pages 38-41 ). ·This 

· generally consists.,of Jreatjng __ ,t~-~-.YDsi.~r!yi_ng cause when possible and 

appropriate, non-drug and drug approaches. Non-drug measures may 

include a well lit environment, ensuring th_e patient can see and hear well, 
. 

familiar nursing staff etc. Drug measures generaJJy include the use of 

antipsychotic drugs. The aim is to reduce the level of the patient's distress 

due to their disturbed thinking without inducing drowsiness. Haloperidol is 

a commonly used antipsychotic as ._it is least likely to induce drowsiness. lt 

is the treatment of choice for aggressive confused patients in the 

Portsmouth ·Hospitals and Portsmouth Healthcare Compendium of Drug . 

Therapy Guidelines, Adult Patients, 1998; Management of acute 

confusion in the elderly, pages 38-41. When severe thought disturbance 

or abnormal behaviour is present, inducing drowsiness may 9ecome 

necessary and antipsychotics such as thioridazine or chlorpromazine are 

used. The dose is titrated to improve the patienes thoughts and behaviour 

with the least level of drowsiness. If the cause of the· delirium is 
' 

considered reversible and the situation improves, the dose of 

antipsychotic can be gradually reduced and discontinued. This is less 

likely when the cause of the delirium is irreversible. 

Typical starting doses in adults would be: 
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• haloperidol-1.5-3mg by mouth every 8-12 hours 

• thioridazine - 25mg by mouth every 12 hours 
. . 

• chlorpromazine- 25-SOmg by mouth («?r intramuscular injection) 

every 8 hours. 

In_ the elderly, lower doses, a third to one half of the above are advised 

(British National Formulary, BNF). 

iv) Fentanyl transdermal patches 

Fentanyl is a 'strong' opioid analgesic similar to morphine. In 1999, 

fentanyl transdermal patches were only licensed for the relief of chronic 

intractable pain due to_ cancer. Company produ-;;ed prescribing advice. 

·anticipates that if used as a first line strong opioid, it would be in patients 

who had failed to get adequate relief from reg~lar 'weak' opioids (see 

appendix). This. was a safety consideration, as the _lowest patch strength 

(25microgram per hour)· can deliver the equivalent of up to 135mg of 

morphine a day. This exceeds the typically recommended starting dose of 

morphine in adults (e.g. 60mg of morphine a day (BNF, Palliative Care 

Formulary, PCF); 20-40mg (Wessex protocol)) and far exceeds that 
( 

advised in the frail elderly (30mg of f'!'\Orphine a day or less). The risk of it 

being an excessive dose would be greatest in opioid-naive patients. The 

PCF advised a minimum dose of previous weak opioid, e.g. at feast 

240mg of codeine a day. This was based upon the entry criteria used by 

the company in their initial trials with fentanyl. 

After application of the patch it can take 3-23 hours to reach an effective 

plasma concentration and 36-48 hours to reach a stable level of fentanyl 

(PCF). This makes rapid titration difficult and the patch is not 
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recommended when there i~ a need for rapid titration of strong opioid 

medication for severe pain. 

v) Syringe drivers, diamorphine and midazolam 

A syringe driver is a small portable battery-driven pump used to deliver 

medication subcutaneously via a syringe, over 24hours. Indications for its 

use include swallowing difficulties or a comatose patient. In the United 

Kingdom, . it As .. commonly. used in patients with cancer in their terminal 

phase in order to continue to deliver analgesic medication. Other 

medication required for the _control of othe~ symptoms, e.g. delirium, 

nausea and vomiting can also be added to the pump. · 

Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom,· it is used in preference to morphine in 

syringe drivers as it is more soluble, allowing large doses to. b~ given in 

very small volumes. Jt is indicated for the relief of pain, breathlessness 

and cough. The initial d~ily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF, prescribing in 

palliative _care, 1999); others sometimes suggested dividing by 2 or 3 

depending on circumstance (as in the Wessex ·protocol). Based on the 

typically recommended starting doses of morphine quoted above this 

' 
equates to 20-30mg of diamorphine a day in adults and at most 10-15mg 

diamorphine a day in the frail elderly. The Wessex protocol suggests a 

range with the lowest dose of 1 Omg of diamorphine a day. The regular 

dose would t~en be titrated upwards eveiy 24-48 ~ours if pain relief is 

· inadequate. This is generally in the region of a 33--SO% increase in total 

dose,· but would be guided by the severity of the patients pain and need 
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.for additional 'as required' doses. These are generally equivalent to 116th 

of the regular dose, e.g: for diamorphine 30mg in a syringe driver over 

24hours, the 'as required' dose would be diamorphine 5mg given as a stat 

subcutaneous injection. The duration of effect should be in the order of 4 

hours, but it may need to be given more frequently. As the active· 

metabolites of morphine are excreted by the kidneys, caution is required 

in patients with impaired kidney function. 

Midazolam is a benzodiazepine, a diazepam like drug.~.l.\ i~. ~~mry:~only 
. ,;. ....,_ ~ r - _.. ....... ~ -....,...., • .,.. ~~ -- ~ 

used in syringe drivers as a sedative in patients with terminaf agitation. 

Sedation can be defined as the production of a restful state of mind. 

Drugs that sedate will have a calming effect, relieving anxiety and tension. 

Although drowsiness is a common effect of sedative drugs, a patient can 

be sedated without being drowsy. Most practitioners caring for patients 

With cancer in t.heir terminaf phase WOUfd g_er'!eralfy aim !O find a dose that 

improves the patients symptoms rather than to render them unresponsive. 

In some patients however, symptoms will only_ be relieved with doses that 

make the patient unresponsive. 

A typical starting dose of midazolam for an adult is 30mg a day. A smaller 

dose, particularly in the elderly, can suffice or sedate without drowsiness. 

The Wesse~ protocol suggests a range with the lowest dose of Smg a 

day. The regular dose would then be titrated upwards every 24 hours if 

the sedative effect is inadequate. This is generally in the region of a 33-

50% increase in total dose, but would be guided by the severity of the 

patients symptoms and n_eed for additional 'as required' doses. These are 

generally equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg 

in a syringe driver over 24hours, the 'as required' dose would be 
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midazolam 5mg given as a stat subcutaneous injection. The duration of 

effect is generally no more than 4 hours, and it may need to be given 

more frequently. As an active metabollte of midazolam is excreted by the 

kidneys, caution is required in patients with impaired kidney function. 

8. OPINION 

. Events at Queen Alexandra Hospital 

The medical .119t~.~. r~'!~.c?.l ~rs pevine to be a frail 88 year old with significant 

medical problems, most notably chronic renal failure and nephrotic syndrome. 

On the background of a gradual deterioration in her cognitive abilities she was 

admitted with a~ episode of acute confusion that from the hist~Hy, 

examination, investigation and subsequent progress at the Queen Alexander 

Hospital, was in keeping with a diagnosis of multi-infarct dementia. 

An infection may have been a possible contributing cause of the confusion. No 
{ 

specific source of infection was found, but her whit~ cell count increased 

despite .the antibiotic, trimethoprim. Following the change to another antibiotic, 

cefaclor, her mental state did appear to improve . 

. She was referred to the psychogeriatricians and seen by Dr Tayior, clinical 

assistant in old age psychiatry, who agreed with a diagnosis of dementia. She 

.. did however incorrectly refer to Mrs Devine as having multiple myeloma. The 

concerns of Mrs Devine's daughter relating to the care of her Mother were 

documented in the notes (pages 159, 167) partly relating to plans for 

placement of Mrs Devine. On each occasion these appear to have been 

satisfactorily resolved_ 

Events at Gosport War Memon·al Hospital 

Infrequent entries in the medical notes make it difficult to closely follow Mrs 

De vine's progress over. the .last month of her life. Although her physical 

condition appeared to change little, her level of confusion increased, 
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resulting _in the prescription of thioridazine, an antipsychotic on an 'as 

required' basis on 111h November and a referral back to Or Lusznat on 16tn 

November 1999. Around this time, her white cell count had increased and 

her renal function _deteri,orated and she had received trimethoprim for a 

presumed urinary tract infection. She was seen on the 18~~'~ November 

1999, again by Or Taylor, who agreed that her mental health state had 

deteriorated and commented that her physical condition was stable. On 

this same day, without a dorumented reason, a fentanyl transdermal patch 
~ ·-~· ~ ... .--~-~' "} • ~ •• < _.... ' o;.....""' ·-~ • _. ...... 

(strength 25microgram per hour) was applied to Mrs · Devine (pages 275, 

277). On the following day she was confused and aggressive to the point 

of requiring two nurses to 'special' her. This generally indicates that active 

containment is necessary to prevent the confused patient causing harm to 

themselves or to others and that they have sufficient physical strength to 
. ~ 

dg Jhis. She was given chlorp~omazin~ by intram~scular injection and one 

hour later a syringe driver with diamorphine and midazolam was 

commenced. She died two days later. Her cause of death was registered 

as chronic renal failure secondary to chronic glomerulonephritis. The 

approximate interval between onset of the chronic renal failure and death 

was stated as 3 days. This is incorrect as it had been identified as a 

problem for several months (pages 42 and 52). My experience is limited in 

caring for patients dying from renal failure alone (most patients r look after 

will have cancer in addition to renal failure) but Mrs Devine's death was not 

typical of patients dying from chr011ic renal failure in my experience. lt is 

generally more gradual in onset associated with progressively worsening 

renal failure, increasing weakness and drowsiness. A rapid worsening of 

Mrs Devinets mental state would be more suggestive- of -an- underlying 
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aggravating factor, for example an infection, a cerebrovascular event 

('stroke') or a drug. The latter is particularly relevant given the newly 

prescribed fentanyl transdermaf patch the day before. 

Was the standard of care afforded to this patient in the days leading up to her 

death in keeping with the acceptabfe standard of the day? 

The overall care given to Mrs Devine whilst at the Queen Alexandra Hospital 

-··- was .. not .substandard. 

The medical care provided by Or Barton to Mrs Devine following her transfer 

to Go sport War Memorial Hospital, Dryad Continuing Care Ward is suboptimal 

when compared to the good standard of practice and care expected of a 

doctor outlined by the General Medical Council (Good Medical Practice, 

General Medical Council,· July 1998, pages 2-3) with particular reference to: 

• good clinical care must incJ~:~de an adequare- assessment of the patients 

condition, based on the history and clinical signs and, if necessary, an 

appropriate examination 

• in providing care you must keep clear, accurate, and contemporaneous 

patient records which report the relevant clinical findings, the decisions 

made, the information given to patients and any drugs or other treatment 

prescribed 

• in providing care you must prescribe only the treatment, drugs or 

appliances that serve the patient's needs.· 

Specifically: 

i) The cause of the acute confusion that led to Mrs Devine's admission is not 

noted. A diagnosis of multi-infarct dementia, possibly aggravated by infection 
• I 

not responding to trimethoprim, would be important to note, as this information 

could· influence the management of a similar deterioration in the future. This 
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knowledge should allow a doctor to consider the possibility that even sudden 

deteriorations in the future may represent a potentially temporary decline. 

Further, that it could be appropriate to use an alternative antibiotic to 

trimethoprim first fine or, to have a low threshold for switching from 

trimethoprim to another antibiotic if clinical benefit is not obtained. lack of this 

kliowledge could lead a doctor to consider any future decline as an irreversible 

event or to fail to use an effective antibiotic. 

ii) Failure to carefully read Mrs Devine's notes resulted' in Mrs· Devine being 

incorrectly labelled as having myeloma in the admission notes on transfer to 

Dryad ward (page 154). The fact that Mrs Devine did not have myeloma is 

clear from the information available in clinic letters from the haematologist 

Dr Cranfield (page 64). This mistake is important if it influenced how she was 

managed. For example, deterioration could be incorrectly considered ·an 

_'expected' irreversible terminal event due to her cancer-like condition and 

other possible reversible causes of her deterioration may not be considered. 

iii) There is no entry in the medical notes that explains the reason for prescribing 

the morphine, as required, on the day of transfer, or the fentanyl transdermal 

patch on the 18th November 1999. Pain had not been recorded as a problem 

in. the notes, nor had she received any other kind of analgesic, e.g. 

paracetamol or codeine. Without clear and accurate information in the notes 

that justifies the use of a fentanyl transdermal patch, it is difficult to endorse 

~his prescribing action that results in the use of an above average dose of a 

strong opioid as a first fine analgesic in a frail elderly patient, particularly as it 

goes against the company's prescribing advice (see appendix). In this regard· 

good clinical practice is not adhered to as the treatment appears excessive to 

Mrs Devine's needs. 
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iv) In the medical notes entry of the 19th November 1999, although a marked 

deterioration was recorded, a lack of clear and accurate information means 

that it is impossible to know if there had been. a sufficient consi,deration of the 

possible reversible causes of Mrs Devine's deterioration ·(page 156). For 

example, could the dose of strong opioid delivered by the fentanyl patch have 

resulted in a worsening of her delirium? -If her deterioratio':l was being 

attributed to her worsening renal funCtion, what were the possible cause(s) of 

this? For example, was Mrs Devine becoming increasingly dehydrated due to 

her diuretic therapy combined with a reduced fluid intake? 

v) · The medication, detailed below, used in response to Mrs Devine's worsening 

confusion appears excessive for her needs, even if it were considered that she 

was dying from natural causes. Medication to control symptoms is usuaJly 

commenced at a starting dose appropriate to the patient (e.g. considering age 

and frailty) and their particular symptom control needs- and titrated upwards 

aiming to control these symptoms without ·necessarily rende~ng the patient 

unresponsive. Although the use of chlorpromazine, an antipsychotic, could be 

justified (see_ technical background), the dose of 50mg was double that 

recommended for an elderly, frail patient by the BNF and in this regard 

excessive to Mrs Devine's needs. This would likely to have caused prolonged 

drowsiness. There was no opportunity given to assess the long-tenn effect of 
' . 

this dose; it is possible that Mrs Devine's thoughts and behaviours would have 

improved as the peak effects of the chlorpromazine wore off and she became 

less drowsy. Instead, within one hour a syringe driver was commenced with 

diamorphine and midazolam. The diamorphine is referred to as an 'analgesic' 

in the medical notes (page 156), but there is no indication or assessment of 

what pain this is required for. The daily dose of 40mg (with scope to increase 

the dose to BOmg a day) is not justified at all in the notes. lt is likely to be 

excessive for Mrs Devine's needs and to cause drowsiness. Increasing doses 

of opioids excessive to a patient's needs are also ·associated with an 
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increasing risk of delirium, nausea and vomiting and respiratory depression. 

Once unresponsive and not drinking, Mrs Devine's renal function would 

decline further, with increasing retention of the active metabolites of morphine, 

resulting in an increased overall effect, even though the dose was unchanged. 

There are no clear prescribing instructions on whY:, when and by how much. 

the dose can be altered within this range and by whom. For these reasons, 

prescribing a drug as a range, p~rticular1y a wide range, is generally 

discouraged. Doctors, based upon· an assessment of the clinical condition. and 

needs of the patient usually decide· -on··· and"" prescribe any . change in 

medication. lt is not usual in my experience for such decisions to be left for 

nurses to make alone. 

The daily dose of midazolam was prescribed as 20-80mg. Although many 

doctors would use midazolam in patients with agitation, it was commenced at 

a daily dose of 40mg, with no indication of why 20mg was. not considered 

appropriate. This dose is likely to lead to drowsiness in a frail elderly patient. 

Again, there are no prescribing instructions on why, when and by haw much 

the dose can be altered within this range and by whom. In short, these drugs 

appear to have bee:n prescribed without sufficient safeguard in relation to 

altering the dosage and in a way that exceeded the patient's needs. In regard 

to the latter, the notes do not report that Mrs Devine was able to respond after 

the chlorpromazine was given and the syringe driver commenced. The dose of 

diamorphine and midazofam did not alter and no additional doses of either 

drug were required. 

If the care is found to be suboptimal what treatment should normally have 

been proffered in this case? 

In relation to the above: 
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Issues i and ii (failure to read medical notes thoroughly) 

There should have been an adequate assessment of the patients condition, 
. . 

including the history obtainable from careful reading of her medical records. 

Issue iii (failure to document pain/inappropriate use of transderma/ fentanyl 

patch) 

There should have been an adequate assessment of the patients condition. If 

Mrs Devine directly reported pain, this should have been noted and attempts 

. ~-· .. , _ _ made to assess as a minimum the site, severity, aggravating/relieving factors 
• • • > L ~ ~ ~r ...... _., ~ ....... ,, O. 0 ' 

and Hkely cause of the pain. If Mrs Devine was not capable of directly 

reporting pain, but it was the view of the staff that she was in pain, the reasons 

for this deduction should have been documented (e.g. her facial expressions, 

mood, behaviour). Whether o~ not Mrs Devine was capable of directly or only 

indirectly reporting pain, if analgesic drugs were considered appropriate, these 

should have been given in a proportional way. Th~s would generally entail 

commencing with regular simple anaf_gesics (e.g. paracetamol), progressing to 

weak · opioids (e.g. codeine, dihydrocodeine) and if these were found 

inadequate, strong opioids such as morphine. Sometimes it is necessary to 

deviate from this general approach (e.g. for a patient in severe pain) ·and go 

straight to strong opioids. Nevertheless, the dose of strong opioid would still 

have to be individually determined and in my view for an elderly, frail patient 

with renal impairment, a safe starting dose would be morphine solution 2.5mg 

given every 6 hours and 'as required'. The regular dose would then be ·titrated 

upwards every 48 hours if pain relief is inadequate. The increment would be · 

ba,sed upon the patients number of 'as required' doses needed and may 

generally be in the region of a 33-50% increase in total dose. A transdermal 

fentanyl patch would not in. my view· be appropriate in this situation (leaving 

aside the issue of pain not being documented as a problem) as even the 

lowest strength patch is likely to deliver too high a dose of strong opioid for an 
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elderly, frail, opioid naive patient and it is less flexible than morphine solution 

in dose titration (see technical issues). 

Issue iv (lack of adequate assessment of Mrs De vine's marked deterioration) 

There should have been an adequate assessment of the patients condition, 

based on the history and clinical signs and an appropriate examination, with 
. . 

the common causes of delirium in elderly patients actively considered. Based 

upon this assessment it is usual to document a working diagnosis of the likely 

cause or causes (differential cliagr1osesfintt1e.noTes-·that helps to illustrate that 

this process has been undertaken. An appropriate management plan would be 

documented including any need for further investigation. The common causes 

of confusion that are reasonably sim.ple to reverse should almost always be 

excluded/pursued as a minil'!lum, e.g. faecal impaction, urinary retention, 

withdrawal of offending medication. Even in the situation where the cause of 

the confusion may be known but it is deemed impossible or inappropriate to 

pursue its treatment (e.g. due to the burden outweighing the benefit, the . 

patients existing psychological or physical state, quality of life and likely 

prognosis) there should still be clear, accurate, and contemporane~us patient 

records that document how these decisions are made. 

Issue v (excessive/inappropriate use of chlorpromazine, diamorphine and 

midazofam) 

An antipsychotic is an appropriate treatment for someone who is agitated and 

confused (see technical background). Although haloperidol is often used, the 
. . 

selection of an antipsychotic that has a greater sedative. effect such . as 

chlorpromazine could be seen as reasonable· when someone is particularly 

agitated. A much smaller dose, 12.5mg or at most 25mg, would have been· 

preferable in an elderly, frail patient. lt would be seen as reasonable practice 

to allow sufficient time to elapse to assess the longterm effect of ttle 

chlorpromazine· as it may be sufficient to get a patient through· an acute 
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episode of worsening confusion. Patients may emerge with an improved 

mental state and better able to co-o~erate, allowing a small dose of an 

antipsychotic, e.g. thioridazine, to be given regularly by mouth to maintain the 

improvement. . 

Benzodiazepines can be combined with antipsychotics when someone is 

agitated and confused. If the use of midazola_m was deemed necessary, it 

would in my view have been mer~ appropriate to give .small doses (2.5mg

Smg) by intermittent subcutaneous injection as required. lt would not be usual 

practice to commence a syringe driver in order to deliver midazolam with the-· · ·.-... -_,.,., ., 

express purpose of keep_ing Mrs Devine sedated and drowsy to the point of 

being unresponsive when the cause of her confusion is unclear. In my view, it 

can only be justified if it was considered without reasonable doubt that Mrs 

Devine was experiencing agitated confusion as ~ terminal event and was 

actively dying. The decision to take such an approach generally rests with the 

doctor after taking into account the clinical assessment of the patient, known 

wishes of the patient, the views of ·the family and ottier members of staff. 

Although some practitioners would use a dose designed to render the patient 

unresponsive, most would use a dose that improves symptoms without 

necessarily rendering the patient unresponsive; for Mrs Devine, a starting 

dose of midazoJam 1 Omg over 24 hours would have been reasonable. 

In the absence of pain, shortness of breath or cough, in my view there is no 

justification for the use of diamorphine in the syringe, driver. If there was 

evidence or concern that Mrs Devine was in pain to a degree that warranted 

strong opioids and she was unable to take medication by mouth, it would have 

been more appropriate to offer her small doses of diamorphine (2.5mg) by 

intermittent subcutaneous injection. If on review, more. than 1-2 doses were 

required a day, the equivalent amount could then be added into the syringe 

driver. If for whatever reason, it was felt preferable to give her a regular 

amount of diamorphine, in my. view a starting dose of 5-1 Omg per day would 

have been more appropriate. 
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Generally, the doses of drugs to be given in a syringe driver should be 

prescribed as a fixed dose rather than as. a range of doses. Any alterations in 

the dose are generally prescribed by a doctor, following a reassessment of the 

patient, number of additional as required doses used of analgesics/sedatives 

etc. A range is sometimes written in .settings where doctors as less readily 

·available on-site to change a prescription. If this is accepted practice within an 

organisation, it should ideally be covered by a policy. 

If the care is found to be· suboptimaHo~-what...extent may it disclose criminally 

, culpable actions on the part of individuals or groups? 

Or Barton does not appear to have provided· Mrs Devine with a good standard 

. of clinical care as defined by the GMC (Good Medical Practice, General 

Medical Council, July 1998 pages 2-3 ). 

Whether Mrs Devine was dying 'naturally' or not, the prescription of the 

fer:1tany!_ transdermal patch appears unjustified and/or excessive for Mrs 

Devine's needs. Further, the possibility that this action may have in itself.led to 

a worsening of Mrs Oevine's condition does not appear to have been 

considered or acted upon. Dr. Barton's prescription of diamorphine also 

appears unjustified and/or excessive for Mrs Devine's needs. Or Barton's use 

of chlorpromazine and midazolam appears justified on the grounds of Mrs 

Devine's agitation and confusion, but could be seen as excessive for her 

needs. 

Although it is possible that Mrs Devine was dying 'naturally', it is also possible 

that ·her mental ~tate had deteriorated in a temporary or reversible way and 

that she was not In her terminal phase. Mrs Devine's deterioration . as 

documented in the medical notes appears to have been relatively rapid and· 

mainly in her mental state." This contrasts with the graduar phy~ieal decline 

over days or weeks more typical of the terminal stage of many chronic 

illnesses. In this regard, there should have been a more thorough assessment 
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and crearer documentation of the possible contributing factors to Mrs Oevine's 

deteriorating mental state. When there is such doubt, a more measured 

approach· to the management of her confusion that did not render her 

unresponsive would have been particularly appropriate. 

In patients with cancer, the use of diamorphine and midazolam when 

appropriate for the patients needs, does not appear to hasten the dying 

process. This has not been examined in patients dying from other illnesses to 

my knowledge, but one would have no reason to suppose it would be any 

different. The key issue is whether the use and the dose of diamorphine a~na.' 

midazolam are appropriate to the patients needs. In situations where they are 

inappropriate or excessive to the patients needs, it would be difficult to 

exclude with any certainty that they did not contribute more than minimally, 

negligibly or trivially to the death of the patient. 

If it were that Mrs Oevine had naturally entered the terminal phase of her life, 

at best, Or Barton could be seen as a doctor who, whilst failing to keep clear, 

accurate, and contemporaneous patient records had been attempting to allow 

Mrs Devine a peaceful death, albeit 'with what appe.ars to be an inappropriate 

and excessive use of medication due to a lack of sufficient knowledge, 

However, in my opinion, based on the medical and nursing records, there is 

reasonable doubt that she had definitely entered her terminal stage. Given this 

doubt, at worst, Or Barton could be seen as a doctor who breached the duty of 

care she owed to Mrs Devine by fajling to provide treatment with a reasonable 

amount of skill and care. Thili wa~ to a degree that disregarded the safety· of 

Mrs Devine by unnecessarily exposing her to inappropriate and excessive 

doses of medications such as the fentanyl transdermar patch that could have 

resulted in a worsening of her agitation and confusion. Dr Barton's response to 

this was to further expose Mrs Devine to inappropriate and/or excessive doses 

of midazolam and diamorphine that could have contributed more than 

minimally, negligibly or trivially to her death. As a result· Or Barton leaves 

herself open to the accusation of gross negligence. 

Page 28 of31 



'I 

( . 

GMC1 00096-0043 

DrAWll<odc Elsie Devine (BJC'/16) - Report December lOth 2004 

9. LITERA TU RE/REFERENCES 

British National Formulary 38 September 1999, Prescribing in Palliative Care, 

pages 11-14. 

British National Formulary 38 September 1999, Prescribing for the Elderly, 
I 

pages 15-16. 

British National Formulary 47, March 2004. 

Good Medical Pr~ctioo~--G~ner~f'M'edi~i' coun~il, Jury 1998, pages 2-3 

Palliative Care Handbook, Guidelines on Clinical Management. Third Edition 

'Wessex Protocol' Salisbury Palliative Care Services May 1995, pages 3-4, 

30--31. 

Portsmouth Hospitals and Portsmouth Healthcare Compendium of Drug 

Therapy Guidelines, Adult Patients, 1998, Management of acute confusion in 

the elderly, pages 38-41. 

Page 29 of31 



-. ( 

GMC1 00096-0044 

DrAWilcoCk Elsie Devine {BJC/16) - Report Decembtr lOth 2004 

11. 

. 10. EXPERTS' DECLARATION 

1. · I understand that my overriding duty is to the court, both in preparing reports 
and in giving oral evidence. I have complied and will continue to comply with 
thatduty. · 

2. I have set out in my report what I understand from those instructing me to be 
the questions in respect of which my opinion as an expert are required. 

3. I have done my best, in preparing this report, to be accurate and complete. I 
have mentioned all matters which r regard as relevant to the opinions r have 
expressed. All of the matters on which I -have expressed an opinion lie within 
my field of expertise. · 

4. I have drawn to the attention of the court all matters, of which I am aware, 
whiCh might adversely affect my opinion. --· · ···· ·'"~ - · ··· .... ,.,._·"···~ 

5. Wherever r have no personal knowledge, I have indicated the source of 
factual information. 

6. I have not included anything in this report which has been suggested to me by 
anyone, including the lawyers instructing me, without forming my own 
independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, 1 have indicated 
the extent of that range in the report. · 

8. At the time of signing the report !'consider it to be complete and accurate. I will 
notify those instructing me if, for any reason, I subsequently consider that the 
report requires any correction or qualification. 

9. I understand that this report will be the evidence· that I will give under oath, 
subject to any correction or qualification J may make before swearing to its 
veracity. · 

i 0. I have attached to this report a statement setting out the substance of all facts 
and instructions given to me which are material to the opinions expressed in 
this report or upon which those opinions are based. 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made crear which they are and f believe them to be true, 
and the opiniof')s I have expressed represent my true and complete 
professional opinion. 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

s;9nature:j Code A i-l_oate: /6 · 12 · Ot 
i ! 
i ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
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APPENDICIES 

Attachment A Data sheet tor Durogesic, fentanyl transdermal system, 

1995. 

Attachment B. Guidelines for use leaflet, 1994. 

Attachment C. Guidelines for use laminated card, 1996 . 
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PRESCRIBING DUROGESICTM"Y 

For patients previously on weak opioids 

Sun with a 25).1.g/h patch Timu dosage for optimum pain relief 

Short acting opioids can be added p.r.n. 

For_patients previously on strong opioids 
Calculate the correct patch size using the conversion chart 

Ir will take: 6-12 hours to reach therapeutic: pla.Sma levelsu 

For this reason, cominue to give the previously used strong op!oid as indicated bdow 

How to continue with Durogesic 

Review am.lgesic requirements mer 72 hours 

Titrate up in 25ug/h inrervili" if necessary 

When subsequent patches are started there is no need to 

wait 6-12 hours for analgesic levds 
"Rlf<r m d.. <hu U..... bofo"' p=ibills 

ALWAY~ ENSURE THAT SHOilT-ACT!NG MORPHINE IS 
AVAILABLE I~R.N. FOR BREAKTHROUGH PAIN 
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An•Qchesia 1995; SO: 300-3. J. !lroob D. Th~ Nation..! Auaciation a£ F<Jndholding Pra«:kes 
Annuol Offici.J Yearbook 1996. 
ABBREVIATED PRESCRll\INGINFORMATION- DUROGESIC TW (fe.,u.ayl =nsil..-....1 
syotcm) PluJ< rnd Data Shco< bolD.-.. proscribing Prnentatioa: Durogesic i• • tr>nspnent •df 
:u:!hesi~ patd. containing fenr=y! and is >va.ilab!e in four •~ngth. (see below)- Usu: M:.nagemmt of 
du-onic intc•ruhlc pain due ta wuet. Do<.ge: AJuiu: lniJiJ Jou,· In m-ong opioid IUire pacirou rite 
initial doS.. sh'ould be 2Smcg/h pmh. In opioid tolonnt p>tients t:hc dose should be co,...,rted fiom 
t:he pttviouo 24 hour opioid requirem~nt ( ••• Dau Shoot)- Ti~nt~ion ...J ,...inltru"'t~ The p>tches s~ould 
be d.anged every three days ;ond titrated to analgesic tf!iO(}'. Tht ne,.. patch •hould be applied to a 
differmt site. EIJnly' Scrum kwdo unci to be higher. Bder!y, tad.ectic or debilito.ted patients should be 
ob<crved for sign< of to.ricir:y U~d d.o do•• ud!lctd if necessary. Children: Nor recomme~rdcd. 
Contuindicotions: Treatment of •cu•e pain. Hypetsenoitiviry to fentanyl or tht •ilicone mcclical 
•dhesive.. Wuningr and Precautioru: Po.tien.ts wi<h s.riow adverse ovents •hould be moniror.d for up 
to 24 hOUfS .fter p>t<:h remanl as con<enn-o.tioru decline gradually. Durogesic should b, b:pr DUT of 
reach of children before ;u,d a.Ji:,. we. See p~ck insert for •>fc dispos.>l iruuuctions. As ,.,jt:h all porcnt 
opioid., r=piruory dcpr•••ion =r occur wd i.o dos~ rd>ted. Ut'e .hould be ~ in p>tiena .. ;eh 
dvorric obseructi"" or otha pulmomq disease. Taltranc< .md dependence m~y o~= ~ i~tnogtnic 
addiction is r=- Use wi<h on: in Ftienrs .. ~th r.o.ised intncra.nial J>f<S5ure. brain rumoun and mcJr
urhythmias. Patients with hepatic and r.n.J disellt should be obs.:rved c=fi..illy for toxicity :ud the 
do .. teduoed if necesury. Fentanyl meubo!ites are i=aive. P•ticnts who devdop f~v•r should be 
monitored for opioid tide eff.cts •incc significant inar>~<J in body temper•~ an.pocenci..Jly 
incrcan fcnr.onyl delivery rue. &posing the application <ite to direct eJtternol hear sour= sho.dtl he 
avoide.!. Dwogesi.c =y affea the •hili')' to drive or use m>thincry. Pregrurn:y and lactation: ~e')' 
lu. nbr been embli.hed in pregnmcy. Duroge<ic •hould not be IISed in ...::.mm 'Who are breast l«.:ling. 
lllte<~ctians: Ust of concomitant CNS depress~nts induding alcohol require• opecial an >nd 
ob~.-.ation .zs die effcca may be >ddiri..,_ Side Effictr Ju ,.;U, oth....- f'""'nr opioid.o, the most l<riacu 
oide effect is hypovencilation. Other side effects include nausea, YOmiring, conotipacion, hyporension. 
•omnol.-nce. con!Usion. lullucinacions, .uphoiia, pturin:,. >nd urinary retention. Local .!:in reaction< 
•udt a. r"'h. eryt:homa and itching h.avo occasionally beer> rtponed. Th .. ~ umally resol~ within H 
houn of patch rtmoval. Overdos.age: The most seriOtU side tffea i. n:spin.tory drpres:sicn T rea<mcnt 
•hould indudc removing .ht patch J11d physic.ally and vo.bally stimulating the patient:. A p•tent .;,.~y 
should be maintained and respitation .... O.red i£ necessary. An opioid antagoni.t such u nalozono an 
be •dminiuered and rcpe•ted doses or continuous infwion may be require.!. Sev~re or pmi>tent 
hypotension may be managed wing paxcntcrU iluidl. P~ceutiw Preautimu: Stort bdOII' 25°C 
Leg:al Category. CD (Sch 2) POM Paek Sizes, Product Licence/ Authorisation Numbcn o.nd Co.c 
All s=gtln :ur $Upplied in pW<s of 5. Durogr<ic 25 (ddive.-. •ppro:rim..udy 2Smcg/h of fmr..oyl) 
PL/0242/0192; £28.97- PA 7~8/2/1; IR£28.95. Durogcsic 50 (ddi•ers ~ppro:tinutely 50mcg/h) 
PL/0242/01 93; £54.11 - PA 7+8/2/2; IR£54.08. Durog<>ic 7 5 ( deli•m approrinutdy 7 5mcg/h): . 
PL/0242/0194; £75.43 - PA 748/2/3; IR£75.38. Durog~sic 100 (deltvm approximately 
IOOmcg/h): PL/0242/0195; £92.97 - PA 748/2/4; IR£92.92., Pmdu<t .Lim..:• aod 
Authorisni= hold~r: }aNnn-Cilig L%d. ~IJJldorton, High Wycombo, B.,ch HP 1• 4HJ. Further 
lnlimnatio11: •••..i.lablc from Jan.nen-Cil•g Lrd. Saundenon, High Wycornbe, Bucks HP14 4HJ. D.rc 
A of Preparation: N.,.ember 1996. 0 J;onssen-Ciug Ltd 1996. 
y lANSSEN-CILAG l.ld TM denotes mdc mark. · 

For technical infomurion on Dutog«ic, L_ pleaoc c.JI the ,linklinc free on 11 I~I$LINEI 0800 716 973 
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e Plasma levels remain steady after pate~ 

changes' 
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the USA• 
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DUfiOGESIC 

ol HOURLY MORPHINE DOSE llUitOGESIC PATGII SIZE 

'' 
'' 

. 5-201Jlll' ·, ' ' ' 25 ... glb 
. ·.· '.·= .. I 

· 25-35mg 
. ~ . : . so11gth 

'. '• ' ' 

40-SOmg , : . . .·. 75\lg/h. ' 
'' 

55-65mg 
., 
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FOfl TECHNICAL INFORMATION ON OUROGESIC PLEASE CALL 
THE MEDICAL INFORMATION DEPT. FREE ON 0800 716 973. 
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PTneriblnfllnformaLion 
DUHOGESIC (fentanyltranodumal oyalrm) , 
Pre~enl•llon Duro,uic i•. tnn•p• renl u:lr •dhe•ive pal~h CDnl&ininl!!i r~nlanyl.nd it •v•il• ble in four 
llron~thl (- bo/oLOl, 
Uan M•n•lt'!menl of rhron•c intncL•ble P••n due lb c•m:~~:~r. 
DOIIIII!Adulu: lnirial dooe; In otronKnpioid nai•• potiennth• initial doo~ oho~ld bo 25 mc!Vh patch.ln 
nrioi<l tol•ronl pa Lion la tho dooo ohould "" con•enrd Crnm rh• p~viouo .24 hour <>p.ioid n~uiTI'm•nJ 
(••• don obtet). ,- , 
1i1ra1io" """ moitue,,.nn; Th~ p••~heo ohould be chon~od e.cry Lhr~o doyo ond LiLroted to onals .. ic 
olli<&•7· Thft now patch ohnuld be oppUod 10 1 olilfo~nl oito, 
Elderly; Serum Je .. Jo lend Lo be l.ighor. Eld~rly, eocheolic or dobiliLucd potitnto ohould be oloo .. nd 
[or oil!"• or lowidt7 ond tho do~ ntlucod i( ne•onory. 

· Childrn: Not recommended. , 
f.rmt~a11Jdlu1lo,. Treatment o£ acuto Jlaln. Hypero•noilbily 1o lomanyl nr the oilicnno m..licol oolhroivo. 
Wamlnp and preuullono Pollonto with oori<>uo od•orae noolo ahould b .. monitored f.,r up to Zi ~nuro 
aftor puch removal .. eunttnlroliono doclinc vadually. DuroKeoic ahould be kopt out n[ reoch or 
ohilolron l>oforo ond oltor u..,, Se.r pack in~n for ••f• diopoul itJotrucliono. 
A• wi1h all pnlent o~:~ioid•. rr.•rir•'ory .t .. pre .. inn m•:r Mr.ur and L• dn:.-:1 ttl•t~:d. c • .._ 1hould M. uken 
in palienll 11fith ~hrnnie Dbltrut:tiYe or.n•her pulmon•ry ditftn•. · 
Tlller.nec •nd d~p-endi:nE:e tn• '1 nr.cur h"t i•lrnsf.:nic •ddicllon I• r•N:· u.~ wiLh E".r. in fl•llenlf wilh 
r1i1c:d inlr•cr•nlal preuu:re, bn.in lumoun and br•dy·arrhylhmi.n. Pa•it!:nh "With hepatic •nd r~r,nal 
d-i•ea.te •hou)d bl!!! ohnn"ed c•rdul\y for toair.:ily and the do1e reduced i£ nn.ella["y. F .. nhnJI 
motabnlitu an ino<tive. Pationt• who d~···"P f··~· ohGnld be mnnitorod [or opioiol aide err~cll linre 
•ir;nilioant incre .. oa in body temperoluro con potontiollr incr<ue fentanyl delinry. rale. Eapnoin' tho 
application ailo lo din!<l ucem•l hoal oource• ohoO>Jtl be avoided. 
fluro~ulc n.ay arf~11he ohilily lo dri•e or use mochinery. 
Prejlnoncy and lactulioH: Safety l11a nol been eoLaloUohod in prop>ancy. DurO&••it ohould nul h uord 
ln .,..,mon 10ho are bN!ott l.edin&. 
ln1e-rac1ion.1: U11. of E:Oncomhanl CN S dor.pre•••nll includin1 •lcot.ul ret~uiroe• 1por:-cial ea rt! anrt 
nhoonacion •• the effeclo mar"" adslili••· 
Side e.ffecll: Ao with nthor [K>I•nl opioida, the mnil oorioua oidP. oll<cl ia hyponntilolion. 01her oiofe 
ollocto includo nauou, vomilinK, cunoLipotlnn, hypolenoion, wmnol~n .. , cnn£uoion, hallucinalinn•, 
ouphoria, pruriluo ond urinuy TCiention. • , 
Loooltkin roacliono ouch oo rooh, eey1 h•m• and ilchin& hiYe uccooionolly be•n reported. Theoo uauolly 
roool•o wilhin 24 houro 11( pllch romonl. 
Ot~rrrdoiO,!fl~ The moll teriaul eUR:t i1 rnpiralory depr~11ion. 1"rr.atmll!nt •haulrl.ndurtll'! rll!mnvinR lhfl 
patch and phyolcally ami vorbelly otimulotins tha potienl. A raLPnl ai..,.ay ohnuld he hllihloined and 
rnrir•lion ani•led. U ne-ci'!•••I'J· An opiolci antl~nn:ill 1uc.h •• naJg~•on« -e•n tM a.fmlni1.f-"N!t.l- •ml 
rP.(leale-d dn1-r1 01" -continuoU.I infutii:Jn ma)' be tll!.quired. S~~:•flrtl or rerth,enl hypou~ndnn rna7 ht!: 
fn•n•llt:d Ulini!J J'•n.:pU:r•l nuicl1. ' 
Phorm•oeullul Pre .. ullono 51"n below 2S"G. 
Le~ol C•te1ory CD (Set. 2) POM 1 

l'•clt s;.,..,, Protlur.l Ueenca Numl~ro ami Baal~ Nll!l Cool Aflarr•m~h• are tupplil!l! in park• nf S. 
llUIIOGESIC 2S, !28.97, PL 024210192 dolinn opprn•in.al.ly 25 m•wh of fentanyl. DUROCESIC so, 
J:Sol.ll, PL 024210193 d•linro •PI'"''imalely 50 m•p;lh. DUROGESIC 15, £15.43, I'L 024:U11194 deli••" 
apptowimotely1S mc~h. DUROCESlC lOO, £92.'11, PL 024210195 delinro approwimaloly lOO mcgh. 
Product Llcenn lloldqr Jon•o•n Phormaeouli~al Llmit~d. Grove, Wantas•• Oxon OXI2 ODQ. 
Referenc~ I. Data on Iilo, J•nnoll Pharmoc~utical Limi1od. (lloilly, 1993), N91170 [Aholracu: 71h 
World Con,;rt'n ton l'oin. Reilly CS, Broomo IJ, Wri~hl H, Bow .. r S: Aholur.t Ml], 2. Gnurfay GK, 
Kowoloki SR, Pl11mmor JL, Couain1' MJ, Ann11rtm8 PJ, Ano11h Analc 19811; 67: 32!1-337, 3. Da1a on 
Iiio, JanUM l'hormaeeuticaf Umilo'a. (Pnnonoy, 1993) N73861 {P<1rlenoy HK, elal . .AnuJithuiolo,u 
78:36-43 1993). 4. l>oto Qn lile, h~ooon Phormaooutir.al Limited. (Pa}ne,l9R91. N73859. 5. TheTTS 
F~fJt•nrl Mu.fd .. C.P.DJ.N!I Study Crnn,to. J. llrua n ...... 19"94~ (, (3)~ 9.:.-97. G. D••• on m~. l•ntllf:R 
l'h•nn•r-r.,Jth·•l Um,,rd. {l'!i',t). [TAC 4/94]. 1. S'mn1ond• MA.~ Ric.h•nhu•brtr J, J. Pa•n Symptom 
Mana1• 19'112; 7: SJ6-39. 
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DATA SHEET 

Duroges1cT 
FENTANYL TRANSDERMAL SYSTEM 

Presentation 
DUROGESJC is a transderm~ drug delivery system comprising a 
transparent, self-adhesive patch containing a drug reservoir of fentanyl. 
Each system is designed to release fentanyl into the systemic circulation 
over a period of72 hours. Ther!! are fourdifferentstrengths: 

DUROGESIC 25, with a delivery rate of approximately 25 microgramslhour 
fentanyl (active surface area !Ocm1, fentanyl content 2.5mg, and printed 
"DURCGESIC 2511& fentanyl/h" in pink} 

DUROGESIC 50, with a delivery rate of approximately 50 microgramslhour 
fentanyl (active surface area 20cml, fentanyl content Smg, and printed 
'DUROGESIC 50J!g fentanyVh" in green) 

DURCGESIC 75, with a delivery rate of approximately 75 microgramslhour 
fentanyl (active surface area 30cml, fentanyl content 7.5f!1g, and printed 
'DUROGESIC 751J.g fental)yVh" in blue) 

DUROGESIC 100, with a delivery rate of approximately 100 microgramsl 
hour fentanyl (active surface area '\Ocm1, fentanyl content IOmg, and 
printed 'DUROGESIC IOOJ!g fentanyllh' in grey} 

The drug reservoir also contains Ethanol BP, Hydroxyethylcellulose Ph.Eur 
and Purifi~d Water Ph Eur. The contact adhesive is silicone medical 
adhesive. 

Uses 
Indications: 
DUROGESIC is indicated in the management of chronic intractable pain 
due to cancer. 

Propenies: . 
Fentanyl is an opioid analgesic with a high affinity for the 11-opioid receptor. 

DUROGESIC provides continuous systemic deli~ery of fentanyl over the 
72 h~ur administration period. After the first Dl,.JR03ESIC application, 
serum fentanyl concentrations increase gradually, generally levelling orf 
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between 12 and 24 hours and remaimng relatively constant for the 
remainderofthe 72 hour applicatiqn period. Peak serum levels of 
~er.tor.y\ ge~ro\\y oct:ur between 14 and 71 hour!. aiterthefim 
application. The serum fentanyl concentrations attained are proportional 
to the DUROGESIC.patch size. For all practic~l purposes by the second 
72 hour application, a ~eady st;~,te serum concentration is reached 
and is maintained during subsequent applications of a patch of the 
samesiz.e. 

After DUROGESIC is removed, serum fentanyl concentrations decline 
gradually, falling approximately 50% in 17 (range 13-11) hours. Continued 
absorption of fentanyl from the skin accounts for a slower disappearance 
of the drug from the serum than is seen after an iv infusion. Fentanyl is 
metabolised primarily in the liver. Around 75% of fentanyl is excreted 
into the urine, mostly as metabolites, with less than 10% as unchanged 
drug. About 9% of the dose is recovered in the faeces, primarily a:s . 
metabolites. The major metabolite, norfentanyl, is inactive. Mean values 
for unbound fractions orfentanyl in plasma are estimated to be between 
13and21%. · ' 

Dosage and Administration 

DUROGESIC should be applied to non-irritated and non-irradiated skin on 
a flat surface of the torso or upper arm. A non-hairy area should be 
selected.lf the site of DUROGESIC application requires .to be cleansed prior 
to application of the system, this should be done with water. Soaps, oils, 
lotions or any other agent that might irritate the skin or alter its 
characteristics should not be used. The skin should be completely dry 
before the system is applied. 

DUROGESIC should be applied immediately after removal from the sealed 
pouch. Following removal of the protective layer, the transdermal system 
should be pressed firmly in place with the palm of the hand for 
approximately 30 seconds, making sure the contact is complete, especially 
around the edges. 

DUROGESIC should be worn continuously for 72 hours. A new sy~tem 
should then be applied to a different skin site after removal of the previous 
transdermal system. Several days should elapse before a new patch is 
appli~d to the same area of skin. · 

Adults: 
Initial dose selection 
The Initial DUROGESJC dose should be based on the patient's opioid 
history, including the degree of opioid toleram:e, if any, as well as on the 
current general condition and medical status of the patient. 

In strong opioid-naive patients the lowest DUROGESIC dose, 25 
micrograms/h, should be used as the initial dose. 

~~-

In opioid-tolerant patients the initial dose of DUROGESIC should be based 
on the previous 24 hour opioid analgesic requirement A recomm~n-r.~d 
tomen.ion ~c.heme horn ora\ morphine to Dll'i\CGES\C '1s g·1ven below: 

Ora124 hour morphine DUROGESIC 
(mg/day) (micrograms/h) 

<135 
1357224 
225-314 
315-404 
405-494 
495-584 
585-674 
675-764 
765-854 
655-944 
945-1034 
1035-112., 

25 
so. 
75 
100 
125 
ISO 
175 
200 
225 
250 
275 
300 

For both strong opioid-naive and opioid-tolerant patients, the initial 
evaluation of the analgesic effect of DUROGESIC should not be made 
before the system has been worn for 24 hours due to the gradual increase 
in serum fentanyl concentrations up to this time. Previous analgesic therapy 
should therefore be phased out gradually from the time of the first patch 
application until efficacy with DUROGESIC is attained. 

Dose titration ond maintenance therapy 
The DUROGESIC patch should be replaced every 72 hours. The dose 
should be titrat·ed individually until analgesic efficacy is attained.lf analgesia 
is insufficient at the end of the initial application period the dose may be 
increased. Dos~ adjustment, when necessary, should normally be 
performed in2.p mkrograms/h increments, although the supplementary 
analgesic requirements (orol morphine 90mglday ... DUROGESIC 25 
micrograms/h)':and pain status of the patient should be taken into account. 
More than one' OURc:x:;ESIC system may be used for doses greater than 
100 microgram'sth. Patients may require periodic supplemental doses of a 
short-acting an'algesic for "breakthrough" pain. Additional or alternative 
methods of analgesia should·be considered when the DURCXiESIC dose . 
exceeds 300 mhogramslh. 

Discontinuation of DUROGES/C 
If discontinuat'1on of D\JROCESIC '1s necessary, any replacement with other 
opioids should be gradual, starting at a low dose and increasing slowly. This 
is because fentanyl levels fall gradually after DUROGESIC is removed; it may 
take 17 hours or more For the fentanyl serum concentration to decrease by 
SO%. As a general rule, the discontinuation of opioid analgesia should be . 
gradual. · 
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Use in elderly ~atients 
Data from intravenous studies witn fentanyl suggest that elderly patients 
may have reduced clearance, a prolonged hair-life and they may be more 
sensitive to the drug th;m younger patients. Studies of DUROGESIC in 
elderly patients demonstrated fentanyl pharmacokinetics which did not 
differ signifi<:antly from young patients although serum concentrations 
tended to be higher. Elderly, cachectic, or debilitated patients should be 
observed carefully for signs of fentanyl toxicity and the dose reduced if 
necessary.. 

Use in children 
The safety and efficacy of DUROGESIC in children has not been established 
and is therefore not recommended. 

Contraindications, Warnings, etc; 

Con traindications: 
DUROGESIC is contraindicated in patients with known hypersensitivity to 
fentanyl or to the adhesive in the s~em. 

DUROGESIC is a sustained-release preparation, indicated fa~ the treatment 
of chronic intractable cancer pain and is contraindicated in acute pain 
because of the lack of opportunity for dosage titration in the short term 
and the resultant possibility of significant respiratory depression. 

Warnings and Precautions: • 
Patients who have experienced serious adverse events should be 
monitored for up to 24 hours after DUROGESIC removal since serum 
fentanyl concentrations decline gradually and are reduced by about 50% in 
approximately 17 (range 13-22) hours. 

DUROGESIC should be kept out of the reach of children at all times before 
and after use. · 

Respiratory depression 
As with all potent opioids, some patients may experience significant 
respiratory depression with DUROGESIC; patients must be observed for 
these effects. Respiratory depression may persist beyond the removal of 
the DUR(XjESIC system. The incidence of respiratory depression increases 
as the DUROGESIC dose is increased. See also 'Overdosage' concerning 
respiratory depression. CNS active drugs may increase the respiratory 
depression (see· 'Interactions'). 

Chronic pulmonary disease 
Fentanyl, like other opioids, may have more severe adverse effects in 

. patients with chronic obstructive or other pulmonary disease. In such 
patieflts, they may decrease respiratory drive and increase airway 
resistance. · 

--e-. 
Drug dependence 'l 
Tolerance and physical and psychological dependence may develop upon 
repeated administration of opioids such as fentaflyL Iatrogenic addiction 
following opioid administration is rare. r 
Increased intracranial pressure : 
DU,ROGES!C should be used with caution in patients who may be . 
particularly SUSCeptible to the intracranial effect~ Of CQ2 retention SUCh i!S 
those with evidence of increased intracranial pr~ssure, impaired 
consciousness or coma. DUROGESIC should b~used with caution in 
patients with brain tumours. 

Cardiac disease 
Fentanyl may produce bradycardia and DUROGESIC should therefore be 
administered with caution to patients with bradyarrhythmias. · 

Hepatic disease 
Because fentanyl is metabolised to inactive metabolites in the liver, hepatic 
disease might delay its elimination. In patients with hepatic cirrhosis, the 
pnarmacokinetics of a single application of DUROGESIC were not altered 
although serum concentrations tended to be higher in these patients. 
Patients with hepatic impairment should be observed carefully for signs of 
fentanyl toxicity and the dose of DUR.OGEStC reduced if necessary. 

Renal disease 
Less than 10% of fentanyl is excreted unchanged by the kidney and, unlike 
morphine, there are no known active metabofites eliminated by the kidney. 
Data obtained with intravenous fentanyl in patients with renal failure 
s,uggest that the volume of distribution of fentanyi~Jlay be changed by 
dialysis. This may affect serum concentrations. If patients with renal 
impairment receive DUROGESIC, they should be observed carefully for 
signs of fentanyl toxicity and the dose reduced if necessary. 

Patients with fever/external heat 
Patients who develop fever should be monitored for opioid side effects 
since significant increases in body temperature can potentially increase 
fentanyl delivery rate. 

Patients should also be advised to avoid exposing the Durogesic application 
site to direct external heat sources such as heating pads, hot water bottles, 
electric blankets, heat lamps, saunas or hot whirlpool spa baths while 
wearing the system, since there is potential for temperature dependent 
if) creases in release of fentanyl from the system. 

Pregnancy and lactation 
The safety of fentanyl in pregnancy has not been established. DUROGESIC 
should not be used in women of child-bearing potential without adequate 
contraception unless in the judgement of the doctor the potential benefits 
outweigh the possible hazards. 
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Fentanyl is excreted into breast milk henceDUROGESIC should not be , 
used by women who are breast·f~eding. 

E(feciS on driving and operating machine,Y 
DUROGESIC may impair the mental or physical ability required to 
perform potentially hazardous tasks such as driving or operating 
machinery. 

Drug interactions 
The concomitant use of other CNS depressants, including opioids, 
anxiolytics. hypnotics, general anaesthetics, antipsychotics, skeletal 
f'DUScle relaxants, sedating antihistamin!!S and alcoholic beverages may 
produce; additive depressant effects; hypoventilation, hypotension and · 
profound sedation or coma may occur. Th~refore, the use of. 

· co~~omitant CNS active; drugs requires special care and observation. 

Pat'h disposal · 
Used patches may contain significant residues·oF active substance. AFter 
removal, therefore, used patches should be folded firmly in half. adhesive 
side inwards, so that the release membrane is not exposed, and then 
discarded safely and out of the reach of children according to the 
instructions in the pack. · 

Side effects . 
The most serious adverse reaction, as with all potent opioids, is 
bypover:'tilation. Other opioid·related adverse reactions include: nausea; 
vomiting; cons:tipation; hypotension: somnolence; confusion; 
hallucinatio~$; euphotia; pruri~us and urinary retention. 

Local skin reactions such as rash, erythema and itching have occasionally 
been reported. These reactions usually resolve within 24 hours of 
removal of the patch. 

Overdosage 
Symptoms: 
The symptqms of fentanyl overdosage are an extension of its 
pharmacological actions, the most serious effect being respiratory 
depression. 

Treatment 
For manage11,1ent of respiratory depression, immediate countermeasures 
include removing DUROGESIC and physically or. verbally stimulating the 
pa~i~nt. These actions can be followed by administration of a specific 
op1ood antagonist su<:h as naloxone. The Interval between iv opioid 

anb!gonist doses should be carefully chos~n and repeated administration 
or a continuous infusion of naloxone may be necessary because of 
continued absorption of fentanyl from the skin after patch removal, 
which may result in prolonged respiratory depression. Reversal of the 
narc'otic effect may result in acute onset of pain and release of 
catecholamines. 

.,, A-., ......... 

' A patent airway should be established and maintained. An oropharyngeal 
airway or endotracheal tube and oxygen should be administered and 

· respiration assisted or controlled, as appropriate. Adequate body 
' temperature and nuid intake should be maintained. 

· ·If severe or persisten~ hypotension occurs, hypovolaemia should be 
.considered, and the condition should be managed with appropriate 
parenteral fluid therapy. 

: · Pharll)aceutical Precautions 
· Store below 2S"C. 

Legal C:ategory 
CD (Schedule 2) POM 

. ·Package Quantities 
DUROGESIC 25, 50, 75, 100: 
Carton's of 5 patches individually package,d in pouches 

00'11 J~l 

further Information 
None. 

Produc.t Licence Number 
DURcx;ESIC 25 
DUROGESIC 50 
DUP..OGESIC75 
DUROGESIC 100 

TM d~nol~-s trademJrk 

PL0242JOI92 
PL0242/0193 
PL 024210194 
PL 024210195 

Product Licence Holder 

Janssen-Cilag Ltd 

) 

~ 
I 

i 

Saunderton, High Wycombe, Bucks HP 14 4HJ 
D•~« ol pre~tion: lonuary 1995 
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Version 2 of complete report 4lh January 2005- Elsie Devine 

SUMMARY OF CONCLUSIONS 

. Mrs Elsie Devine was an 89-year-old lady admitted to the Queen Alexandra 
Hospital following a crisis at home on the 21st October 1999. She has symptoms 
of confusion and aggression on a background of known chronic renal fa1fure lgA 
Paraproteinaemia, Hypothyroidism and a dementing illness. There was little 
improvement in the Queen Alexandra Hospital and she was transferred to the 
Gosport War Memorial Hospital on 21st October for continuing care. 

In the Gosport War Memorial Hospital she deteriorates over the first two weeks in 
November and by 19th November is terminally ill. She receives palliation including 
subcutaneous· Diamorphine and Midazolam and dies 21st November-1999. ., ... ·~ ,.,_ ··- · 

\ 

The .expert opinion is: 

Mrs Elsie Devine presents an example of the most complex)and challenging 
problems in geriatric medicine. This included progressive medical and 
physical,problems causing major. clinical and behavioural management 
problems to all the care staff she comes into contact with: . 

The major problem in deciding whether this lady's care was. sub- optimal is 
the lack of documentation. Good medical practice (GMC, 2001) states that 
"good clinical care must included an adequate assessment of the patient's 
condition, based on the history and symptoms and, ·if necessary, an 
appropriate examination"... "in providing care you must, keep clear, 
accurate, legible and contemporaneous patient records which report the 
relevant clinical findings, the decisions made, the information given to 
patients and any drugs or other treatments prescribed". The major gaps in 
the written. notes, as documented in my report, represent poor clinical 
practice to the standards set by the General Medical Council. However, by 
itself it does not prove that the care actually received by Mrs Devine was 
sub~optimal, negligent or criminally culpable. 

In my view the drug management at Gosport was sub-optimal. There was 
no apparent justification for the Diamorphine to be written up pm on 
admission to Gosport. The logic for the prescription of Fentanyl is not 
explained, there was a three hour overlap between the prescription for the 
subcutaneous Oiamorphine and Midazolam and the removal cif the Fentanyl 
patch, the starting doses of both Midazolam and Diamorphine were higher 
than conventional guidance. The effect of higher than standard dosage of 
Diamorphine and Midazolam may have shortened her ·life by a short period 
of time .. This would have been no more than hours to days. However, she 
was already terminally ill and appeared to receive good palliation of her 

· symptoms. While her care was sub-optimal I cannot prove it negligent or 
criminally culpable. 
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1. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care afforded 
to the ·patient in the days leading up to her death against the acceptable standard of 
the day. Where appropriate, if the care is felt to be sub-optimal, comment upon the 
extent to which it may or may not disclose criminally culpable actions on the part of 
individuals or groups. · 

2. 

3. 

ISSUES. 

"i:?:"1: -~·"·wa:~~the 5"tandard of care afforded to this patient in" the days leading up~~ 
to her death in keeping with the acceptable standard of the day. 

2.2. If the care is found to be suboptimal what treatment should normally 
have been proffered in this case. . 

2.3. If the care is found to be suboptimal to what extent may it disclose 
criminally culpable actions on the part of individuals or groups. 

·CURRICULUM VITAE 
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4. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Elsie Devine. 

[2] Full set of medical records of Elsie Devine on CD-ROM .. 
. . 

[3] Operation Rochester Briefing Document_ Crif!linal lnvestigatign Summary . 

. (4] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 

[5] Hampshire Constabulary Summary of Care of Elsie Oevine. 

· [6] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[7] Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury Palliative Care Services (1 995); 

Also referred to as the 'Wessex Protocols.' 
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5 CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to 

the page of evidence) 

5.1. In March 1998 (120) she was seen in a geriatric outpatient department 
with cellulit.is, mild hypothyroidism, mild CCF, haemoglobin of 13 (317) 
and a creatinine of 90 (337}. 

5.2. In December 1998 she was seen in an orthopaedic clinic (1 02) and was 
found to be clinically·fit-for a.knee. replacement. 

5.3. In March 1999 her haemoglobin was 12.8 (311) and her creatinine in 
February was 143 (325). 

5.4. In April she was seen by a consultant geriatrician where she was found 
to.be "moderately frail" although also noted to be "bright mentally" (84). 
Her weight was 58.8 kgs (144), her haemoglobin 11.5 (307) and a 
creatinine 151 (84}. 

5.5. · She was referred to a renal physician and was also seen by a 
haematologist between June 1999 and September 1999. In June 1999 
(60) her creatinine was 160, her haemoglobin 11.2 (297), her weight was 
55.4 kgs (151). In July 1991 (50) the haemato.logist found 6%l plasma 

\ cells and an albumen of 22 (52), immune paresis (70) and suggested a 
watch and wait approach. In September 1999 her renal physician noted 
that she had chronic renal failure with small kidneys and nephrotic 
syndrome with marked oedema. lt was thought likely that this was on a 
background of progressive glumerulonenephritis (60) and she had an 
incidental lgA paraproteinaemia. Her Cre.atinine was 192 and her 

· haemoglobin 10.5 (295). 

5.6. On glh October, she was admitted to the Queen Alexandra Hospital 
J<?!IQY'!:if.l.9_.?..?_Q_g!.~Lgrl~I~._gtb9..'!!?._.~~--~-~§ __ 9.~?YJ.!:'_~.Jl.Y._~_g __ yylt_b.f~~~~~9.Q~iA~~~~J 
i CodeA i 
;---------c-O"Cie_A" _________ fTffe"fe-·vlEfEn:l.·-slory-·arc-O"nlusfoin:Ir;-d-aggre:fssron~·J 
'-wfiicn·was-·suggestec( had become worse prior to her admission. The 
clinical diagnosis was of a possible urinary tract infection, with an · 
underlying dementing illness. However, Mrs Devine was nev·er 
documented to be pyrexial (256} and ttie mid~stream urine sample had 
no growth (367}. There is no full blood count available in the notes for 
the grh October. The admission clerking, which would be expected to be 
available, either before page 31 or around pages 157 and 158 also 
-appears to be missing from the notes. 

ll 



. ·~,_r ..... ',.,:-••.::-.- .... 

. e 
( 

GMC1 00096-0067 

Version 2 of complete report 4lh January 2005- E!sie Devine 

5.7. On the 12th October (31) she is noted to be distressed and agitated and 
undergoes a CT scan of her head, which shows 

5.8. 

involutional changes only (24). She receives a single dose of 
Haloperidol (160) (267). On the 131

h October her haemoglobin is 10.8 
with a white cell count of 14.5 (293). 

On the 15th October she is noted to be wandering (166) on the same day 
she is assessed by Or Taylor, Clinical Assistant for the Mental Health 
Team who noted the history of confusion and disorientation and a 10 
months history of mental deterioration (28}. She was confused and 
disorientated but no longer aggressive. She was now mostly co-
operative and friendly but tended to get lost, he also noted shen..Vas"'deia[ .. . "" ·-·~ •c->~.
Her Mini Mental Test Score was 9/30, indicating moderate to severe 
dementia and he suggested that she would need ongoing institution~./ 
care. On the 18th October her creatinine was 201 (171). 

5.9. On 20th October, there is a letter of an assessment from a locum 
consultant geriatrician (20). Who notes that she can stand, may have 
had a urinary tract infection on top of her chronic renal failure and that . 
she was quite alert. 

5.10. She is then transferred to the Gosport War Memorial Hospital with a 
discharge summary (24) that states she has chronic renal failure, 
paraproteinaemia, multiple infarct disease and an Abbreviated Mental 
Test Score of 3/10. 

5.11. On 21st October she is received to the Gosport War Memorial Hospital 
and is transferred for "continuing care" (154). Her Barthel dependency is 
noted to be 8 and her Mini Mental Score is 9/30. Or Barton incorrectly 
writes that she has 'Myeloma' (154) in the notes . 

1 
· 5.12. On 251h October she is mobile unaided, washes with supervision, . 

remains confused. 

5.13. On the 151 November she is quite confused (155) and is wandering. On 
the gth November investigations show haemoglobin of 9.9, white cell 
count of 12.6 (289) and a creatinine of 200 (349). An M.S.U reported on 
11th November (363) shows no growth. 

5.14. 15th November she is noted to be very aggressiye, very restless (155) 
· and "is on treatment for a urinary tract infection". However, it is noted 
. that the MSU from 11 1

h November showed no_grovvth. The medical note 
for the 15th is unsigned, I presume to be Dr Reid. 

5.15. 18th November (156) she has rapidly deteriorated, become more restless 
and aggressive and is refusing medication. Slie is seen by the mental 
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health team who note that in their view that there was no new physical 
problem ongoing and put her on the waiting list for Mulberry Ward. 
Creatinine on 16th November is 360 and a potassium 5.6 (349). 

5.16. 19th November there has been marked deterioration over night. The 
notes state "confused, aggressive, Creatinine 360, Fentanyl patch 
commences yesterday, today further deterioration in general condition 
needs subcut analgesia with Midazolam. Son seen and aware of 
condition and diagnosis, hence make comfortable. I am happy for 
nursing staff to confirm death" (156). The nursing notes (222) confirm 
marked·deterioration.overJast.24 hours. "Chlorpromazine given IM .. 
9.25. Subcut syringe commenced Oiamorphine 40 mgs and Midazolam 
40 mgs, Fentanyl patch removed. Son seen by Or Barton at 13.00 and 
situation explained to him. He will contact his sister regarding and 
inform her of Elsie's poor.condition. 20.00 daughter visited and seen by 
Or Barton. Nocte: peaceful night syringe ~river recharged at 07.25." 

5. 17~ 20th November the nursing notes (223) state, "condition remains poor, 
family have visited al)d are aware of poorly condition. Seen by 'Pastor 
Mary. Nocte: peaceful night extremities remain oedematous, skin 
mottling, syringe dr(ver changed at 07.15. Dose of Diamorphine 40 mgs. 
Midazolam 40." 

5.18. 21 51 November. Nursing notes (223), "condition continues to deteriorate 
slowly. Asked to see. at 20.30 hours patient died peacefully" 

5.19. Barthel scores are recorded on 21st October 8; 31st October 16, 17th 
November 10; 14th November 10; 21 51 November 1 (202) Her weight on 
21 51 October was 52.5 kgs {200). · 

Drug Chart analysis: 1 dose of Haloperidol was given in the Queen 
Elizabeth hospital on the 13th October (269). Drug chart at Gosport 
showed a single dose of Chlorpromazine given at 08.30 on 19th 
November (277) confirming the nurses' cardex. 

The patient had received regular doses of Thioridazine (often given for 
confused behaviour) from the 11th November up unto 17th November 
(277). A small dose of prn 2.5- 5 mgs Diamorphine had been written up 
on admission to Gosport but had never been prescribed. Hyoscine had 
also been written up and not prescribed. 

Trimethoprim (for a presumed urinary tract infection) is prescribed on 
111h November (277 & 276) and continued until 15th November. A 25-
microgram patch per hour of Fentanyl is written up on the 181

h November 
and a single patch is prescribed at 9.15 on 18th November (276). The 
evidence from the nursing cardex is that the Fentanyl patch is removed 
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on the morning of the 19th (223) at 12.30 (275) 3 hours after _the time the 
subcutaneous infusion was started. 

A new drug chart is written up on 19111 November for Diamorphine 40-
. 80 mgs subcut in 24 hours and Midazolam 20 - BO mgs subcut in 24 

hours. The drug card (279) confirms that 40 mgs is put into the syringe 
driver at 09.25 19111 ,7.35 on 20111 and 7.15 on 21~1 and 40mgs of 
Midazolam at each of those times. All other drugs had been stopped. 

6 TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN 
ISSUE · 

.... ....,,.T<"'.rJoi '''"'""'"='~ '~l\. ... jt.-LJ.~,..-...... .. •.:'!1.. 

6.1. This section will consider whether there were any actions so serious that 
they might amount to gross negligence or any unlawful acts, or 
deliberate unlawful killing in the care of Elsie Devine. Also whether there 
were any actions or omissions by the medical team, nursing staff or 
attendant GP's that contributed tci the demise of Mrs Devine, in 
particular, whether beyond reasonable doubt, the actions or omissions 
more than minimally, negligibly or trivially contributed to death. 

6.2. In particular I will discuss: 
a) whether it was appropriate to decide on 19th November that Mrs 
Devine was terminally ill and if so whether symptomatic treatment was 
appropriate 
and 
b) whether the treatment that was provided was theri appropriate. 

6.3. Mrs Devine had progressive mental and physical deterioration starting in 
January 1 999. Before that she had had relatively minor medical 
problems, a normal haemoglobin and creatinine and was put on a 
waiting list for a knee replacement at the end of 1998. Orthopaedic 
surgeons do ·not generally list people for knee replacements if they look 
or are significantly frail. Such patients tend to make poor functional 
recoveries. 

6.4. Mrs Devine's physical deterioration can be marked by her slowly falling 
haemoglobin from 13 in 1998 (317) to 9.9 (289) in November 1999. Her 
albumin also falls and is documented at 22 in July 1999 (52} then · 
extremely low at 18 (349} on admission to Gosport. At the same time 
her creatinine rises over the course of the year from 90 in 1998 to 160 in 
June 1999 and around 200 on admission ·to the Queen Alexandra 
Hospital in October 1999. The physicians, including the renal physician 
and the haematologist that she saw, all conclude this was a progressive 
problem with no easily treatable or remedial cause. The small kidneys 
shown on ultrasound usually suggest irreversible kidney pathology. I 
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.would agree with that assessment. 

6.5. The history taken by the mental health team from her daughter, also 
describe mental deterioration and increasing confusion over the course 
of the year. Such confusion is often missed in hospital appointments, 
although the comment that she did not bring her drugs or know what 
drugs she was taking in September 1999 (40} is a marker of probable 
mental impairment. The notes fail to coine to any definitive diagnosis as 
to whether this is Alzheimer's disease or vascular dementia. This is 
difficult and cannot be criticised. it is probably more likely to be vascular 

.. dementia·on.its-basis.oLits rapid progression, and that she had another 
systematic illness going on identified by the renal physician as probable 
glomerulonenephritis . 

6.6. When admitted to the Queen Alexandra Hospital with significant 
behavioural problems the original working assumption was that this was 
an acute event, caused by a probable underlying infection. However, no 
infection was ever demonstrated on the investigations ordered, and no 
pyrexia was identified, although the admission notes are missing. 1t is 
likely that her behaviour had gradually been deteriorating, the crisis then 
occurred with the social crisis in her family. Admitting patients acutely to 
hospital will often exacerbate confusion in an already underlying 
d~menting illness. 

6.7. The natural history of most dementia's is of some fluctuation on a 
downward course, both in terms. of symptoms and progression of the 
underlying disease. When seen by the mental health team on 15th 
October (28), though her behaviour was not seriously disturbed at that 
time, they documented a mini-mental state examination of 9/30 
indicating moderate to severe underlying dementia. The mental decline 
had been rapidly progressive over the same year, as had her physical . 
decHne. Although she received Haloperidol at Queen Alexandra, and 
Thioridazine at Gosport I think it is unlikely that any therapeutic 
inteNention significantly altered the progression of either her mental or 
her physical deterioration. · 

6.8. On admission to Gosport Or Barton writes in the notes that the patient 
has Myeloma (a malignant disease) rather than the Paraproteinaemia (a 
pre-malignant condition) that has actually been diagnosed. She may 
have mistakenly believed that she had a progressive cancer as well as 
her dementia and renal failure. This (not uncommon mistake in non
specialists) might have influenced the management of care.· 

When transferred to the Gosport Hospital on 21st October, probably to 
await nursing home placement, she had a number of markers 
suggesting a very high risk of in-hospital death. She had been in 
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hospital ov!3"r two weeks, the longer you are in hospital the more likely 
you are to die in hospital. She had a possibility of delirium on top of a 
rapidly progressive dementing illness, again a marker of high in~hospital 
mortality and finally, she had an extremely low albumin of 18, probably 
one of the strongest markers of a poor outcome. Serum albumin is an 
indirect marker of nutritional status, in particular a marker of protein 
metabolism. A low albumin and poor nutritional status makes a patient 
highly susceptible to infection, pressure sores and an inability to cope 
with the physiological stresses. 

6.9.- On 251
h October she appears to be stable in the_w.~rQ,f?.QV.i.fq,I}_~~~L?.Lw.-·. 

Gosport, however, by the 1st November there has been a deterioration 
and she is noted to have become quite confused and is wandering 
again. 

6.10. 

6.11. 

On admission under the routine drugs that were prescribed, it is noted 
that both Hyoscine and a small dose of Diamorphine were written up prn. 
lt is often common practice in hospitals where there are non-resident 
staff or great shortage of medical staff to try and write up all possible 
drugs that might need to be prescribed as prn drugs, so that if a crisis . 
occurs a needed drug can be prescribed by a nurse without a doctor 
having to immediately attend. In my experience it is unusual though for 
a patient who has no known causes of severe pain, nor had an 
underlying cardiac condition to write up Diamorphine prn and indeed, . 
Hyoscine is normally written up for treating upper airway secretions in· 
dying patients. 

A possible interpretation is that actually many of the patients transferred 
to this ward for "continuing care" or "slow-stream rehabilitation" were 
actually patients who it was expected were unlikely to-leave hospital. A 
group of patients who are not immediately dying but who are either too ill 
to be put through the trauma of applying and moving to a nursing home, 
only to-die shortly after, or is not clear what their outcome will be, · 
certainly exists in all hospitals. -lt may be that as it was not unusual for 
patients to actually become (appropriately and expectedly) terminally ill,. 
it had become normal practice to write up drugs that might be needed. 
In my view this is poor clinical practice, even if it might appear pragmatic 
practice. · . 

There are no medical notes between the 1st November and the 15th 
November at which time she is noted to be very aggressive and very 
restless, there must have been clinical deterioration over that period of 
time. Blood tests are sent on glh November (289) and an MSU has also 
been sent and reported on 11th November (363) although this is normal. , 
lt is unlikely that these tests would have been done if there had not been 
a significant change in her condition. Indeed, it appears that she was 
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put on antibiotics for a presumed (subsequently proved mistakenly)· 
urinary tract infection. 

GMC1 00096-0072 

The drug chart analysis also demonstrates she was now receiving 
regular Thioridazine, an anti-psychotic medication which is often 
prescribed for significantly disturbed behaviour in older patients. The 
change in behaviour noted; the new medication started, the antibiotics 
prescribed (277,276) and the blood and urine tests carried out (289,363) 
all suggest a major change in condition. Yet the lack of medical notes 
makes a proper assessment of the situation difficult and is poor cfinicar 

-..... _,."'3' ., .Pr~q~i_q~:-",_. __ ,, -·-

6.12. The simple investigations and pragmatic management does not work 
though. By 181

h November she has deterio'rated further, is very restless 
and confused and is now refusing medication. Further blood tests have 
been carried out on 16th November that now show that creatinine has 
almost doubled to 360 and her potassium is 5.6. She is now in 
established acute on chronic renal failure. A patient who is already frail 
and running with a creatinine· of 200 can extremely rapidly · 
decompensate and become seriously ill. On 191

h November there is 
further marked deterioration overnight. 

6.13. There is no doubt this lady is now very seriously ill. The question that 
would have to be answered by the doctors (she was seen by both Or 
Reid and Or Barton) on the 15th and 19th was this a further acute event 
that could be easily reversed. The straightforward investigations had 
been performed and the decision would presumably be to have to return 
the lady to the District General Hospital for further investigation and 
management, possibly even on a high dependency unit. The other 
possible decision to be made was that this was a progression of a 
number of incurable problems and actually she was terminally HI. In 
these circumstances the decision would then be to decide what form of 
symp~omatic or palliative care was most appropriate. · 

Mrs Devine was seen by Or Reid on 151
h and Or Barton may have seen· 

her on the on 18th~ the day Fentanyl was started. This should be clarifi-ed 
as no clinical ·note is made. This is poor practice. Or Barton is- a Clinical 
Assistant and I am not currently aware of the status of Or Reid. lt is not 
clear from the notes whether any further advice was obtained from the 
consultant legally responsible for the care of this patient or whether Drs 
Barton and Reid were highly experience and knowledgeable clinicians 
working with a considerable degree of clinical freedom based on a long
standing relationship with their clinical consultant. 

6.14. lt was presumably in the mind of the doctor who (probably)· saw her on 
18th that she probably was terminally ill. Evidence for this is that she 
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started her on a Fentanyl patch on top of the regular Thioridazine, which 
she was already receiving. However, the logic of starting the Fentanyl 

. patch is not explained in the notes. This is an opioid analgesic usually 
reserved for severe pain, but it is possible that it was prescribed for 
severe restlessness in a terminally ill patient (see paragraph 2.20). The· 
lack of explanation is poor clinical practice. 

6.15. !t fs my opinion, certainly by the 19th November, this lady .was terminally 
ill and it was a reasonable decision to come to this conclusion. E_qually· 
not all clinicians would come to exactly the same conclusion and some 
might have referred her back to the DGH when a creatinine of 360 was 
noted on 16th November. However, on baiance'l b~ileve'tt1·aT many -
clinicians would come to the same conclusion after a month in hospital. 

6.16. Having made the decision that the lady was terminally ill, the next 
decision was whether or not to offer palliative care. Mrs Devine was 
reported as extremely restle_ss and aggressive and in some distress. In · 
my view it would now be inappropriate not to provide high q~ality 
palliative care. 

6.17. She is then written up for Diamorphine and Midazolam by subcutaneous . 
infusion and the Fentanyl patch prescribed the previous day is removed. 
There was a three-hour overlap in the prescription of these drugs but this 
is unlikely to have had a major clinical effect. There is also a discussion 
regarding her status with a member of her family. There appears to be 
no dissent as to the appropriateness of her proposed care with etlher the 
nurses or the family. 

6.18. A pharmacist's opinion should be obtained on the actual way the drug 
was prescribed. I am not certain the prescription of Diamorphine follows 
national guidance in writing dosages in words and figures· as well as the 
total dosages. lt is also written in a way that leaves some discretion to 
the dosage to be used to the nursing staff. 

6.19. Two drugs are used, Diamorphine and Midazolam intravenous infusion 
pump. The main reason for using both was terminal restlessness. 
There is no doubt that Midazolam is widely used subcutaneously in 
dos.es from t? - 80 mgs per 24 hours. The dose of Midazolam used was 
40 mgs per 24 hours, which is within current guidance although many 
believe that elderly patients may need a slightly lower dose of 5 - 20 
mgs per 24 hours (Palliative Care. Chapter 23 in Brocklehurst's Text 
Book of Geriatric Medicine 61

h Edition 2003). . 

6.20. The addition of Diamorphine is more contentious. Although there was 
serious restlessness and agitation in this lady, no pain was definitively 
documented and Diamorphine is particularly used for pain in terminal 
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care. Diamorphine is compatible with Midazolam and can be mixed in 
the same syringe driver. However, despite the lack of pain Diamorphine 
is widely used, and believed to be a useful drug, in supporting patients in 
tJ:le terminal phase of restlessness. One study of patients on a long stay 
ward (Wilson J.A et al Palliative Medicine 1987; 149- 153) found that 
56% of terminally ill patients on a long-stay ward received opiate 
analgesia. The dose of Diamorphine actually prescribed was 40 mgs. 
The normal starting dose for pain, of morphine, is 3Q - 60 mgs and 
Diamorphine subcutaneously is usually given at a ratio of 1 :2 (i.e. 15 -
30 mgs). lt could therefore be argued that Mrs Devine was prescribed 

... ,,.. • ,, .. - -·, .. upJo twice the usual starting dose of Diamorphine. There is no exact 
science to judging ·the dose of Diamorphine to give, although it is normal 
clinical practice to start low and increase the doses rapidly to obtain 
symptom control. 

6.21. In my view the death certificate would appropriately say: 
1 a: Acute on-chronic renal failure 
1 b: Chronic Glomerulonephritis 

2a: lgA Paraproteinaemia 
2b: Dementia 

At the time of w~ting I have not seen the death certificate. 

6.22. 24 hours later Mrs Devine is reported to be comfortable and without 
distress, she finally dies approxima!ely 58 hours after starting the 
mixture of Diamorphine and Midazolam, and as far as can be deciphered 
from the notes, without distress. 

6.23. The prediction how long a terminally ill patient will live is virtually 
impossible and even palliative care experts show enormous variation 
(Higginson I.J. and Costantini M. Accuracy of Prognosis Estimates by 4 
Palliative Care teams: "A Prospective Cohort Study. BMC Palliative Care 
2002 1 :1.) I believe that it is certainly possible; it may even. have been 
probable that without any treatment, .considering her creatinine of 360 on 
16111 November, she would have been dead on the 21st November. ··. 

6.24. .lt is also apparent that the doses of drugs used to relieve her" symptoms 
were high considering her age of 89 years and her previous lack of use 
of either of medications. lt is possible that the medication di9 shorten . 
her life by a short period of time but she was also out of distress for the 
last 58 hours. · 

6.25. I am therefore not able to say that the use of Fentanyl, Diamorphine and 
Midazoram were prescribed with the intention of deliberately shortening 
her life or indee~, nor 'that they had the definite effect of shortening her 
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life in more than a minor fashion. 

7. OPINION 

7.1 Mrs Elsie Devine presents an example of the most complex and 
challenging problems in geriatric medicine. This incluluded 
progressive medical and physical problems causing major clinical 
and behavioural management problems to all the care staff she 
comes into contact with. 

-

7.3 The major problem in deciding whether this lady's care was sub· 

GMC100096-0075 

optimal is the lack of documentation. Good medical practice (GMC, 
2001) states that "good clinical care must included an adequate 
assessment of the patient's condition, based on the history and 
symptoms and, if necessary, an appropriate examination"... "in 
providing care you must, keep clear, accurate, legible and 
contemporaneous patient records which report the relevant clinical 
findings, the decisions made, the information given to patients and 
any drugs or other treatments prescribed". The major gaps in the 
written notes, as documented in my report, represent poor clinical 
practice to the standards set by the General Medical Council. 
However, by itself it does not prove that the care actually received by 
Mrs Devine was sub-optimal, negligent or criminally culpable. 

7.3 In my view the drug management at Gosport was sub-optimal. There 
was no apparent justification for the Diamorphine to be written up prn 
on admission to Gosport. The logic for the prescription of Fentanyl is 
not explained, there was a three hour overlap between the 
prescription for the subcutaneous Diamorphine and Midazolam and 
the removal of the Fentanyl patch, the starting doses of both 
Midazolam and Diamorphine were higher than conventional · 
guidance. The effect of higher than standard dosage of Diamorphine 
and Midazolam may have shortened her life by a short period of 
time. This would have been no more than hours to days. However, 
she was already terminally ill and appeared to receive good palliation 
of her symptoms. While her care was sub~optimal, r can not prove it 
negligent or criminally culpable. 

8 LITERATURE/REFERENCES 

1. Good Medical Practice, General Medical Council 2002 
2. Withholding withdrawing life, prolonging treatments: Good Practice 

and decision making. General Medical Council 2002. -
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3. · Palliative Care, Welsh J, Fallon M, Keeley PW. Brocklehurst Text 
Book of Geriatric Medicine, 6th Edition, 2003, Chapter 23 pages 
257-270. 

4. The treatment of Terminally Ill Geriatric Patients, Wilson JA, Lawson, 
PM, Smith RG. Palliative Medicine 1987; 1:149-153. 

5. Accuracy of Prognosis, Estimates by 4 Palliative Care Teams: A 
Prospective Cohort Study. Higginson IJ, Costantini M. BMC Palliative 
Care 2002:1 : 129 . 

9. EXPERTS' DECLARATION 

2. 

3. 

4. 

5. 

6. 

7; 

8. 

g, 

w. 

- i · understand that my overridin·g duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 
I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. 
I have done my best, in preparing this report, to be accurate and 
complete. I have mentioned all matters which I regard as relevant to ·the 
opinions I have expressed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am 
aware, which might adversely affect my opinion. 
Wherever I have no personal kno·wledge, l have indicated the source of 
factual information. 
I have not included anything in this report which has been suggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. 
Where, in my view, there is a range of reasonabfe opinion, r have 
indicated the extent of that range in the report. 
At the tim·e of signing the report I consider it to· be complete and 
accurate. I will notify. those instructing me if, tor any reason, 'I 
subsequently consider that the report requires any correction or 
qualification. 
I understand that this report will be the evidence that I will give under 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 
I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to ·the opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge 1 
have made clear which they are and l believe them to be true, and the opinions 1 
~ave expressed represent my true and complete professio~al opinion. 
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Signature: __________________ Date: --------

•• ·~ 1 • ~.. • 
I "' •· .. -·-
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CONTENTS 

1. INSTRUCTIONS 

2. 

3. 

To examine and comment upon the statement of Or Jane Barton re 
Elsie Devine. Jn particular, it raises issues that would impact upon 
any expert witness report prepared. 

DOCUMENTATION 

This report is based on the foflowing document: 

2.1 Job Description for Clinical Assistant Post to the Geriatric 
Division in Gosport as provided to me by the Hampshire 
Constabulary (February 2005). 

2.2 Statement of Or Jane Barton re Elsie Oevine as provided to 
me by Hampshire Constabulary (February 2005). Appendix 1 

2.3 Statement of Or Jane Barton as provided to me by 
Hampshire Constabulary (February 2005). Appendix 2 

2.4 Report regarding Elsie Oevine (BJC/16) Or D Black 2004. 

COMMENTS 

3.1 Comments on Job Description (2.1) 
. . . 

3.1.1 This confirms the Clinical Assistant is responsible for a 
maximum of 46 patients and confirms that all patients are under 
the care of a named Consultant Physician who would take 
overall responsibility for their medical management. A Clinical 
Assistant should take part in the weekly consultant ward rounds. 

3.1.2 A specific responsibility is the writing up of the original 
case notes and ensuring the follow up notes are kept up to date 
and reviewed regularly. 

3.1.3 The post is for five sessions a week i.e. is half what a full 
time doctor would commit to the post. However, the time to be 
spent in the unit is not specified as the time is allowed to be 
"worked flexibly''. 

~.1.4 There appears to be some confusion between the 
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statements in the job summary, that "patients are slow stream or 
slow stream for rehctbilitation but holiday relief and shared.care 
patients are admitted" and the statement in the previous · 
sentence "to provide 24 hour medical care to the long stay 
patients in Go sport". The job description appears to be 
confusing patients for rehabilitation with long stay patients (see 
discussion paragraph 6.2 of Elsie Devine Report). 

3.1 .5 There is no comment on the medical cover to be provided 
when the post holder is unavailable for out of hours or longer 
period of leave such as holidays. Lack of explicit cover might 
explain some gaps in the notes . 

. ............ ··~ ........ __ _ 

3.2 Report on the statement of Dr Jane Barton re Elsie 
Devi"::e {2.2). 

The comments refer by page and paragraph to the report. Any 
numbers in brackets refer to the pages of the ·photocopies of the 
notes of Elsie Devine. 

3.2.1 Page 1 paragraph 2: Or Barton again states that Mrs 
Devine had multiple myeloma. As recorded in my report I 
believe she did not have multiple myeloma but a separate 
condition called lgA paraproteinaemia. 

3.2.2 Page·1 paragraph 2: States that Mrs Devine had chronic 
renal failure and nephrotic syndrome. Nephrotic syndrome is a· 
triad of proteinuria, hypoalbuminaemia and oedema, it does not 
cause chronic renal failure, although, the two may coexist. L 

Page 3 paragraph 1: Dementia is a clinical diagnosis and 
cannot be "confirmed by CT scan". CT scan is sometimes 
undertaken to exclude other potential treatable causes that 
might mjmic a clinical syndrome of dementia. Dementia is most 

· commonly caused by Alzheimer's disease. The point of 
commenting on these two statements is that although they may 
seem minor misunderstandings, they might also indicate a 
doctor who did not have a full understanding of the medical 
conditions that they were managing in a patient with complex 
medical problems. 

3.2.3 Page 3 paragraph 1: Dr Barton states that the CT scan 
. showed "ischaemic changes". The only report that I have been 

· able to find is one that states, "involutional changes only" (24). If 
the police or other authority can provide further information in 
relation to this point, I will reconsider my view~. 

3.2.4 Page 4 paragraph 1: A dose of Oramorphine is prescribed 
prn. I have been unable to find evidence in the notes that she 
cor:nplained to pain u·p until that date and the drug charts in 
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Portsmouth appear to show that she only receive Paracetamol 
on one occasion on 1 01

h October (269) 

Having reviewed page 277 of the photocopies, I agree that the 
patient was prescribed Oramorphine and not Diamorphine as 
written in paragraphs 5.19, 6.10, 7.3 or my report and the 
summary on page 1. This in no way changes or invalidates any 
of the opinions in my 'report. 

3.2.5 Page 5 paragraphs 1 and 3: These confirm a consultant 
Dr Re id has seen her on two wards and written appropriate 
comments in the notes on both,251

h October and 1st November. 
Page 6 paragraphs 2 and 3 confirm that changes in clinical 
condition did occur from around gth November and confirm the 
investigations and management changes could be inferred from 
the notes. Despite this, nothing is written in the patients' notes 
until the next consultant ward round on 151

h November. 

3.2.6 Page 9 paragraph 2: "The hanging on the bars in the main 
corridor of the ward" has not been recorded in the medical notes 
.(156) and appears to be new,...and unrecorded clinical 
information. 

3.3 Rep.ort on the Statement of Dr Jane Barton as provided 
to me by the Hampshire Constabulary (2.3): 

3.3.1 Page 1 paragraph 3: States that she works eight general 
practice surgery sessions. lt is my understanding that most full 
time General Practitioners work eight or nine sessions. This 
suggests to me that she is undertaking a full time General 
Practitioner job and a half time community hospital job. Despite 
the fact the job description says that the job can be worked. 
flexibly, an opinion should be obtained from an experience 
General Pr~ctitioner as to whether this workload is actually 
deliverable within a reasonable working week. 

3.3.2 Page 1 paragraph 4: The job description states 46 beds, 
Dr Barton states 48 beds. The CHI report says 44 beds (20 on 
Dryad· and 24 on Daedalus) Dr Bartori uses the phrase 
"continuing care for .long stay elderly patients". The job 
description also referred to slow stream or slow stream 
rehabilitation as well as holiday relief and shared care patients: 
There may have been confusion between staff in terms of the 
objectives of individual patient management (see paragraph 6.2. 
Devine Report). 

3.3.3 Page 1 paragraph 5: This statement is incorrect as the 
post of Clinical Assistant is not a training post but a setvice post 
in the NHS. The only medical training grad~ posts are pre
registration house officers, senior house officers, specialist 
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registrars and GP registrars. 

3.3.4 Page 1 paragraph 5: States that she and her partners had 
· decided to allocate come· of the sessions to "out of hours 
aspects of the post". This would appear to be a local 
arrangement of the contractual-responsibilities: it needs to be 
clarified if this was agreed with the Portsmouth and South East 
Hampshire Health· Authority. This would influence how much 
time was expected to be provided for the patients and influence 
the pressure on Or Barton to deliver the aspects of care 
provided. 

3.3.5 Page 2 paragraph 3: This does confirm that there were 
consultants responsible for 'all the"patients under the care of Dr.· 
Barton. Thus a consultant should always have been· available 
for discussing complex or difficult management decisions. 

· However,(page 3 paragraph 1) , in my view it would be 
completely unacceptable of the Trust to have left Or Barton with 
continuing medical responsibilities for the inpatients of Gosport 
Hospital without consultant supervision and regular ward 
rounds.· This. would be a serious failure of responsibility by the 
Trust in its governance of patients and in particular failings and 
in my view the Trust would need to take part of the responsibility 
for any clinical failings. 

3.3.6 Page. 3 paragraph 3: This again suggests that Or Barton 
was trying to provide her half ~ime responsibilities by fitting the 
work around her full time responsibilities as a General 
Practitioner. She suggests 5 patients were admitted each week, 
implying approximately 250 admissions and discharges a year. 
With a bed occupancy around 80%, this would suggest an 
average length of stay of 5 ~ 6 weeks. However, CHI state the 

· actual figures were somewhat less, 1997/98 were 169 FCE's for 
Dryad and Daedalus and 197 FCE's in 1998/99. A new patient 
assessment including history and examination, writing up the 
notes, drug charts, talking to the nurses, talking to any relatives 
present and undertaking blood tests if these had to be taken by 
a doctor rather than any other staff, would take a maximum of. 
60 minutes.· 

Page 5 paragraph 2: The patients who were genuinely long stay 
or continuing care do not need to be reviewed medically every 
day, nor would a medical record be made daily. Indeed with 
average length of stay of six or more weeks, it is clear that many 
patients were genuinely long-stay patients and one would 
expect them to be medically reviewed no more than once a 
week and any medical comments to be no more than once a 
week .. However, whenever patients' phy~ical or mental state 
has changed and they are reviewed by a doctor, it would be · 
normal· practice to always make a comment in the notes. 
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Patients who are in rehabilitation and making a good progress, 
then review and comments in the notes once or twice a week 
would also be the norm. 

lt is my view that with less than 200 FCE's and a total of 44 
inpatients, then this should be satisfactorily manageq by 
somebody working half time as a Clinical Assistant with regular 
consultant supervision. 

3.3. 7 Page 4 paragraph 2: This suggests that Or Barton. is 
stating that she takes personal responsibility for most changes 
in medication, rather than it being a nursing decision . 

· ·- 3.3.8 Page 9 paragraph 2: An -individual cjoctor must take 
responsibility for their prescribing however I would agree that 
consultants should also take responsibility for ensuring patients 
under their care were having apprqpriate medical management. 
it does appear that there was a consultant responsible for all 
patients in both Dryad and Daeda/us Ward. 

4. GONCLUSlON 

4.1 Having read all the documents above provided by 
Hampshire Constabulary, the only change I would wish to make 
to my export report is in paragraphs 5.19, 6.1 0, 7.3 in the 
summary on page 1, the patient was· prescribed Oramorphine 
and not Diamorphine as written in the report. 
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1. SUMMARY OF CONCLUSIONS 

Mrs DEVINE was an elderly, "frail" lady who had a pl~sma cell dyscrasia manifested by 

the presence of an IgA lambda paraprotein and amyloidosis. In addition, she had the 

nephrotic syndrome and progressively deteriorating renal function probably as a 

consequence of renal amyloid. In the 9-12 months prior to her final hospital admission, 

she had suffered with chronic memory loss and had become unable to look after herself. 

She was admitted as an emergency to hospital with an acute confusional state for which 

no cause other than multi-infarct dementia and severe renal impairment could be found. 

After a period of stabilisation, her clinical condition worsened with severe renal failure 

and wo~s~ning agitation and restlessness. Although it may have been possible to stabilise 
. . ·-· ·~~ -- ·-

her condition with relatively simple measures, this would not have materially changed her 

prognosis as_death was inevitable. She was treated appropriately in the terminal phase of 

her illness with strong opioids to ensure comfort and calm, to enable nursing care and to 

maintain her dignity. 

2. INSTRUCTIONS 

I was asked to prepare this report on the instructions of Detective Sergeant Dave GROCOTT 

of Hampshire Constabulary based at Fareham Police Station, Quay Street, Fareham, 

Hampshire P016 ONA. 

3. ISSUES 

I was asked to consider the following issues: 

3.1 Beyond all reasonable doubt, was Mrs Devine dying due· to her failing renal 

condition? 

3.2 ·u Mrs Oevine was beyond all reasonable doubt dying of renal failure, would. 

any simple measures that were available and appropriate have bad any 

reasonable chance of making a difference? 

3.3 \Vould the acute confusional state that l\"lrs Devine ·developed be in keeping 

with dying from renal failure? 

3.4 At tbe time when Mrs Devioe's renaJ function declined, would a better 

assessment have identified appropriate treatment options that would have had 

a reasonable chance of stabilising or improving her situation? 

3.5 \Vould the acute confusiona) state be untypical of someone dying of renal 

failure? 
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3.6 A comment on the use of strong opioids to "calm, keep comfortable and enable 

nursing care" in someone dying of renal failure who is not jn obvious pain. 

4 BRIEF CURRICULUM VITAE 

~ 
; 
; 
; 
; 
; 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

5. DOCUMENTATION 

This Report is based on the fo11owing documents: 

(1) A copy ofMrs Elsie DEVINE'S medical records 

(2) A copy of a statement made by Dr Judith STEVENS (statement number S237), 

Consultant Nephrologist, Portsmouth Hospitals National Health Service Trust 

(3) A copy of a statement made by Dr. Tanya CRANFIELD (statement number S254), 

Consultant Haematologist, Haematology Department, Michael Darmady Laboratory, Queen· 

Alexandra Hospital, Cosham, Portsmouth 

(4) A copy of a statement made by Dr Jane BARTON (no statement number), General 

Practitioner, Forton Medical Centre, White's Place, Gosport, Hampshire and Clinical 

Assistant at Gosport War Memorial Hospital from 1988 to 2000 

Detective Sergeant GROCOTT provided all these records in a single lever arch file. The 

quality of some of the photocopied med~cal records was poor and difficult to read and in 

places was unreadable. Similarly, the size and quality of the copy of the drug treatment charts. 

is such that these could not be read clearly (e.g. page 277). 

The copy of the medical records has been paginated. ln my report reference to the relevant 

page number from the medical records is given in parenthesis. 
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6. CHRONOLOGY/CASE ABSTRACT 

SEQUENCE OF EVENTS PRJOR TO ADMISSION TO HOSPITAL 

Mrs DEVlNE an 87 year old lady, was re_ferred to Dr LOGAN (Consultant Physician in 

Geriatrics) on the 91h March 1999 because of increasing ankle swelling and abnormal blood 

tests including a creatinine of 130 llmoVl (normal laboratory range for females given as 45 -

90 ,umoVl). In the past a diagnosis of mild to moderate congestive cardiac. failure and 

hypothyroidism (under-active thyroid gland) had been made. At the time of referral she was 

taking a combination of a "water tablet" (diuretic) known as Co-amilofruse 5/40 one or two a 

day and Thyroxine 100 micrograms a day. She was seen on the 1st April 1999 in the Elderly 

Medicine Clinic by Or RA VINDRANE, Specialist Registrar to Dr LOGAN. A number of 

investigations we~e performed which revealed the nephrotic syndromewhich is a condition 

whereby excessive amounts of the blood protein albumin leak through the kidney into the 

urine resulti~g in a low blood albumin level. As a consequence fluid retention occurs, , . 

characterised by·swelling of the ankles as in Mrs DEVINE'S case. Her kidney function had 

also deteriorated with her creatinine rising to 151 .umol!l. An ultrasound of the kidneys had 

been performed (page 375) and was reported as showing both kidneys to be slightly small, the 

right measuring 8. 7 cm and the left 8.4 cm. No other abnormality was identifie'd and a chest 

x-ray was nonna1. Blood tests also revealed the presence of an IgA lambda paraprotein 

quantified at 5.9 g/1. Her urine however tested negative for Bence Jones protein (often found 

in a condition known as myeloma). 

Following a clinic visit on the 151
h April 1999, Dr LOGAN referred Mrs DEVINE to Dr 

T ANY A CRANFIELD for a further opinion on whether the paraprotein was. associated with a 

haematological malignancy such as myeloma with the nephrotic syndrome related. In· his 

referral letter he noted that Mrs DE VINE was "moderately frail but vety bright mentally". 

Dr CRANFIELD assessed Mrs DEVINE in !he clinic on the 13th May 1999: She went onto 

perfqrm a bone ·marrow biopsy and aspirate which revealed no evidence of myeloma and 

although plasma cells were prominent they made up only 6% of the nucleated cells present. 

There were no lytic lesions on a skeletal survey although this did show generalised 

osteoporosis. On the basis of these investigations Dr CRANFIELD felt that there was 

insufficient evidence for a diagnosis of myeloma to be made (page 70). She referred the 

patient to Dr JUDITH STEVENS, Consultant Renal Physician jn view of Mrs DEVINE'S 

deteriorating renal function and for an opinion on the cause of the nephrotic syndrome. 
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Dr JUDITH STEVENS reviewed the patient in a clinic on the 81
h June 1999 (page 60). Dr 

STEVENS' opinion was that "in view of the small kidneys ·this is likely fo be long-standing 

glomerulonephritis rather than a new problem". Glomerulonephritis is a condition resulting 

in damage to the filtering units of the kidneys usually associated with blood and protein loss 

in the urine. A modification in Mrs DEVINE'S diuretic tablets was suggested. In her letter 

she noted, "she is a ratlrer frail old lady". 

The patient was further revie':"ed by Dr CRANFIELD in a clinic on the 281
h July 1999 (page 

50). In that letter she noted that Mrs DEVINE'S leg swelling was much better controlled on 

th~ increased dose of diuretic tablets. She noted that further laboratory staining of the bone 

marrow biopsy revealed the presence of amyloid. She also noted that the patient's kidney 

function had worsened further with her creatinine rising to 192 Jlmol/1. 

Mrs DEVINE was reviewed again by Dr STEVENS in a clinic on the ih September 1999 

when Dr STEVENS noted that the oedema (swelling) extended up to the patient's knee. A 

further increase in the dose of diuretic medication was recommended: 

SEQUENCE OF EVENTS FOLLOWING ADMISSION TO QUEEN ALEXANDRA 

HOSPITAL 

Mrs DEVINE was admitted to the Queen Alexander Hospital, Cosham, Portsmouth on the 91
h 

October 1999. The referral letter from Dr P. SMITH, a general practitioner at the Health 

. Centre, Osbome Road, Fareham, reported that for 2 days she had been confused, aggressive 

e and wandering (page 38). The copy of the medical records provided to me from the day of 

( . her admission are illegible but from the discharge summary (page 24) and the remainder of 

the medical records (from page 158) I can determine that she was treated for a possible 

urinary tract infection and given intravenous fluids. She remained very confused and 

aggressive and had a mental test score of 3/I 0 reflecting significant cognitive impairment. A 

creatinine of 201. JlmoVl was noted. This indicates advanced renal failure (calculated 

creatinine clearimce of 14 mls/min; chronic kidney disease stage 5). 

Because she continued confused and aggressive, refusing medication and physically harming . . 

staff, she was treated with Haloperidol, an anti-psychotic sedating drug (page 160). 

-
On the 14th October she was seen by Or TAYLOR, Clinical Assistant in Old Age Psychiatry, 

who recorded that since January of that year Mrs DEVINE'S family had noticed a decline in 

Page 6 of 16 . 



e 
( 

e 
\. ! 

GMC1 00096-0093 

Or C.R.K. Dudley Final report of Mrs Elsie DEVlNE BJC/16 Dated 20 March 2005 

her memory and wa~ no longer able to look after herself (page 28). She concluded that it was 

likely Mrs DEVINE had dementia with an acute episode of confusion secondary to urinary 

tract infection. Mrs DEVINE scored 9/30 on a mini-mental state examination reflecting 

definite cognitive impairment. [.·~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~~~~~~~-~~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~-·~.] 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c-ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: A 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

recommendation that she be referred to the social services for residential care in a ho.me that 

had experience in de~ling with memory problems was made (page 29). ACT scan of the head 

was performed with sedation on the 18th October and was recorded as showing involutional 

and ischaemic changes only (signs of atrophy and impaired blood supply due to blockage of 

small arteries) (page 168). The patient was assessed by Dr I AY A W ARDENA, Locum 

Consultant Physician in Geriatrics on the l91
h October who thought her suitable for a 

rehabilitation programme and made arrangements for her care to be transferred to Gosport 

War Memorial Hospital (pages 26 and 171): On the 18th October her creatinine is recorded as 

201 J.LmoVl (page 171). 

SEQUENCE OF EVENTS FOLLOWING ADMISSION TO GOSPORT WAR 

MEMORIAL HOSPITAL 

On the 21st October 1999, Mrs DEVINE was transferred to Dryad Ward. Gosport War 

Memorial Hospital under the care ofDr REID, consultant-in-charge. The plan recorded in the 

notes by Dr BAR TON at that time was for the team to get to know Mrs DEVINE, assess .her 

for rehabilitation potential and probably place her in a rest home in due course (page 154) .. 

She was noted to be mildly confused, mobile, able to wash with supervision and dress herself 

as well as being continent (page 154). A mini~n:tental state examination of9/30 was recorded. 

EJsewhere in the notes it is recorded that Mrs DEVINE was quite confused and disorientated 

{P155). I am not able to identify from the signature in the notes by whom ~his entry and 

others elsewhere were made. However, Dr BARTON identifies these entries in her statement 

as being made by Dr REID. Mrs DEVINE'S creatinine is recorded as 187 f1mol!l on the 22"d 

October and as 200 J.LmoVl on the 9 November 1999 (page 349). By the 15th Novemb.er, the 

patient's condition had apparently deteriorated and Dr REID notes that she h~d become very. 

aggressive at times and very restless requiring the use of thioridazine, an antipsychotic drug 

used to calm restless patients (page 155). The patient was receiving treatment for a suspected 

· ·urinary tract infection although a mid-stream urine sample (MSU) had revealed no growth. A 

referral back to Dr LUSZNAT was requested and made the following day (page 155). On that 

date (16 November 199?) laboratory results revealed a marked deterioration in Mrs 

DEVINE'S kidney function as demonstrated by a rise in creatinine to 360 J..lmol/1 (page 349) .. 
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7. 

She was seen on 18th November 1999 by a locum staff psychiatrist who noted that the patient 

had deteriorated and had become more restless and aggressive again (page 156). She was 

placed on the waiting list for Mulberry ward. 

On the l91
h November. Dr BAR TON'S. entry in the notes records "Marked deterioration 

overnight. Confused and aggressive. Creatinine 360. Fentanyl patch commenced yesterday. 

Today further deterioration in general condition, needs se analgesia with midazolam. Son 

seen and aware of condition and diagnosis. Please make comfortable. I am happy for 

nursing staff to confirm death "(page 156). The nursing notes on 191
h November record that 

the patient's condition had deteriorated markedly over the previous 24 hours and that she had 

become extremely aggressive refusing all help. Chlorpromazine had been given 

intramuscularly (an antipsychotic drug used to calm restless patients) and a syringe driver . . 
consisting of 40 mg diamorphine and 40 mg midazolam had been commenced at 09.25 (page 

' ' 

222 anq 223). Mrs DEVINE died on the 21st November 1999. 

TECHNICAL BACKGROUND/EXAMINATION OF THE FACTS IN ISSUE 

Mrs DEVINE had progressive renal failure and the presence of the nephrotic syndrome would 

indicate th_at there was damage to the filtering units within the kidney. It is possible that this 

was due to an unrelated glomerulonephritis (non-specific tenn for "inflammation" within the 

glomeruli or sieving units) as suggested by Dr STEVENS. However, it is more likely that it 

was directly related to the underlying IgA lambda paraprotein. 

IgA is one of 5 classes of antibody protein (immunoglobulin) produced by plasma cells within 

the bone marrow and _lymph glands. Different plasma cells produce different types of IgA 

antibodies resulting in a mixture within the blood referred to as polyclonal (derived· from 

many different clones of plasma ~ells). 

Occasionally for reasons that are poorly understood, a plasma cell divides and multiplies to an 

aberrant degree resulting in an abnonnaJ collection of identical plasma cells producing the 

identical antibody type (in this. case IgA lambda). Using biochemical techniques, ·the 

excessiv~ amount of anomalous identical antibody type can be identified in the blood. As this 

protein is derived from one individual clone of plasma cells it is referred to as a monoclonal: 

immunoglobulin or paraprotein. 

Such an expansion of monoclonal plasma cells is abnonnal. At one extreme, the number of 

abnormal plasma cells proliferating in the bone marrow is excessive (> 10%) and supJresses 
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She was seen on 18th November 1999 by a locum staff psychiatrist who noted that the patient 

.had deteriorated and had become more restless and aggressive again (page 156). She was 

placed on the waiting list for Mulberry ward. 

On the 19'h November, Dr BARTON'S entry in the notes records "Marked deterioration 

overnight. Confused and aggressive. Creatinine 360. Fentanyl patch commenced yesterday. 

Today further deterioration in general condition, needs se analgesia with midazolam. Son 

seen and aware of condition and diagnosis. Please make comfortable. I am happy for 

nursb1g staff to confirm dealh "(page 156). The nursing notes on 19'h November record that 

the patient's condition had deteriorated ~arkedly over the previous 24 hours and that she had 

become extremely aggressive refusing al1 help. Chlorpromazine had been given 

4l intramuscularly (an antipsychotic drug used to calm restless patients) and a syringe driver 

( consisting of 40 mg diamorphine and 40 mg midazolam had been commenced at 09.25 (page 

222 and 223). Mrs DEVINE died on the 21st November 1999. 

e 
(· 

7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

Mrs DEVINE had progressive renal failure and the presence of the nephrotic syndrome would 

indicate that there was d~a~e to the filtering units withjn the kidney. It is possible that this 

was due to an unrelated glomerulonephritis (non-specific term for "inflammatio"n" within the 

glomeruli or sieving units) as suggested by Dr STEVENS. However, it is more likely that it 

was directly related to the underlying lgA lambda paraprotein. 

lgA is one of 5 classes of antibody protein (immunoglobulin) produced by plasma cells within 

the bone marrow and lymph glands. Different p1asma ce1ls produce different types of IgA 

antibodies resulting in a mixture within the blood referred to as polyclonal (derived from 

many different clones of plasma cells). 

Occasionally for reasons that are poorly understood, a plasma cell divides and multiplies to an 
aberrant degree resulting in an abnormal collection of identical plasma cells producing the 

identical antibody type (in this case IgA lambda). Using biochemical techniques, the 

excessive amount of anomalous identical antibody type can be identified in the blood. As this 

protein is derived from one individual clone of plasma cells it is referred to as a monoclonal 

immunoglobulin or paraprotein. 

Such an expansion of monoclonal plasma cells is abnotil)al. At one extreme, the number of 

abnormal plasma cells proliferating in the bone marrow is excessive (> 10%) and sup3resses 
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the other nonnal plasma cell~ as well as destroying the bone itself (lytic lesions), causing an 

elevated plasma calcium level. This is a malignant condition known as multiple myeloma and 

untreated results in death. At the other extreme, the number of abnonnal plasma cells is low, 

the number of norrrial .plasma cells is maintained and the bone is not destroyed. The 

significance of the abnormal clone is uncertain and the patient remains well without treatment 

for many years. This condition is known as a monoclonal gammopathy of uncertain 

significan-ce (MGUS). Between these two extremes is the condition of smouldering multiple 

myeloma, which has some but not all the features of multiple myeloma but probably 

represents an early stage of this condition. This group of conditions is known as plasma cell 

dyscrasia (reference 1 ). 

A component of the monoclonal immun~;>globulin known as the light chain may "join 

together" and become deposited particularly in the walis of blood vessels. This condition is 

known as amyloidosis and can be identified from a biopsy of an affected tissue or organ. In 

the setting of a paraprotein, amyloid can be thought of as a malignant condition with a 

prognosis simiJar to that of mult1ple myeloma (reference 2). Within the kidney, amyloid is 

deposited in the sieving units (glomeruli) damaging them resulting in protein leaklng into the 

urine and kidney dysfunction. 

Further examination of Mrs DEVINE'S bone marrow biopsy demonstrated the presence of 

amyloid (page 50). It is more likely than not that the cause of Mrs DEVINE'S nephrotic 

syndrome and renal impairment was due to the deposition .of amyloid within the kidney rather 

4lt than a "lo11g-sta11ding glomerulonephritis". 

(_ 

On the 20111 January 1999, Mrs DEVWE'S creatinine was 130 J.lt11DU1 (page 96) with a normal 

laboratory range for females given as 45-90 Jlmol/1. Using the Cockcroft and Gault formula 

her calculated creatinine ·crearance, a measure of glomerular filtration rate, was 22.3 m1s!min 

(nozmal range usually 80-120 mls/min). This value reflects moderate to severe renal 

impaim1ent (DOQI Stage 4 reference 3). O~er the course of the year there was a progressive 

rise in her creatinine reflecting a progressive deterioration in renal f~nction. By the 7th 

September 1999 it had risen to 203 J.lmoVl (creatinine clearance 14 mls/min) (page 357). 

During her admission to Queen Alexandra her creatinine varied between 161 and 201 J.lmol/1 

. (page 349). During her admission to Gosport War Memorial Hospital it varied between 187-

200 j.lmoVI. On the 16th November her creatinine had risen to 360 J.lmoVI reflecting a marked 

deterioration in renal function (creatinine clearance 7.8 mls/min) signifying severe renal 
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failure. It is probable that an unidentified infection was responsible for the deterioration in the 

patient's general condition and renal function. Intravascular volume depletion 

("dehydration") as~ociated with inappropriate diuretic use is less likely given the stability in 

the patient's weight (see weight chart page 250). Fluctuation in weight over a short period of 

time is a good indicator of changes in body fluid status. 

Mrs DEVINE was admitted as an emergency to hospital with an acute confusional state 

for which no cause other than multi-infarct dementia and severe renal impairment could 

be found. 

8. OPINION 

8.1 Beyond all reasonable doubt, was Mrs Devine dying due to her failing 

renal condition? 

In my opinion, beyond all reasonable doubt, Mrs DEVINE was dying from a 

combination of amyloidosis, progressive renal failure and dementia. It is 

probable that the .acute deterioration in her condition noted on the 151
h 

November was precipitated by an unidentified infection. 

8.2 - If Mrs Devine was beyond all reasonable doubt dying of renal failure, 

would any simple measures that were available and appropriate have had 

any reasonable chance of making a difference? 

It is difficult for me to comment on her diuretic therapy as I cannot read her 

drug chart clearly. However, the patient's weight chart shows no marked 

change in weight to suggest significant fluid depletion. In my opinion, any 

simple measures such as stopping diuretics, the use of intravenous fluids 

and/or antibiotics were unlikely to have had any significant effect on the 

eventual outcome. Although her clinical condition may have improved or 

stabilised for. a few days, a further deterioration culminating in her death was 

inevitable. 

8.3 Would the acute confusional state that Mrs Devine developed be in 

keeping with dying from renal failure? 

Mrs Devine appeared to have a chronic confusional state (dementia) which 

had acutely worsened, resulting in her admission to the Queen· Alexandra 

Hospital. During this admission and after her transfer to Gosport War 
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Memorial Hospital, her confusional state fluctuated. This chronic confusional 

state with episodes of exacerbation was likely to be due to a number of factors 

including progressive renal failure on a background of multi-infarct dementia. 

8.4 At the time when Mrs Devine's renal function declined, would a better 

assessment have identified appropriate treatment options that would have 

had a reasonable chance of stabilising or improving her situation? 

8.5 

8.6 

Mrs Devine's renal function declined progressively over the course of 1999 

with a further acute deterioration in the final phase of her illness. As stated 

above, although simple measures such as stopping _diuretics, tl1e use of 

intravenous fluids and/or antibiotics may h.ave improved or stabilised her 

clinical con.dition for a few days. further deterioration culminating in her death 

was inevitable. Treatment options such as dialysis w'?uld not have been 

appropriate given her age, frailty and general medical condition. 

'Vould the acute confusional state be untypical of someone dying of renal 

failure? 

Death from renal failure is usually characterised by· inc~easing drowsiness 

leading to coma. However, in a proportion of patients, renal failure is 

characterised by an acute confusional state (reference 4) and such an 

observation would not be untypical in a patient with terminal renal failure 

particularly when a previous chronic confusional state exists. 

Comment on the use of strong opioids to "calm~ keep comfortable and 

enable nursing care" in someone dying of renal failure who is not in 

obvious pain. 

Strong opioids are commonly used in the terminal care of patients dying with 

· renal failure who are agitated and restless to ensure comfort and calm, to 

enable nursing care and to maintain dignity. 

9. LITERATURE/REFERENCES 

Reference I Kyle RA. Diagnosis and differential diagnosis of multiple myeloma. 

UpToDate Version 13.1 2005 http:/hwtw.uptodate.com/ 
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Reference 2 Kyle RA. Primary (AL) amyloidosis and light and heavy chain deposition 

diseases. UpToDate Version 13.1 2005 http://www.uptodate.com/ 

Reference 3 Table 10 Stages of Chronic Kidney Disease from Part 4 Clinical Practice 

Guidelines; DOQI, National Kidney Foundation 

http://www .kidnev.org/pro fessiona ls/kdogi/gu idel i nes d:d/toc. htm 

Reference 4 Cohen, LM, Germain, M, Poppel, DM, et al. Dialysis discontinuation and 

palliative care. Am J Kidney Dis 2000; 36:140. 

10. EXPERTS' DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing reports and in. 

giving oral evidence. I have complied and will continue to comply with that duty. 
. . 

2. I have set out in my report what I understand from those instructing me to b"e the questions 

in respect of which my opinion as an expert are required. 

3. I have done my best, in preparing this report, to be accurate and complete. I have 

mentioned all matters which I regard as relevant to the o~inions I have expressed. All of the 

matters on which I have expressed an opinion lie \Vi thin my field of expertise. 

4. I have drawn to the ~ttention ·of the court all matters, of which I am aware, which might 

adversely affect my opinion. 

5. Wherever I have no personal knowledge, I have indicated the source of factual 

information . 

6. I have not included anything in this report which has been suggested to me by anyone, 

including the lawyers instructing me, without forming my own independent view of the 

matter. 

7. Where, in my view. there is a range of reasonable opinion, I have indicated the extent of 

that range in the repqrt. 

8. At the time of signing the report I consider it to be complete and ~ccurate. I will notify 

those instructing me if, for any reason, I subsequently consider that the report requires any 

correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, subject to any 

correction or qualification I may make before swearing to its veracity . 

. I 0. I have attached to this report a statement setting out the substance of all facts and 

instructions given to me which are material to the opinions expressed in this report or upon 

which those opinions are based. 
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11. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge I_ have 

made clear which they are and I believe the~ to b~ true, and the opinions I have expressed 

represent my true and complete professional opinion. 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

signature,j Code A Loate: =b f=-, 
[ __________________________________________ j 
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Appendix 2: References 

Reference 1 Kyle RA. Diagnosis and differential diagnosis of multiple myeloma. UpToDate 

Version 13.1 2005 http://www.uptodate.com/ 

Reference 2 Kyle RA. Primary (AL) amyloidosis and light and heavy chain deposition diseases. 

UpToDa'te Version 13.1 2005 http://www.uptodate.com/ 

Reference 3 ·Table 10 Stages of Chronic Kidney Disease from Part 4 Clinical Practice Guidelines, 

DOQI, National Kidney Foundation 

http://www.kidney.org/professionalslkdoqi/guidelines ckcl/toc.htm 

Reference 4 Cohen, LM, Germain, M, Poppet, DM, et al. Dialysis discontinuation and palliative 

care. Am J Kidney Dis 2000; 36:140. 

Page 16 of 16 



GMC100096-0104 

• 



·', MEDICO~LEGAL REPORT 
~~. 

Re: Gladys Mabel RICHARDS 
Arthur uBrian" CUNNING HAM 
Alice WILKE 

Prepared by: 

Robert WILSON 
Eva PAGE· 

Professor G A Ford, MA, FRCP 
Consultant Physician, Freeman Hospital 
Newcastle upon Tyne 
Professor of Pharmacology of Old Age, University of 
Newcastle upon Tyne 

For: Hampshire Constabulary 

Date: 12th December 2001. . 

Contents 
· 8 Introduction and remit of the report 

9 · Report on Gladys Mabel Richards 
10 Report on Arthur "Brian~ Cunningham 
11 Report on Alice Wilkie · 
12 . Report on Robert Wilsort - -· 
13 Report on Eva Page . . 
14 Opinion on clinical management at Gosport War Memorial Hospital 
15 Appendix 1 -Pharmacology of opiate and sedative drugs 

. 16 Appendix 2 - British National Formulary guidelines on prescribing in 
palliative care and prescribing in the elderly 

GMC1 00096-0105 



-

GMC1 00096-0106 

Introduction and Remit of the Report 

8.1 I am Professor of Pharmacology of Old Age in the Wolfson Unit of Clinical 
Pharmacology at the University of Newcastle upon Tyne, and a Consultant 
Physician in Clinical Pharmacology at Freeman Hospital. I am a Doctor of 
Medicine and care for patients with acute medical problems, acute poisoning 
and stroke. I have trained and am accredited on the Specialist Register in 
·Geriatric Medicine, Clinical Pharmacology and Therapeutics and General 
Internal Medicine. I provide medical advice and support to the Regional Drugs 
and Therapeutics Centre Regional National Poisons Information Service. I was 
previously clinical head of the Freeman Hospital Care of the Elderly Service 
and have headed the Freeman Hospital Stroke Service since 1993. I 
undertake research into the effects of drugs in older people. I am co-editor of 
the book 'Drugs and the Older Population' ·and in 2000 was awarded the 
William B Abrams award for outstanding contributions to Geriatric Clinical 
Pharmacology by the American Society of Clinical Pharmacology and 
Therapeutics. l am a Fellow of the Royal College of Physicians and have 
practised as a Consultant Physician for nine years. 

8.2 I have been asked by Detective Superintendent 
John James of Hampshire Constabulary to examine the clinical notes of five 
patients (Giadys Mabel Richards, Arthur "Brian" Cunningham, Alice Wilkie, 
Robert Wilson, Eva Page) treated at the Gosport War Memorial Hospital and to 

• 

• 

• 
• 
• 
• 
• 
• 

1.3 

· apply my professional judgement to the following: 
The gamut of patient management and clinical practices exercised at the 
hospital 
Articulation of the leadership, roles, responsibilities and communication in 
respect of the .clinicians involved 
The accuracy of diagnosis and prognosis including risk assessments 
An evaluation of drugs prescribed and the administration regimes 
The quality and sufficiency of the medical records 
The appropriateness and justification of the decisions that were made 
Comment on the recorded causes of death 
Articulate the duty of care issues· and highlight any failures 

I have prepared individual reports on each case and an additional report 
commenting on general·aspects of care at Gosport War Hospital from a 
consideration of all five cases. 

1.4 I have been provided with the following documents by Hampshire 
Constabulary, which I have reviewed in preparing this repo,rt: 

• Comment on the recorded causes of death 
• Letter OS J James dated 15th August 2001 
• Terms of Reference document 
• Hospital Medical Records of Gladys Richards, Brian Cunningham, Alice Wilkie, 

Robert Wilson and Eva Page 
• Witness statements by Leslie France Lack, and Gillian MacKenzie 
• Report of Profes~or Brian Livesley 
• Transcripts of police interviews with Gosport War Memorial staff Dr Barton, Mr 

Beed, Ms Couchman, Ms Joice 
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• Transcript of police interviews with Royal Hospital Haslar staff Or Reid and Fit. 
Lt. Edmondson 

• Transcript of interviews with patient transfer staff Mr Warren and Mr Tanner 
• Transcript of police interviews with or statements from. following medical and 

nursing staff: Or Lord, LM Baldacchino, M Berry, JM Brewer, J Cook, E Dalton, 
W Edgar, A Fletcher, J Florio and A Funnell. 
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Gfadys Mabel HICHARDS 

Course of Events 
2.1 Gladys Richards was 91 years old when admitted as an emergency via the 

Accident & Emergency Department to Haslar Hospital on 29Th July 1998. She 
had fallen onto her right hip and developed pain. At this time she lived in a 
nursing home and was diagnosed as having dementia. She had experienced a 
number of falls in the previous 6 months and the admission notes comments 
"quality of life has JJ markedly last 6/12". She was found to have ·a fracture of 
the right neck of femur. An entry in the medical notes by Surgeon Commander 
Malcom Pott, Consultant orthopaedic surgeon dated 30 July 1998 states 'After 
discussion with the patient's daughters in the event of this patient having a 
cardiac arrest she is NOT for cardiopulmonary resuscitation. However she is to 
be kept pain free, hydrated and noun·shed.' Surgery (right hemiarthroplasty} 
was performed on 30 July 1998. · 

2.2 On 3m August she was referred for a geriatric opinion and seen by Or Reid, 
Consultant Physician in Geriatrics on 3rn August 1998. In his letter dated 5th 
August 1998 he notes she had been on treatment with haloperidol and · 
trazadone and that her daughters thought she had been 'knocked off' by this 
medication for months, and had not spoken to then for 6-7 months. Her 
mobility had deteriorated. Her daughters commented to Or Re id that she ha~ 
spoken to them and had been brighter mentally since the trazadone had been 
omitted following admission. Or Reid found Mrs Richards to be confused but 
pleasant and cooperative, unable to actively lift her right l~g from the bed but 
appeared to have little discomfort on passive movement of the right hip. He 
commented '/understand she has been s;tting out in a chair and I think that 
·despite hei dementia, she should be afforded the opportunity to tty to re
mobilise her. He arranged for her transfer to Gosport .War Memorial Hospital. 

2.3 Following Or Reid's entry in the notes on 3m August two further entries are 
made in the medical notes by the on call house officer (Or Coales?) on 81

h 

August 1 998. Or Coales was asked to see Mrs Richards who was agitated on 
the ward. She had been given 2mg haloperidol and was asleep when first seen 
at 0045h. At 02130 hr a further entry records Mrs Richards was 'noisy and 
disturbing other patients n ward. Unable to reason with patient. Prescribed 
25mg thioridazine'. A transfer letter for Sergeant Curran, staff nurse to the 
Sister in Charge dated 1Oth August 1998 describes Mrs Richards.status 
immediately prior to transfer and notes 'Is now fully weight bearing, walking with 
the aid of two nurses and a zimmer frame. Gladys needs total care with 
washing and dressing eating and drinking. Gladys is continent, when she 
becomes fidgety and agitated it means she wants the toilet. Occasionally 
incontinent at night, but usually wakes. 

2.4 On 11th August 1998· Mrs Richards was transferred to Oaedalus ward. Or 
Barton writes in the medical notes "Impression frail demented lady, not 
obviously in pain, please tnake comfortable. Transfers with hoist, usually 
continent, needs help with ADL Barthel 2. I am happy for nursing staff to 
confirm death". The summary admitting nursing notes record "now fully weight 
bearing and walking with the aid of two nurses and a Zimmer framen. On 12th 

·August the nursing notes record "Haloperidol given at 2330 as woke from 
sleep. Vety agitated, shaking and crying. Didn't settle for more th.an a few 
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minutes at a Ume. Did not seem to be in pain" .On 13tli August nursing notes 
record "found on floor at 1330h. Checked for injury none apparent at time. 
Hoisted into safer chair. 1930 pain Rt hip interna/fy rotated, Or Brigg contacted 
advised Xray am and analgesia during the night. Inappropriate to transfer for 
Xray this pm." 

2.5 On 14tli August 1998 Or Barton wrote 'sedation/pain relief has been a problem. 
Screaming not· controlled by haloperidol1g? but very sensmve to Oramorph. 
Fell out of chair last night. R hip shorter and interQally rotated, Daughter nurse 
and not happy. Plan Xray. Is thi~ lady well enough for another surgical 

· procedure?" A further entry the same day states "Dear Cdr Spalding, further to 
our telephone conversation thank you for seeing this unfortunate lady who 
slipped from her chair and appears to have dislocated her R hip. 
Hemiarthroplasty was done on 30-8-98. I am sending X rays. She has had 2. Sml 
o( 1 Omg/5ml oramoroph at midday. Many thanks': 

2.6 Following readmission to Haslar hospital Mrs Richards u·nderwent manipulation 
of R hip under iv sedation (2 mg midazofam) at 1400h. At 2215h the same dE:ty 
she was not responding to verbal stimulation but observations of blood 
pressure, pulse, respiration and _temperature were all in the normal range. A 
further entry on 17tli August by Or Hamlin (House Officer) s,tates "fit for 
discharge today (Gosport War Mem) To remain in straight knee splint for 4152. 
For pillow between legs (abduction) at night.n A transfer letter to the nurse in 
charge at Oaedalus ward states "Thank you for taking Mrs Richards back under 
your care ... was decided to pass an indwelling catheter which still remains in 
situ. She has been given a canvas knee immobilising splint to discourage any 

~ further dislocation and this must stay in situ for 4 wee.ks. When in bed it is 
advisable (o encourage abduction by using pillows -or abduction wedge. She 
can however mobilise fully weight bearing~ 

2.7 Nursing notes record on 1Th August" 114Bh returned from R.N.Haslar patient 
very distressed appears to be in pain. No canvas under patient- transferred 
on sheet by crew." Later that day at 1305h "in pain and distress, agreed with 
daughter to give her mother 6ramorph 2.5mg in 5mf'. A further hip Xray was 
performed which demonstrated no fracture. Or Barton writes on 17tli August 
1998 "readmission to Daedalus ward. Closed reduction under iv sedation. 
Remained unresponsive for some hours. Now appears peaceful. Can continue 
haloperidol, only for Oramorph if in severe pain. See daughter again" and on 
.18tli August "still in great pain, nursing a problem, I suggest se diamorphine/ 
haloperidollmidazolam. I will see daughters today. Please make comfortable:· 
Nursing notes record "reviewed by Or Barton for pain control via syringe driver''. 
At 2000h "patient remained peaceful and sleeping. Reacted to pain when being 
moved- this was pain in both legs': On 191li August the nursing notes re·cord 
"Mrs Richards comfortable" and in a·separate entry "apparently pain free". 
There are no nursing entries I can find on 20tli August. I can find no entries in 
the nursing notes describing fluid or food intake following admission on 1 Th 
August. 

2.8 The next entry in the medical notes is on 21st August by Or Barton "much more 
peaceful. Needs hyoscine for rattly chesr. The nursing notes record "patient's 
overall condition deteriorating. Medication keeping her-comfortable". A staff 
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. nurse records Mrs Richards's death in the notes at 2120h later that day. The 
~use of death was recorded as bronchopneumonia. 

2.9 Medication charts record the following_administration of opiate, analgesic and 
sedative drugs during Mrs Richards's first admissjon to Haslar Hospital. 

29 July 2000h Trazadorie 1 OOmg (then discontinued) 
29 July to 11th August. Haloperidol 1 mg twice daily 
30 July 0230h Morphine iv ~.Smg 

. 31 July0150h morphine iv 2.5mg 
1905h morphine iv 2.5 mg 

1 Aug 1920h morphine iv 2.5mg 
2 Aug 0720h morphine iv 2.5mg 
Cocodamol two tablets as required taken on 16 occasions at varying times 
between 1-9th August · 

2,10 Medication charts record the.following administration of opiate, analgesic and 
sedative drugs during Mrs Richards ~econd admission to Haslar Hospital 

14 Aug 141 Oh midazolam 2mg iv · 
15 Aug 0325h cocodamol two tablets oraHy 
16 Aug 041 Oh haloperidol 2mg orally 

0800h haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
2310h haloperidol2mg orally 

!7 Aug 0800h haloperidol1mg orally 

2.11 Medication charts record the following administration of opiate and sedative 
drugs on Daedalus ward: ' ' 
· 11 Aug 

12 Aug 

13 Aug 
14 Aug 
17 Aug 

18 Aug 

19 Aug 

20 Aug 

21 Aug 

1115h 5mg/5ml Oramorph 
1145h 10 mg Ora morph. 
1800h 1 mg haloperidol 
0615h 10 mg Oramorph 

haloperidol 
2050h 1 Omg Ora morph 
1150h 1 Omg Ora morph 
1300h 5mg Oramorph 
? . 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 1 Omg Oramorph 
0230h · 1 Omg Oramorph · 
? 1 Omg Oramorph 
1145h diamorphine 40mg/24hr, haloperidol5mg/24hr 

midazolam 20mg/24hrby 
1120h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
1 045h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
1155h diamorphine 40mg/24h, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
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Opinion on patient management 

Leadership, roles, responsibilities and communication ·in respect of the 
·clinicians involved 
2.12 Primary responsibility for the medical care of Mrs Richards during her two 

admissions to Gosport Hospital lay with Dr Lord, as the consultant responsible 
for his care. My understanding is that day-to-day medical care was delegated to 
the clinical assistant Dr Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital (statement of Or Lord in interview with 
DC Colvin and DC McNally). Primary responsibility for the medical care of Mrs 
Richards during her two admissions to Queen Alexandra Hospital lay with 
Surgeon Commander Scott, Consultant Orthopaedic Surgeon. Junior medical 
staff were responsible for day-to-day medical care of Mrs Richards whilst at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mrs Richards and informing medical staff of any significant 
-deterioration. · 

2.13 Dr Reid, Consultant Geriatrician was responsible for assessing Mrs Richards 
and making recommendations concerning her future care following her 
orthopaedic surgery, and arranged transfer to Gosport Hospital for 
rehabilitation. 

Accuracy of diagnosis and prognosis including risk assessments 
2.14 The initial assessment by the orthopaedic team was in my opinion competent 

and the admitting medical team obtained a good history of her decline in the 
previous six months. Surgeon Commander Pott discussed management . 
options with the family and a decision was made to proceed with surgery but for 
Mrs Richards to not undergo cardiopulmonary resuscitation if she sustained a 
cardiac arrest, with a clear decision to keep Mrs Richards pain free, hydrated 
and nourished . .There are good reasons to offer surgery for a fractured neck of 
femur to very frail patients with dementia even when a high risk of pari
operative death or complications is present. This is because without surgery 
patients continue to be in pain, remain immobile and nearly invariably develop 
serious complications such as pneumonia and pressure sores, which are 
usually fatal. From the information 1 have seen I would, as a consultant . 
physician/geriatrician recommended the initial management undertaken. I 
consider it good management that the trazadone as discontinued when the 
history from the daughters suggested this might have been responsible for 
decline in the recent past. . 

2.15 After Mrs Richards was stable a few days following surgery it was appropriate 
to refer her for a geriatric opinion, and Dr Re id rapidly provided this. Dr Reid's 
assessment was in my opinion thorough and competent. He identified the 
potential for her to benefit from rehabilitation. I would consider his decision to 
refer her for rehabilitation despite her dementia to be appropriate. An elderly 
care rehabilitation, rather than an acute orthopaedic ward is in general a 

. preferable environment to undertake such rehabilitation. lt is implicit in his 
decision to transfer her to Gosport War Memorial Hospital that she would 
receive rehabilitation there and not care on a continuing care ward without input 
from a rehabilitation teall}. Dr Lord in an interview with DC McNally and DC 
Colvin describes Daedalus ward as "Back in '98 .. Daedalus was a continuing 
care ward with 24 beds of which 8 beds were for stow stream stroke 
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rehabilitation". Although Mrs Richards had a fractured neck of femur and not 
stroke as her primary problem requiring rehabilitation I would assume, in the 
light of Dr Reid's letter that she was transferred to one ofthe 8 slow stream 
rehabilitation beds on Oaedalus ward. 

2.16 The transfer letter from Sergeant Curran provides a clear description of Mrs · 
Richards's status at the time of transfer. The observation that she was walking 
with the aid of two nurses and a zimmer frame, and the usual cause of agitation 
was when she needed to use the toilet are relevant to subsequent events 
foflowing transfer to Gosport Hospital. The use of a Barthe! Index score as a 
measure of disability is good practice and demonstrates that Mrs Richards was 

. severely dependent at the time of her transfer to Gosport Hospital. 

2.17 The initial entry by Dr Barton following Mrs Richards' transfer to Daedalus ward 
does not mention that she has been transferred for rehabilitation, and focuses 
on keeping her 'comfortable' despite recording that she is "not obviously in 
pain". The statement 'I am happy for nursing staff to confirm death" also 
suggests that Dr Barton's assessment was that Mrs Richards might die in the 
near future. Dr Barton in her statement to OS Sackman and DC Colvin, 
confirms this when she states "I appreciated that there was, a possibility that 
she might die sooner rather than later". Dr Barton refers to her admission as a 
"holding manoeuvrew and her statement suggests a much more negative view 
of the potential for rehabilitation. She does not desc~ibe any rehabilitation team 
or focus on the ward and suggests her transfer was necessary because she 
was not appropriate for an acute bed, rather than her being appropriate for 
rehabilitation- ".her condition was not appropriate for an acute bed ..... seen 
whether she would recover and mobilise after surgery. If as was more likely 
she would deteriorate due to her age, her dementia, her frail condition and the 
shock of the fall followed by the major surgery, then she was to be nursed in a 
clam environment away from the stresses of an acute ware!'. In my opinion this 
initial note entry and the statement by Or Baron indicate a much less proactive 
view of rehabilitation, less appreciation than Dr Reid of the potential for Mr's 
Richards to recover to her previous level of functioning, and probably a failure 
to appreciate the potential benefits of appropriate multidisciplinary rehabilitation 
to Mrs Richards. This leads me to believe that Dr Barton's approach to Mrs 
Richards was in the context of considering ·her as a continuing care patient wlw 
was likely to die cin the ward. lt was not wrong or incorrect of Dr Barton to 
believe Mrs Richards might die on the ward, but I would consider her apparent 
failure to recognise Mrs Barton's rehabilitation needs may have led to 
subsequent sub-opt~mal care. 

2.18 There are a number of explanations and contributory factors that may have led 
to Dr Barton possibly hot recognising Mrs Richard's rehabilitation needs in 
addition to her nursing and analgesic needs. First she may have not clearly 
understood Or Reid's assessment that she needed rehabilitation. In her 
statement Dr Barton states " Dr Reid was of the view that, despite her 
dementia, she should be given the opportunity to try to remobilise" which 
suggests Or Barton may not have considered the necessity for Mrs Richards to 
receive Physiotherapy as a necessary part of her opportunity to remobilise. 
Second the ward had both continuing care and rehabilitation beds and these 
patients may require very different care. lt is not·uncommon for "slow stream" 
rehabilitation beds to pe in the same ward as continuing care beds, but it does 
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require much broader range of care to meet the medical and social needs of 
these patients. I would anticipate that some patients would move from the slow 
stream rehabilitation to continuing care category. Dr Lord describes the . 
existence of fortnightly multidisciplinary ward case conference suggesting there 
was a structured team approach that would have made Dr Barton and nursing 
staff aware of rehabilitation needs of patients. In Mrs Richards's case no such 
case conference took place because she became too unwell in a short period. 
Third Dr Barton may not have received sufficient training or gained adequate 
experience of rehabilitation or geriatrics despite working under the supervision 
of Or Lord. Or Lord states that Or Barton was "an experienced GP' who had 
rights of admission to a GP ward and that Or Lord had admitted patients "under 
her care say for palliative care~. Experience in palliative care may possibly 
have influenced her understanding and expectations of rehabilitating older 
patients. 

, 2.19 The assessment of Mrs Richard's agitation the following day on 12th August 
was in my opinion sub-optimal. The nursing records state that she did not 
appear to be in pain. There is no entry from Or Barton this day but in her 
statement she states which I have some difficulty in interpreting: "When I 
assessed Mrs Richards on her arrival she was clearly confused and unable to 
give any history. She was pleasant and co-operative on arrival and did not 
appear to be in pain. Later her pain relief and sedation became a problem. She 
was screaming. This can pe a symptom of dementia but could also be caused 
by pain. In my opinion it was caused by pain as it was not controlled by 
Haloperidol alone. Screaming caused by dementia is frequently controlled by 
this sedative. Given my assessment that she was in pain I wrote a prescription 
for a number of drugs on 11rh August, including Oramorph and Diamorphine. 
This allowed nursing staff to respond to their. clinical assessment of h~r needs 
rather than wait until my next visit the following dai This is an integral part of 
team management. lt was not in fact necessary to give diamorphine over the 
first few days to/Jawing her admission but a limited number of small doses of 
Oramorph were given totalling 20mg over ·the first 24 hours and 1 Omg daily 
thereafter. This would be an appropriate level of pain relief after such a major 
orthopaedic procedure". 

2.20 I am-unable establish from the notes and Or Barton's statement whether she 
saw Mrs Richards in pain after she wrote in the notes and then wrote up the 
opiate drugs later on the 11th August, or if she wrote up these drugs after 
seeing her when she was not in pain, because she considered she might 
develop pa.in and agitation. In either case there is no evidence that the 
previous information provided by Sergeant Curran that Mrs Richards usually 
required the toilet when she was agitated was considered by Or Barton. 
Screaming is a well-described behavioural disturbance in dementia {Or Barton 
was clearly aware of this), which can be due to pain but is often not. In some 
cases it is not possible to identify a clear precipitating cause although a move to 

. a new ward could precipitate such a behavioural disturbance. I would consider 
the assumption by Or Barton that Mrs Richards screami~g was due to pain was. 
not supported by her own recorded observations. There is no evidence from 
the notes that Or Barton examined Mrs Richards in the first two days to find any 
evidence on clinical examination that pain from her hip was the cause of her, 
screaming. If the screaming had been worse on weight. bearing or movement 
of the hip this would have provided supportive evidence that her screaming was 
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due to hip pain. Staff Nurse Jennifer Brewer in her interview with DC Colvin 
and DC McNally states that the nursing staff had considered the need for 
toileting and other potential causes of Mrs Richards screaming. 
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2.21 Mrs Richards pain following surgery had been controlled at Haslar hospital by 
intermittent doses of intravenous morphine and then intermittent doses of 
cocodamol (paracetamol and codeine phosphate). Dr Barton did not prescribe 
cocodamol or another inild or moderate analgesic to Mrs Richards to take on a 
prn basis when she was transferred .. This makes me ~onsider it probable that 
Dr Barton prescribed prn Oramorph, diamorphine, hyoscine and midazolam 
when she first saw Mrs Richards and she was not in pain. If this is the case it is 
highly unusual practice in a patient who has been transferred for rehabilitation, 
was not taking any regular or intermittent analgesics for 36 hours prior to 
transfer, and had last taken two tablets of cocodamol. In a rehabilitation or 
continuing care ward without resident medical staff 1 would consider it 
reasonable and usual practice to prescribe a mild or moderate analgesic to take 
on an as required basis in case further pain developed. In Mrs Richards's case 
a reasonable choice would have been cocodamol since she had been taking 
this a few days earlier without problems. I do not consider it was appropriate to 
administer intermittent doses of ora morph to Mrs Richards before first 
prescribing paracetamol, non-steroidal anti-inflammatory drugs or mild opiate. 
lt is not appropriate to prescribe powerful opiate drugs as a first line treatment 
for pain not clearly due to a fracture or dislocation to a patient such as Mrs 
Richards 12 days following surgery. Dr Barton's statement that diamorphine 
and oramorph w_ere appropriate analgesics at this stage following surgery when 
she had been pain free is incorrect and in my opinion would not be a view held 
by the vast majority of practising general practitioners and geriatricians. 

2.22 The management of Mrs Richards when sustained a dislocation of her hip on 
13tli August was in my opinion sub-optimal. The hip dislocation most likely 
occurred following the fall from her chair at 1330h. The nursing nqtes suggest 
signs of a dislocation were noted at 1930h. If there was a delay in recognising 
the dislocation I would not consider this indicates poor care, as hip fractures 
and dislocations can be difficult to detect in patients who have dementia and 
communication difficulties. Mrs Richards suspected dislocation or fracture was 
discussed with the on-call doctor, Dr Briggs, who I would assume is a medical 
house officer. Given the concern about a fracture or dislocation I would judge it 
would have been preferable for her to b transferred to the orthopaedic ward that 
evening and be assessed by the orthopaedic teani. I certainly consider the 
case should have been discussed with either the on call consultant geriatrician 
or the orthopaedic team. The benefits of transfer that evening in a patient where 
it was highly probable a fracture or dislocation were present.woufd have been 
Mrs Richards could have receiyed manipulation earlier the following morning 
and possibly that same evening, and that traction could have been CJ.pplied 
even if reduction was not attempted. 

2.23 Mrs Richards was found to have a dislocation of her right hip and this was 
manipulated under intravenous sedation the same day. Although she was 
initially unresponsive, most probably due to prolonged effects of the 
intravenous midazolam, 3 days later on 1 yth August she was mobilising and 
fully weight bearing and not requiring any analgesia. Although there are few 
medical note entries, the management at Haslar hospital during this period 
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appears to be appropriate and competent. Shortly after transfer back to 
Daedalus ward Mrs Richards ag€1in became very distressed. The nursing notes 
indicate there was an incorrect transfer by the ambulance staff of Mrs Richards 
onto her bed. Repeat dislocation of the right hip was reasonably suspected but 
not found on a repeat Xray. My impression is that this transfer may have 
precipitated hip or other musculoskeletal pain in Mrs Richards but that other 
causes of screaming were possible. 

2.24 Intermittent doses of oral morphine were first administered to Mrs Richards, 
again without first determining whether less powerful analgesics would have 
been helpful. On 181

h August Dr Barton suggested commencing subcutaneous 
diamorphine, haloperidol and midazolam. The diamorphine and midazolam 
had been prescribed 7 days earlier. An infusion of the three drugs was 
commenced later that morning and hyoscine was added on 19th August. Both 
Dr Barton's notes and the nursing notes indicate Mrs Richards was in pain, 
although it is not clear what they considered was the cause of the pain at this 
stage, having excluded a fracture or dislocation of the right hip. Dr Barton 
states in her prepared statement " ... it was my assessment that she had 
developed a haematoma or large collection of bruising around the area where 
the prosthesis had been tying white dislocated". 

2.25 Although there are no clear descriptions of Mrs Richard's conscious level in the 
last few days, her level of alertness· appears to have deteriorated once the 
subcutaneous infusion of diamorphine, haloperidol and midazolam was 
commenced. lt also seems that she was not offered fluids or food and 
intravenous or subcutaneous fluids were not considered as an alternative. My 
interpretation is that this was most probably because medical and nursing staff 

· ·.were of the opinion that MrsRichar.ds were dying. and that provision of fluids or 
nutrition would not change this outcome. In her prepared statement Dr Barton 
states "As their mother was not eating or drinking or able to swallow, 
subcutaneous infusion of pain killers was the best way to control her pain." and 
" I was aware that Mrs Richards was not taking food or water by mouth". She 
then goes on to say "I believe I would have explained to the daughters that 
subcutaneous fluids were not appropriate~. 

Evaluation of drugs prescribed and the administration regimens 
2.26 The decision to prescribe oral opiates and subcutaneous diamorphine to Mrs 

Richards initial admission to Oaedalus ward was in my opinion inappropriate 
and placed Mrs Richards at significant risk of developing adverse effects of 
excessive sedation and respiratory depression. The prescription of oral 
paracetamol, mild opiates such as codeine or non-steroidal anti-inflammatory 
drugs such as ibuprofen, naproxen would have been appropriate oral and 
preferable with a better risk/benefit ratio. The prescription of subcutaneous 
diamorphine, haloperidol and midazolam infusions to be taken if required was 
inappropriate even if she was experiencing pain. Subcutaneous opiate 
infusions should be used only in patients whose pain is not controlled by oral 
analgesia and who cannot swallow oral opiates. The prescription by Dr Barton 
on 11 1h August of three sedative drugs by subcutaneous infusion was in my 
opinion reckless and inappropriate and placed Mrs Richards at serious risk of 
developing coma and respiratory depression had these been administered by 
the nursing staff. lt is exceptionally unusual to prescribe subcutaneous infusion 
of.these three drugs with powerful effects on conscious level and respiration to 
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frail elderly patients with non-malignant conditions in a continuing care or slow 
stream rehabilitation ward and I have not personally used, seen or heard of this 
practice in other care of the elderly rehabilitation or continuing care wards. The 
prescription of three sedative drugs is potentially hazardous in any patient but 
particularly so in a frail older patient with dementia and would be expected to 
carry a high risk of producing respiratory depression or coma. 

2.27 I consider the statement by Dr Barton umy use of midazofam in the dose of 
20mg over 24 hours was ~s a muscle relaxant, to assist movement of Mrs 
Richards for nursing procedures in the hope that she could be as comfortable 
as possible. I felt it appropriate to prescribe an equivalence of haloperidol to 
that which she had been having orally since her first admission." Indicates poor 
knowledge of the indications for and appropriate use of 'midazolam 
administered by subcutaneous· infusion to older people. Midazolam is primarily 
used for sedation and is not licensed for use as a muscle relaxant. Doses of 
benzodiazepine that produce significant muscle relaxation in 'general produce 
unacceptable depression of conscious level, and it is not usual practice 
amongst continuing care and rehabilitation wards to administer subcutaneous 
midazolam to assist moving patients. · 

Quality and sufficiency of the medical records 
2.28 The medical and nursin·g records relating to Mrs Richards admissions to 

Daedalus ward are in my opinion not of an adequate standard .. The medical 
notes fail to adequately account for the reasons why ora morph and then 
infusions of diamorphine and haloperidol were used. The nursing records do 
not adequately document hydration and nutritional needs of Mrs Richards 
during her admissions to Daedalus ward. 

Appropriateness and justification of the decisions that were made 
2.29 There are a number of decisions made in the care of Mrs Richards that I 

consider to be inappropriate. The initial management of her dislocated hip 
prosthesis was sub-optimal. The decision to prescribe oral morphine without 
first observing the response to milder opiate or other analgesic drugs was 
inappropriate. The decision to prescribe diamorphine, haloperidol and 
midazolam by subcutaneous inf~sion was, in my opinion, highly inappropriate. 

Recorded cause of death 
2.30 The recorded cause of death was bronchopneumonia. I understand· that the 

cause of death was discussed with the coroner. A post mortem was not 
obtained and the recorded cause was certainly a possible cause of Mrs 
Richards's death. I am surprised the death certificate makes no mention of Mrs 
Richards's fractured neck of femur or her dementia. lt is possible that Mrs 
Richards died from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mrs Richards was at high risk of 
developing pneu.monia because of the immobility that resulted following her 
transfer back to Daedalus ward _even if she had not received sedative and 
opiate drugs. Bronchopneumonia can also occur as a secondary complication 
of opiate and sedative induced respiratory depression. In the absence of post
mortem, radiological data (chest Xray) or recordings of Mr Cunningham's 
respiratory rate I would consider the recorded cause of death of 
bronchopneumonia was possible·. However given the rapid decline in 
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conscious level that preceded the development of respiratory symptoms (rattly 
chest) I would consider it more likely that Mrs Richards became unconsciot~s 
because of the sedative and opiate drugs she received by subcutaneous 
infusion, that these drugs caused respiratory depression and that Mrs Richards 
died from drug induced respiratory depression and/or without 
bronchopneumonia resulting from immobility or drug induced respiratory 
depression. There are no accurate records of Mrs Richards respiratory rate but 
with the doses used and her previous marked sedative response to intravenous 
midazolam it is highly probable that respiratory depression was present. 

Duty of care issues 
2.31 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medical and nursing care to attempt to monitor Mrs Richards and to document 
the effects of drugs prescribed. In my opinion this duty of care was not 
adequately met. The prescription of diamorphine, midazolam and haloperidol 
was extremely hazardous and Mrs Richards was inadequately monitored. The 
duty of care of the medicat and nursing staff to meet Mrs Richard's hydration 
and nutritional needs was also in my opinion probably not met. 

Summary 
2.32 Gladys Richards was a frail older Jady"with dementia who sustained a fractured 

neck of femur, successfully surgically treated with a hemiarthroplasty, and then 
complicated by dislocation. During her two admissions to Daedalus ward there 
was inappropriate prescribing of opiates and sedative drugs by Dr Baron. 
These drugs in combination are highly likely to have produced respiratory 
depression and/or the development of bronchopneumonia that led to _her death. 
In my opinion it is likely the administration of the drugs hastened her death. 

· There is some evidence that Mrs Richards was in pain during the three days 
prior to her heath and the administration of opiates can be justified on these 
grounds. However Mrs Richards was at high risk of developing pneumonia and 
it possible she would have died from pneumonia even if she had not been 
adm-inistered the subcutaneous sedative and opiate drugs. 
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Arthur "Brian" CUNNINGHAM 

Course of Events 
3.1 Mr Cunningham was 79 years old when admitted to Dryad ward, Gosport 

Hospital under the care of Or Lord. Dr Lord had assessed him on a number of 
occasions in the previous 4 years. A letter dated 2nd December 1994 from Or 
Bell, Clinical Assistant, indicates Parkinson's disease had been diagnosed in 
the mid 1980s and that he was having difficulties walking at this time. In. 1998 it 
was noted he had experienced visual hallucinations and had moved into Merlin 
Park Rest Ho~e. His weight was 69Kg in August 1998. In July 1998 he was 
admitted under the care of Dr Banks, Consultant in Old Age Psychiatry to 
Mulberry Ward A and discharged after 6 weeks to Thalassa Nursing Home. He 
was assessed to have Parkinson's disease and dementia, depression and 
myelodysplasia. Or Lord in a letter dated 1 September 1998 summarises her 
assessment of Mr Cunningham when she saw him on Mulberry Ward A on 27 
August 1998 befor~ he was discharged to Thalassa Nursing Home. At this time 
he required 1-2 people to transfer and was unable to wheel himself around in 
his wheelchair. She commented that more levodopa might be required but was 
concerned it would upset his mental state. She arranged to review him at the 
Dolphin Day Hospital. 

3.2 On 21 81 September 1998 he was seen at the Dolphin Day Hospital by Or Lord 
who recorded 'very frail, tablets found in mouth, offensive large necrotic sacral 
sore with thick black scar. PO- no worse. Diagnoses Usted as sacral sore (in 
NIH), PO, old back injury, depression and element of dementia, diabetes 
mellitus -diet catheterised for retention. Plan- stop codanthramer and 
metronidazole. looks fine. TCI Dyad today -aserbine for sacral ulcer- nurse 
on side -·high protein diet- oramorph pm if pain. N/Home to keep-bed open 
for next 3152 at least. Pl infonned of admission agrees. Inform N/Home Or 
Banks and social worker. Analgesics pm.' He was admitted to Oyad ward. An 
entry by Or Baron on 21 September states 'make comfortable, give adequate 
analgesia. Am happy for nursing staff to confirm death: On 24th September Dr 
Lord has written 'remains unwell. Son has ??? again today and is aware of how ! 

unwell he is. se analgesia is controlling pain just .. I am happy for nursing staff 
to confirm death.' The next entry by Or Brook is on 25th September 'remains 
vel}' poorly. On syringe driver. For TLC: 

3.3 Medication charts record the following administration of opiate and sedative 
drugs: 

21 Sep 1415h Oramorph 5mg 
1800h Coproxamol two tablets 

{subsequent regular doses not administered) 
2015h Oramorph10mg 

21 Sep2310h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
22 Sep2020h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
23 Sep0925h Oiamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 20 mg/24hr infusion se 
2000h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 60mg/24hr infusion se 
24 Sep 1055h Diamorphine 20mg/24hr, hyoscine 800mierog/24hr 

midazolam 80mg/24hr infusion se 
25 Sep 1 015h Diamorphine 60mg/24hr, hyoscine 1200mg/24hr 
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midazolam 80mg/24hr infusion 
26 Sep 1150h Diamorphine 80mg/24hrl hyoscine 1200mg/24hr 

midazolam 1 00mg/24hr infusion 
Sinemet 11 0 5 times/day was discontinued on 23rd September 
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3.4 The nursing notes relating to the admission to Dyad ward record on 21st Sept 
'remained agitated until approx 2030h. Syringe driver commenced as requested 
(unclear who made this request} diamorphine 20mg, midazolam 20mg at 2300. 
Peaceful following". On 22nd Sep 'explained that a syringe driver contains 
diamorphine and midazolam was commenced yesterday evening for pain relief 
and to allay his anxiety following an episode where Arthur tried to wipe sputum 

· on a nurse saying he had HIV and going to give it to her. He also tried to 
remove his catheter and empty the bag and removed his sacral dressing 
throwing it across 'the room. Finally he took off his covers and exposed himself I 

3.5 On 23r0 Sep 'Has become chesty overnight to have hyosCine Eidded"to driver. 
Stepson contacted and informed of deterioration. Mr Farthing asked is this was 
due to the commencement of the syringe driver and informed that Mr 
Cunningham was on a small dosage which he needed. I A later entry 'now fully 
aware that Brian is dying and needs to be made comfortable. Became a little 
agitated at 2300h, syn"nge driver adjusted with effect. Seems in some 
discomfort when moved, driver boosted prior to position change~ On 241h Sept 
'report from night staff that Brian was in pain when attended to, also in pain with 
day staff- especially his knees. Syringe driver renewed at 1 055': On 25th Sept 
'All care given this am. Driver recharged at 1015 -:diamorphine 60mg, 
midazolam BOmg and hyoscine 1200mcg at a rate of 50mmols/hr. Peaceful 
night- unchanged, still doesn't like being (11oved.' On 26th September 'condition 
appears to be deteriorating slowly~ 

3.6 On 26th September staff nurse Tubbritt records death at 2315h. Cause of death 
was recorded on the death certificate as bronchopneumonia with contributol)' 
causes of Parkinson's disease and Sacral Ulcer. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved · · 
3.7 Primary responsibility for the medical care of Mr Cunningham during his last 

adm.ission lay with Dr Lord, as the consultant responsible for his care. She saw 
Mr Cunningham 5 days before his death in the Dolphin Day Hospital, and 2 
days before his death on Dyad ward. My understanding is that day-to-day 
medical care was the responsibility of the clinical assistant Dr Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mr 
Cunningham and_ informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
3.8 Initial assessment by Dr Lord was comprehensive and appropriate with a clear 

management plan describe~. The nursing staff record Mr Cunningham was 
agitated following admission on 21st September. Dr Lord had prescribed prh 
(intermittent as required) oramorph for pain. Nursing staff made the decision to 
administer oramorph but there is no clear recording in the.nursing notes that he 
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was in pain or the s'ite of pain. The nursing entry on 22nd Sept indicates a 
syringe driver was commenced for 'pain relief and to allay anxiety. Again the 
site of pain is not states. My interpretation of the records is that the nursing 
staff considered his agitation was due to pain from his sacral ulcer. The 
medical and nursing teams view on the cause of Mr Cunningham's 
deterioration on 23'd September when he became 'chesty' are not explicitly 
stated, but would seem to have been thought to be due to bronchopneumonia 
since this was the cause of death later entered on the death certificate. The 
medical and nursing staff may not have considered the possibility that Mr 
Cunningham's respiratory symptoms and deterioration may have been due to 
opiate and benzodiazepine induced respiratory depression. The nursing staff 
filed to appreciate that the agitation Mr Cunningham experienced on 23rd Sept 
at2300h may have been due to the midazolam and diamorphine. lt was 
appropriate for nursing staff to discuss Mr Cunning ham's condition with medical 
staff at this stage. 

~ "' - _.., - ~ . - ·--' . ~ " 

3.9 When Dr Lord reviewed Mr Cunningham on 24th Sept~mber the notes imply 
that he was much worse that when she had seen him 3 days earlier. There is : 
clear recording by Dr Lord that Mr Cunningham was in pain. The following day 
the diamorphine dose was increased three fold from 20mg/24hr to 60mg/24hr 
and the dose was further increased on 261

h September to 80mg/24_hr although 
the nursing and medical notes do not record the reason for this. The notes 
suggest that the nursing and medical staff ma"i have failed to consider causes 
of agitation other than pain in Mr Cunningham or to recognise the adverse 
consequences cif opiates and sedative drugs on respiratory function in frail 
older individuals. 

Evaluation of drugs prescribed and the administration regimens 
3.10 The pres~ription of oramorph to be taken 4 hourly as required by Mr 

Cunningham was reasonable if his pain was uncontrolled from cocodamol. 
consider the decision by Dr Barton to prescribe and administer diamorphine 
and midazolam by subcutaneous infusion the same evening he was admitted 
was highly inappropriate, particularly when there was a clear instruction by Dr 
Lord that he should be prescribed intermittent {underlined instruction) doses of 
oramorph earlier in the day. I consider the .undated prescription by Dr Baron of 
subcutaneous diamorphine 20-200mg/24hr pm, hyoscine 200-800microg/24hr 
and midazolam 20-80mg/24hr to be poor practice and potentially very 
hazardous. In my opinion it is poor management to initially commence both 
diamorphine and midazolam in a frail elderly underweight patient such as Mr 
Cunningham. The combination could result in profound respiratory depression 
and it would have been more appropriate to review the response to 
diamorphine alone before commencing midazolam, had it been appropriate to 
commence subcutaneous analgesia, which as I have stated before was not the 
case. 

3.11 In my opinion it is doubtful the nursing and medical staff understood that when 
a syringe infusion pump rate is increased it takes an often appreciable effect of 
time before the maximum effect of the increased dose rate becomes evident. 
Typically the time period would be 5 drug half-lives. ·In the case of diamorphine. 
this would be between 15 and 25 hours in an older frail individual. · 

Quality and sufficiency of the medical records 
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3.12 In my opinion the medical and nursing records are inadequate following Mr 
Cunningham's admission to Dryad ward. The initial assessment by Dr Lord on 
21 51 September is in my opinion competent and appropriate. The medical notes 
following this are inadequate and do not explain why he was commenced on 
subcutaneous infusions of diamorphine and midazolam. The nursing notes are 
va·riable and at times inadequate·. 

Appropriateness and justification of the decisions that were made 
3.13 An inappropriately high dose of diamorphine and midazolam was first 

prescribed. There was a failure to recognise or respond to drug induced 
problems. Inappropriate dose escalation of diamorphine and midazolam and 
poor assessment by Or Lord. The assessment by Or Lord on 21 51 September 
199S·was thorough and competent and a clear.plan of management was 
outlined. There is a clear note by Or Lord that oramorph was to be given 
intermittently (PRN) for pain and not regularly. lt is not clear from the medical 
a_nd nursing notes why Mr Cunningham was not aclministerec{the regular· 
cocodamol he was prescribed following the initial dose he received at 1800h. 
following admission. ltis good practice to provide regular oral analgesia, with 
paracetamol and a mild opiate, particularly when a patient has been already 
taking this medication and to use prn morphine for breakthrough pain. I 
consider the prescription by Or Barton on admission of prn subcutaneous 
diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 
20-80mg/24hr to be unjustified, poor practice and potentially very hazardous. lt 
is particularly notable that only hours earlier Or Lord had written that oramorph 
was to be given intermittently and this had been underlined in the medical 
notes. There is no clear justification in the notes for the commencement of 
subcutaneous diamorphine and midazolam on the evening following admission. 
If-increased opiate analgesia was required increasing the oramorph dose and 
frequency could have provided this. I would judge it poor management to 
initially commence both diamorphine and midazolam. The combination could 
result in profound respiratory depression and it would have been more 
appropriate to review the response to diamorphine alone before commencing · 

, midazolam. 

3.14 I am concerned by the initial note entry by Or Barton on 21st September 1998 
that she was happy for nursing staff to confirm death. There was no indication 
by Or Lord that Mr Barton was expected to die, and Or Barton does not list the 
reason she would have cause to consider Mr Cunningham would die within the 
next 24 hours before he was reviewed the following day by medical staff. In my 
opinion it is of concern that the nursing notes suggest the diamorphine and · 
midazolam infusions were commenced because of Mr Cunningham's behaviour 
rec~rded in the nursing entry on 22nd September. -

3.15 Hyoscine was commenced on 23ro September after Mr Cunningham had 
become 'chesty' overnight. I consider it very poor practice that there is no 
record of Mr Cunningham being examined by a doctor following admission on 
21st September, and a decision to treat this symptoma1ically with hyoscine 
appears to have been made by the medical staff. At this stage Mr 
Cunningham's respiratory signs a·re likely to have been due to 
bronchopneumonia or respiratory depression resulting in depressed clearance 
of bronchial secretions. A medical assessment was very necessary at this 
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3.16 Again I co"nsider it very poor practice that the rriidazolain was increased from 
20mg/24hr to 60mg/24 hr at 2000h on 23td September. There is no entry in the 
medical notes to explain this dose increase. The decision to triple the 
midazofam dose appears to have been made by a member of nursing staff as 
the nursing notes record "agitated at 2300h, syringe driver boosted with effect:' 

3.17 A medical assessment should have been obtained before the decision to 
increase the midazolam dose was made. At the very least Mr Cunningham's 
problems should have been discussed with on call medical staff.· Mr 
Cunningham's agitation may have been due to pain, where increasing 
analgesia would have been appropriate, or hypoxia (lack of oxygen). If Mr 
C:.L:Jnn)ngham's agitation was due to bypoxia a number of interventions may 
have been indicated. Reducing the diamorphine and midazolam dose would 
have been appropriate if hypoxia was due to respiratory depression. 
Commencement of oxygen therapy and possibly antibiotics would have been 
appropriate if hypoxia W?S due to pneumonia. Reducing the dose diamorphine 
or midazofam would have been indicated if hypoxia was due to drug-induced 
respiratory depression. The decision to increase the midazofam dose was not 
appropriately made by the ward nursing staff without discussion with medical 
staff. 

3.18 When Mr Cunningham was reviewed by Dr Lord on 24th September he was 
very unwell but there is not a clear description of his respiratory status or 
whether he had signs of pneumonia. At this stage Dr Lord notes Mr 
Cunningham is in pain, but does not state the site of-his pain. lt is- not dear to. 
me whether the subsequent alteration in infusion rate of diamorphine, hyoscine 
and midazolam was discussed with and sanctioned by Dr Lord or Dr Barton. I 
consider the increase in midazolam from 60mg/24 hr to SOmg/24 hr was 
inappropriate ·as a response to the observation that Mr Cunning ham was in 
pain. lt would have been more appropriate to increase the diamorphine dose or 
even consider treatment with a non-steroidal anti-inflammatory drug. The 
increase in midazolam dose to SOmg/24 hr would simply make Mr Cunning ham . 
less conscious than he already appears to have been (there is not a clear 
description of his conscious level at this stage). 

. . . 

3.19 The increase in hyoscine dose to SOOmicrog/24 hr is also difficult to justify when 
there is no record that the management of bronchial secretions was a problem. 
The subsequent threefold increase in diamorphine dose later that day to 

. 60mg/24 hr is in my view very poor practice. Such an increase was highly likely 
to result in respiratory depression and marked depression of conscious level, 
both of whic!Yc-ould lead to premature death. The description of Mr 
Cunningham, was that analgesia was 'just' controlling pain and a more cautious 
increase in diamorphine dose, certainly no more than two fold, was indicated 
with careful review of respiratory status and conscious level after steady state 
levels of diamorphine would have been obtained about 20 hours later. A more 
appropriate response to deaf with any acute breakthrough pain is to administer 
a single prn (intermittent) dose·Jof opiate by the oral or intramuscular route, 
depending on whether Mr Cunningham was unable to swallow at this time. 

18 



-' 

GMC100096-0123 

3.20 The incre~se in both diamorphine dose and midazolam dose on 26th September 
is difficult to justify when there is no record in the medical or nursing notes that 
Mr Cunningham's pain was uncontrolled. Although it is possible to accept the 
increase in diamorphine dose may have been appropriate if Mr Cunningham 
was observed to be in pain, I find the further increase in midazolam dose to 
1 00mg/24hr of great concern. I would anticipate that this dose of midazolam 
administered with 80mg/24hr of diamorphine would be virtually certain to 
produce respir9tory depression and severe depression of conscious level. This 
would be expected to result in death in a frail individual such as Mr 
Cunningham. I wciuld expect to see very clear reasons for the use of such 
doses recorded in the medical notes. 

3.21 I can find no record of Mr Cunningham receiving food or fluids following his 
admission on 21st September despite a note from Or Lord that Mr Cunningham 
was to receive a 'high protein diet'. There is no indication in the medical or 
nursing notes as to whether this had been discussed; but given that Mr 
Cunningham was admitted with the intention of returning to his Nursing Home 
(it was to be held open for 3 weeks) I would expect the notes to record a clear 
discussion and decision making process involving senior medical staff 
accounting for the decision to not administer subcutaneous fluids and/or 
nasogastric nutrition once Mr Cunningham was commenced on drugs which 
may have made him unable to swallow fluids or food. 

Recorded causes of death 
3.22 The recorded cause of death was bronchopneumonia with contributory causes 

of Parkinson's disease and sacral ulcer. A post mortem was not obtained and 
the recorded causes were in my opinion reasonable. lt is possible that Mr" 
Cunningham died. from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mr Cunningham was at high risk of 
developing pneumonia even if he had not received sedative or opiate drugs, 
bronchopneumonia can occur as a secondary complication of opiate and 
sedative induced respiratory depression. In the absence of post-mortem, 
radiological data (chest Xray) or recordings of Mr Cunningham's respiratory 
rate I would consider the reG:orded cause of death of bronchopneumonia. as 
reasonable. Even if the staff h.ad considered Mr Cunningham had drug-induced 
respiratory depression as a contributory faCtor, it would not be usual medical 
practice to enter this as a contributory cause of death where the administration 
of such drugs was considered appropriate for symptom relief. 

Duty of care issues 
3.23 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care to attempt to heal Mr Cunningham's sacral ul~er and to · 
document the effects of drugs prescribed. In my opinion this duty of are was 
not adequately met and the denial of fluid and diet and prescription of high 
doses of diamorphine and midazolam was poor practice. and may have 
contributed to Mr Cunningham's death. 

Summary 
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3.24 In summary although Mr Cunningham was admitted for medical and nursing 
care to attempt to heal and control pain from his sacral ulcer, Or Barton and the 
ward staff appear to have considered Mr Cunning ham was dying and had· been 
admitted for terminal care. The medical and nursing records are inadequate in 
documenting his clinical state at this time. The initial prescription of 
subcutaneous diamorphine, midazolam and hyoscine by Dr Barton was in my 
view reckless, The dose increases undertaken by nursing staff were 
inappropriate if not undertaken after medical assessment and review of Mr 
Cunningham. I consider it highly likely that Mr Cunningham experienped 
respiratory depression and profound depression of conscious level due to the 
infusion of diamorphine and midazolam. I consider the doses of these drugs 

' prescribed and administered were inappropriate and that these drugs most 
likely co[ltributed to his death through pneumonia and/or respiratory 
depression. 
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ALICE WILKIE 

Course of Events 
4.1 Alice Wilkie was 81 years old when admitted under the care of Or Lord, by her 

general practitioner on 31st July 1998 from Addenbrooke Rest Home to Phillip 
Ward, Department of Medicine for Elderly People, at the Queen Alexandra 
Hospital, Portsmouth. The general practitioner referral letter states "This 
demented lady has been in this psychogeriatric care home for a year. She had 
a UTI early this week and has not responded to trimethoprim. Having fallen last 
night, she is not refusing fluids and is becoming a little dry'.' The medical 
admitting notes record she was taking prozac (fluoxetine) syrup 20 mg once 
daily, codanthramer 5-1 Oml nocte, lactulose 1 Oml once daily zopiclone 1.875 or 
375mg nocte and promazine syrup 25mg as required. On examination she 
had a fever and bilateral conjunctivitis but no other significant findings. The 
admitting doctor diagnosed a urinary tract infection .and commenced 
intravenous antibiotics to be administered after a blood culture and catheter 

. specimen of urine had been obtained. The following day DNR (do not 
resuscitate) is recorded in the notes. On 3rn August 1998 the medical notes 
record the fever had settled, that she was taking some fluids orally, was taking 
the anti~iotic Augmentin elixir orally and receiving subcutaneous fluids. The 
notes then record (date not clear) that her Mental Test Score was 0/10 and 

.. Barthel 1/20 (indicating severe dependency). Mrs Wilkie was to be transferred 
to ·oaedalus NHS continuing care ward on 6th August 1998 with a note that her 
bed was to be kept at Addenbrooke Rest Home. 

4.2 Following transfer on 6th August an entry in the medical notes states 
"Transferred from Phi!lips Ward. For4-6/52 only. On Augmentin for UTf'. Dr 
Lord writes on 1Oth August 1998 'Barlhel 2120. Eating-and drinking better. 
Confused and slow. Give up place at Addenbrooke's. RN {review) in 1/12 
(one month) -if no specialist medical or nursing problems D (discharge) to a 
N/Home. Stop f/uoxetine: The next entry is by Dr Barton on 21 51 August 
"Marked deterioration over last few days. se analgesia commenced yesterday. 
Family aware and happy". The final entry is on the same day at 1830h where 
death is confirmed. The most recent record of the patient's weight I can find is 
56Kg in April 1994. 

4.3 The nursing notes, which have daily entries during her one week stay on Phillip 
ward note she was catheterised, was confused at times and was sleeping well 
prior to transfer. The nursing notes on Daedalus ward record "6/8/98 
Transferred from Philip ward QAH for 4-6 weeks assessment and observation 
and then decide on placement. Medical history of advanced dementia, urinary 
tract infection and dehydration" and that she was seen by Dr Peters. The 
nursing assessment sheet notes "does have pain at times unable to ascerlain 
wheren. The nutrition care plan states-on 6th August 1998 u Due to dementia 
patient has a poor dietary intake". And dietary intake is recorded between 12th 
August and 18th August but not before or following these dates. Nursing entries 
in the contact record state on 17th August 1998 "Condition has generally 
deteriorated over the weekend Daughter seen- aware that mums condition is · 
worsening, agrees active treatment not appropriate and to use of syringe driver 
if Mrs Wilkie is in pain". There is no entry in the notes on 20th August or 
preceding few days indicating Mrs Wilkie was in pain. 
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4.4 A nursing entry on 2Pt August 1998 at 1255h states "Condition deteriorating 
during morning. Daughter and granddaughters visite.d and stayed. Patient 

. comfortable and pain free'~ There are a number of routine entries in the period 
6th August 1998 to death on 21st August 1998 in nutrition, pressure area care, 
constipation, catheter care, and personal hygiene. The nursing care plan 
records no significant deterioration until 21st August where it is noted death was 
pronounced at 2120h by staff nurse Sylvia Roberts. Cause of death was 
recorded as bronchopneumonia. 

4.5 The drug charts records that Or Barton prescribed as a regular daily review (not 
intermittent as required) prescription diamorphine 20-200mg/24hr, hyoscine 
200-800microg/24hr and midazolam 20-80mg/24hr all to be administered 
subcutaneously. The prescription is not dated. Drugs were first administered 
on 20th August, diamorphine at 3Dmg/24hr and midazolam 20mg/24hr from 
1350h and then again on 21st August. Mrs Wilkie had not been prescribed or 
administered any analgesic drugs during her admission to Oaedalus ward prior 
to administration of the diamorphine and midazolam infusions. During the 
period i6th-18th August she was prescribed and received zopiclone (a sedative 
hypnotic) 3.75mg no~te and co-danthramer 5-1 Oml (a laxative) orally. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 

4.6 Primary responsibility for the medical care of Mrs Wilkie during her admission to 
Daedalus ward lay with Or Lord, as the consultant responsible for her care. She 
saw Mrs Wilkie on 1 Qlh August 1998, 11 days prior to her death. My 
understanding is that 'day-to-day medical care was the responsibilitY of the 
clinical assistant Or Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital. Ward nursing staff were responsible 
for assessing and monitoring Mrs Wilkie and ·informing medical staff of any 
significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
4. 7 The initial diagnosis of a urinary tract infection and dehydration was reasonable 

and appears correct. Mrs Wilkie had a diagnosis of dementia, which there was 
clear evidence for. The entry by Or Lord on 1 Otll August 1998 provides a 
reasonable assessment of her functional level at this time, and a plan to review · 
appropriate placement in one month's time. No diagnosis was made to explain 
the deterioration Mrs Wilkie is reported to have experienced around 15th 
August. There is no medical assessment in the notes following 1Oth August 
except documentation on 21 51 August 1998 of a marked deterioration. There is 
no clear evidence that Mrs Witkie was in pain although she was commenced on 
opiate analgesics. 

Evaluation of drugs prescribed and the administration regimens . 
4.8 No information is recorded in the medical or nursing notes to expfain why Mrs 

Wilkie was commenced on diamorphine and hyoscine infusions. In my opinion 
there was no indication for the use of diamorphine and hyoscine in Mrs Wilkie. 
Other oral analgesics, such as paracetamol and mild opiate drugs could and 
should first have been tried, if Mrs Wilkie was in pain, although there is no 
evidence that she was. If these were inadequate oral morphine would have 
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been the next appropriate choice. From the information I have seen in the 
notes it appears the diamorphine and midazolam may have been commenced 
for non-specific reasons, perhaps as a non-defined palliative reasons as it was 

· judged she was likely to die in the near future. 

4.9 I consider the undated prescription by Dr Barton of subcutaneous diamorphine 
20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 20-
80mg/24hr to be poor practice and potentially very hazardous. J consider it poor 
and hazardous management to initially commence both diamorphine and 
midazolam in a frail elderly underweight patient with dementia such as Mrs 
Wilkie. The combination could result in profound respiratory depression and it 
would have been more appropriate to review the response to diamorphine 
alone before commencing midazolam,.had it been appropriate to commence 
subcutaneous analgesia, which as I have stated before was not the case. 

Quality and sufficiency of the medical records 
4.10 The medical and nursing records during her stay on Daedalus ward are 

inadequate not sufficiently detailed, and do not provide a clear picture of Mrs 
Wilkie's condition. In my opinion the standard of the notes falls below the 
expected level of documentation on a continuing care or rehabilitation ward. 
The assessment by Or Lord on 1Oth August 1998 is the only satisfactory 
medical note entry during her 15 day stay on Daeda!us ward. 

Appropriateness' and justification of the decisions that were made 
4.11 As discussed above I do not consider the decision to commence diamorphine 

and hyoscine was appropriate on the basis of the information recorded in the 
clinical notes. 

Recorded causes of death 
4.12 There was no specific evidence that bronchopneumonia was present, although 

this is a common pre-terminal event in frail older people, and is often entered as 
the final cause of death in frail older patients. I am surprised the death 
certificate did not apparently refer to Mrs Wilkie's dementia as a contributory 
cause. lt is possible Mrs Wilkie's death was due at least in part to respiratory 
depression from the diamorphine she received, or that the diamorphine led to 
the development of bronchopneumonia. However since there are no clear 
observations of Mrs Wilkie's respiratory observations it ·is difficult to know 
whether respiratory depression was present Mrs Wilkie deterior13ted prior to 
administration of diamorphine and midazolam infusion, and in view of this, my 
opinion would b~ that although the opiate and sedative drugs administered may 
have hastened death, and these drugs were not indicated, Mrs Wilkie may well 
have died at the time she did even if she had not received the diamorphine and 
midazolam infusions . 

. Duty of care issues 
4.13 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medical and nursing care, to monitor, and to docume~t the effects of drugs 
prescribed to Mrs Wilkie. fn my opinion this duty of care was not adequately 
met, the prescription of diamorphine and midazolam was poor practice and this 
may have contributed to Mrs Wilkie's death. 

Summary 
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4.14 In my opinion the prescription of subcutaneous diamorphine and midazolam 
was inappropriate, and probably resulted in depressed conscious level and 
respiratory depression, which may have hastened her death. However Mrs 
Wilkie was a frail very dependent lady with dementia who was at high risk of 
developing pneumonia. lt is possible she would have died from pneumonia 
even if she had not been administered the subcutaneous sedative and opiate 
drugs . 
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Robert WILSON 

5.1 Mr Wilson was 75 years old man when he was admitted to Queen Alexandra 
Hospital on 22"d September 1998 after he sustained a proximal fracture of the 
left humerus. He was treated with morphine, initially administered intravenously 
and then subcutaneously. He developed vomiting. On 24th September he was 
given Smg diamorphine and lost sensation in the left hand. On 29th September 
an entry in the medical notes states "ref to social worker, review resus status. 
Not for resuscitation in view of quality of life and poor prognosis". 

5.2 On 7th October·the notes record he was· "not keen on residential home and 
wished to return to his own home': Dr Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Dr Lusznat's letter on 81

h October 
notes that Mr Wilson had been sleepy and withdrawn and low in mood but was 
now eating and drinking well and appeared brighter in mood. His Barthel score 
was 5/20. Dr Lusznat noted he had a heavy alcohol intake during the last 5 
years. At the time he was seen by Dr Lusznat her was prescribed thiamine 1 OD 
mg daily, multivitamins two tablets daily, senna two tablets daily, magnesium 
hydroxide 10 mls twice daily and paracetamol 1 g four time daily. On 
examination he had mHdty impaired cognitive function (Mini Mertti:il State 
Examination 24/30). Dr Lusznat considered Mr Wilson might have developed 
an early dementia, which could have been alcohol related, Alzheimer's disease 
or vascular dementia. An antidepressant trazadone 50mg nocte was 
commenced. Dr Lusznat states at the end of her letter "On the practical side he 
may well require nursing home care though at the moment he is strongly 
opposed to that idea I shall be happy to arrange follow up by our team once we 
know when and where he is going to be discharged'. On 13th October the 
medical notes record a ward round·took place, that he required both nursing 
and medical care, was at risk of falling and that a short spell in long-term NHS 
care would be appropriate. Reviewing the drug charts Mr Wilson was taking 
regular soluble paracetamol (1g four times daily) and codeine phosphate 30mg 
as required for pain. Between 8th and 1-3th October Mr Wilson was administered 
four doses of 30mg codeine. Mr Wilson's weight in March 1997 was 93Kg 

5.3 On the 14th October Mr Wilson was transferred to Dryad Ward. An entry in the 
medical notes by Dr Barton reads -~Transfer to Dryad ward continuing care. 
HPC fracture humerus. ·needs help with ADL (activities of Daily Living}, hoisting, 
continent, Barthel 7. Lives with wife. Plan further mobilisation:' On 16th 
November the notes record; 'Decline overnight with S.O.B. ale ? weak pulse. 
Unresponsive to spoken work. Oedema ++ in arms and legs. Diagnosis ?silent 
M/, ? decreased_ function. ttrusemide to 2 x 40mg om ~ On 1th October 
the notes record 'comfortable but rapid det€frrio"ration: On 18th October staff 

. nurse Coli ins records death at 2340h. Cause of death is recorded as 
congestive cardiac failure. 

5.4 Nursing notes state in the summary section on 14th October "History of left 
humerus fracture, arm in collar and cuff. Long history of heavy drinking. L VF 
chronic oedematous legs. SIB Or Barton. Oramorph 1 Omg/5ml given. Continent 
of urine- uses bottlesn. On 15th October "Commenced oramorph 10mg/5m14 
hrfy for pain in L arm. Wife seen by sis. Hamblin who explained Robert's 

·condition is poor'. An earlier note states "settled and slepfwelf'. On 16th 
. October "seen by Or Knapman an as deteriorated over night. Increase 
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frusemide to BOmgdaily. For A.N.C (active nursing care)". Later that day a 
further entry states "Patient very bubbly chest this pm. Syringe driver 
commenced 20mg diamorphine, 400mcgs hyoscine: Explained to family reason 
for_driver". A separate note on 16th October in the nursing care plan states 
"More secretions- pharyngeal- during the night, but Robert hasn't been 
distressed. Appears comforlable~ On 17th October 0515h "Hyoscine increased 
to 600mcgs as oro-pharyngeal secretions increasing. Diamorphine 20mg." 
-Later that day a further entry states "Slow deterioration in already poor 
cond;tion. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed at 15.50 sic diamorphine 40mg, midazolam 20mcgs, 
hyoscine BOO mcgs". A later note states "night: noisy secretions but not 
distressing Robert. Suction given as required during night. Appears 
COfTifortable". On 18th October "further deterioration in already poor condition. 
Syringe driver reviewed at 14:40 sic diamorphine 60mg, midazolam 40mg; 
hyoscine 1200mcg. Continues to require regular suction" . . 

5.5 The medication charts record administration of the following drugs: 
14 Sep 1445h oramorph 10mg 

2345h oramorph I Omg 
16 Sep 161 Oh diamorphine 20mg/24 hr, hyoscine 400 microg/24hr 

subcutaneous infusion 
17 Sep 0515h diamorphine '20mg/24hr; hyoscine 600 microg/24hr 

1550h diamorphine 40mg/24hr, hyoscine 800 microg/24hr 
midazolam 20mg/24hr 

18 Sep 1450h diamorphine 60mg/24hr, hyoscine 1200 microg/24hr 
midazolam 40mg/24hr 

Frusemide was administered at a dose of 80mg daily at 0900h on 15th and 16th 
October. An additional 80 mg orar dose was administered at an unstated- time 
on 16th OCtober. 

Opinion on patient management 

Leadership, r()les, responsibilities and communication in respect of the 
clinicians involved 
5.6 Responsibifity for the care of Mr Wifson during his admission to Dryad ward fay 

with Or Lord as the consultant responsible for his care. My understanding is 
that day to day medical care was delegated to the clinical assistant Dr Barton 
and during the out of hours responsibility was with the on call doctor based at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mr Y\filson and informing medical staff of any significant 
deterioration. 

5. 7 Dr Lusznat was responsible for assessing Mr Wilson and making further 
recommendations concerning hi~ future care when he was seen at Queen 
Alexandra Hospital. 

Accuracy of diagnosis and prp.gnosis including risk assessments 
5.8 Dr Barton assessed Mr Wilson on 14th October the day he was transferred to 

Dyad ward. There was a plan to attempt to improve his mobilisation through 
rehabilitation. There is no record of any significant symptomatic medical , 
problems, in particular ariy record that Mr Wilson was in pain. in the medical 
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notes. The nursing notes suggest Mr Wi!son was prescribed oramorph for pain 
in his arm following his admission to Dryad Ward. He was prescribed , 
paracetamol to take as required but did not receive any paracetamol whilst on 
Dryad Ward. 

5.9 M r Wilson deteriorated on 15th September when he became short of breath. 
The working diagnosis was of heart failure due to a myocardial infarct. I do not 
consider the assessment by the on call doctor of Mr Wilson was adequate or 
competent. There is no record of his blood pressure, clinical examination 
findings in the chest (which might have indicated whether he had signs of 
pulmonary oedema or pneumonia). In my opinion an ECG should have been 
obtained that night, and a Chest Xray obtained the following morning to provide 
supporting evidence for the diagnosis. Mr Wilson was admitted for 
rehabilitation not terminal care and it was necessary and appropriate to perform 
reasonable clinical assessments and investigations to make a correct 
"diagnosis . 

5 .. 1 0 Following treatment Mr Wilson was noted to have had a rapid deterioration. 
The medical and nursing teams appear to have failed to consider that Mr 
Wilson's deterioration may have.been due to the diamorphine infusion. In my 
opinion when Mr Wilson was unconscious the diamorphine infusion should 
liave been reduced or discontinued. The nursing and medical staff failed to 
record Mr Wilson's respiratory rate, which was likely to have been reduced, 
because of respiratory depressant effects of the diamorphine. The diamorphine 
and hyoscine infusion should have been discontinued to determine whether this 
was contributing to his deteriorating state. There is .no record of the reason for 
the prescribing of the midazolam infusion commenced the day before his death. 
At this time the nursing notes record he was comfortable. Mr Wilson did not. 
improve. The medical and nursing teams did not appear to consider that the 
diamorphine, hyosci_ne and midazolam infusion could be a major contributory 
factor in Mr Wils~n's subsequent decline. The infusion should have been 
discontinued and the need for this treatment, in my opinion unnecessary at the 
time of commencement, reviewed. 

Evaluation of drugs prescribed and the administration regimens 
5.11 The initial prescription and administration of ora morph to Mr Wilson following 

his transfer to Dryad ward was in my opinion inappropriate. His pain had been 
controlled with regular paracet~mol and as required codeine phosphate (a mild 
opiate) prior to his transfer, and in the first instance these should have been 
discontinued. 

5.12 I am unable to establish when Or Barton wrote the prescription for 
subcutaneous diamorphine 20-200mg/24hr, hyoscine 200-800microg/24hr, and 
midazolam 20-80mg/24hr as these are undated. The administration of 
diamorphine and hyoscine by subcutaneous infusion as a treatment for-the 
diagnosis of a silent myocardial infarction was in my opinion inappropriate. The 
prescription of a single dose of intravenous opiate is standard treatment for a 
pati~nt wi_th chest pain following myocardial infarction is appropriate standard 
practice but was not indicated ih Mr Wilson's case as he did not have pain. The 
prescription of an initial single dose of diamorphine is appropriate as a 
treatment for pulmonary oedema If a patient fails to respond to Intravenous 
diuretics such as frusemide. Mr Wilson was not administered intravenous 
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frusemide or another loop diuretic. Instead only a single additional oral dose of 
frusemide was administered. In my opinion this was an inadequate response to 
Mr Wilson's deterioration. The prescription of continuous subcutaneous 
infusion of diamorphine and hyoscine is not appropriate treatment for a patient 
who is pain free with a diagnosis of a myocardial infarction and heart failure. 
When opiates are used to treat heart failure, close monitoring of blood pressure 
and respiratory rate, preferably with monitoring of oxygen saturation is required. 
This was not undertaken. 

5.13 The increase in diamorphine dose to 40mg/24hr and then 60mg/24 hr in the 
following 48 hours is not appropriate when the nursing and medical notes 
record no evidence that Mr Wilsonwas in pain or distressed at this time. This 

. was poor practice and potentially very hazardous. Similarly the addition of 
midazolam and subsequent increase in dose to 40mg/24hr was in my opinion 

. highly inappq:>priate and would be expected to carry a higbJisk.Q(prod.u.9iQ9,~.-~·.-.... 
profound depression of conscious level and respiratory drive. 

Quality and sufficiency of the medical records 
5.14 The initial entry in the medical records by Dr Bartof) on 14th October is 

reasonable and sufficient. The subsequent entries relating to Mr Wilson's 
deterioration are in my opinion inadequate, and greater detail and the results of 
examination findings should have been recorded. No justification for the 
increases in diamorphine, midazolam and hyoscine dose are written in the 
medical notes. The nursing notes are generally of adequate quality but I can 
find no record of fluid and food intake by Mr Wilson. 

Appropriateness and justification .of the decisions that were made 
5.15 .1 consider the prescription 0f oramorph was inappropriate. The subsequent 

prescription and administration of diamorphine, hyoscine and midazolam was 
highly inappropriate, not justified by information presented in the notes and 
could be expected to result in profound depression of conscious ·revel and 
respiratory depression in a frail elderly man such as Mr Wilson. 

Recorded causes of death 
5.16 The recorded cause of death was congestive cardiac failure. The limited 

clinical information recorded in the absence of a chest Xray result or post
mortem findings, suggest this may have been the cause of Mr Wilson's death. 
However in my opinion it is highly likely that the diamorphine, hyoscine and 
midazolam infusion led to respiratory depression and/or bronchopneumonia 
and it is possible that Mr Wilson died from drug induced respiratory depression. 

Duty of care issues 
5.17 Medical and nursing staff on Dryad ward had a ·duty of care to deliver 

appropriate medical and nursing care to Mr Wilson, and to monitor the effects 
of drugs prescribed. In my opinion this duty of care was not adequate. The 
administration of high doses of diamorphine and midazolam was poor practice 
and may have contributed to Mr Wilson's death. 

Summary 
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5.18 Mr Wilson was a frail elderly man with early·dementia who was physically 
dependent. Following his admission to Dryad ward he was, in my opinion, 
inappropriately treated with high doses of opiate and sedative drugs. These 
drugs are lik.ely to have produced respiratory depression and/or the 
development of bronchopneumonia and may have contributed to his death. 
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Eva PAGE 

6.1 Eva Page was 87 years old when admitted as an emergency on 6th February 
1998 to the Department of Medicine for Elderly People at Queen Alexandra 
Hospital. The medical notes record that she had experienced a general 
deterioration over the last 5 days was complaining of nausea and reduced 
appetite and was dehydrated. She had felt 'depressed' during the last few 
weeks. On admission she was taking ramipril Smg once daily (a treatment for 
heart failure and hypertension), frusemide 40mg once daily (treatment for fluid 
retention}, digoxin 125microg once daily (to control irregular heart rate), sotalol 
40 mg twice daily (to control irregular heart rate), aspirin 75 mg once daily (to 
prevent stroke and myocardial infarction) and sertraline 50mg once daily (an 
antidepressant commenced by her general practitioner on 26th January 1998). 
A discharge summary and medical notes relating to an admission in May 1997 

·· states that she was admitted with acute confusion,.had ·reduced movement .on 
the right side and was discharged back to her residential home on aspirin. No 
admitting diagnosis is recorded in the clerking notes written by Dr Harris on 61

h 

February 1998 but they record that ''patient refuses iv fluids and is wifling to 
accept increased oral fluids". 

6.2 On 7th February 1998 the medical notes record an opacity seen on the chest 
Xray and sate "mood low. Feels frightened- doesn't know why. Nausea and · 
??. Little else. Nil clinically." An increased white cell count is noted (13.0) and 
antibiotics commenced. A subsequent chest Xray report (undated) states 
there is a 5cm mass superimposed on the left hilum highly suspicious of 
malignancy. The medical notes on 11 February 1998 record this at the Xray 
meeting. On 12th February 1998 the notes record(? Dr Shain) 'In view of 
-advanced age aim in the management should be pafliatilte care. Charles Ward 
is suitable. Not for CPR: On 13th February the notes record 'remains v low 
Appears to have 'given up' d/w son re probably diagnosis dlw RH (residential 
home) re ability to cope'. The notes record ·'son agrees not suitable for invasive 
Tx (treatment). Matron from RH visiting today will check on ability to cope.' 

6.3 On 19lt! February the notes record she fell on the ward and experienced minor 
cuts. On 16th February 'gradual deterioration, no pain, confused. For Charles 
Ward she could be discharged to community from Charles Ward~ On 19th 
February the notes summarise her problems 'probable Carcinoma of the 
bronchus, previous left ventricular failure, atrial fibrillation, digoxin toxicity and a 
transient-ischaemic attack, that she was sleepy but responsive, states that she 
is frightened but doesn't know why. Says she has forgotten things, not possible 
to elicit what she can't remember, low MTS (mental test score). Plan 
encourage oral fluids, sic fluid over night it'tolerated. Continue 
antidepressants'. On 181

h February the medical notes state "No change. 
Awaiting Charles Ward bed''. ; 

6.4 The nursing notes record she was confused but mobilised independently. On 
191

h February she was transferred to Charles Ward instead of the preferred 
option of a bed at Gosport Hospital, which the notes record was full ('no beds'). · 
The Queen Alexandra Hospital medical notes record a summary of her · 
problems on 1 gth February prior to transfer as follows " Diagnosis CA bronchus 
probable [no histology] Diag based on. CXR. PMH 95 L VF + AF 95 Digoxin 
toxicity 97 T!A. Admitted 6.2.98 general deterioration CXR? Ca Bronchus: 
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Well defined 0 lesion. Exam: sleepy but responsive answers appropriately. 
States that she is frightened but doesn't know why. Says she has· forgotten 
things. Not possible to elicit what she can't remember. Low MTS" and "Feels in 
general tired and vety thirsty. Plan encourage oral fluids, sic fluid overnight is 
tolerated continue antidepressants". ' 

6.5 The medical notes on 23ro February record diagnoses of depression, dementia, 
? Ca bronchus, ischaemic heart disease and congestive heart failure. On 25th 
February Dr Lord records in the medical notes "confused and some agitation 
towards afternoon - evening tty tds (three times daily) thioridazine, son in 
Gosport, transfer to Gosport 27/2, heminevrin pm nocte·.· A further entry states 
'All other drugs stopped by Or Lord~ · 

6.6 Mrs Page was transferred to Dryad ward at Gosport War Memorial Hospital on· 
•·· 2Jin February 1'998. Dr Barton writes in the medical notes "Transfer to Dryad 

ward continuing care, Diagnosis of Ca Bronchus on CXR on admission. 
Generally unwell off legs, not eating, bronchoscopy not done, catheterised, 

· needs help with eating and drinking, needs hoisting, Barthef 0. Family seen 
and well aware of prognosis. Opiates.commenced. I'm happy for nursing staff to 
confirm death". The nursing notes state she was admitted for 'palliative care', 
that she had a urinary catheter (inserted on 22"d February 1998) was 
incontinent of faeces, and was dependent for washing and dressing but could 
hold a beaker and pick up small amounts of food. Barthel Index was 2/20. The 
nursing action plan states 'encourage adequate fluid intake: On 28th February 
an entry in the medical notes by Dr Laing (duty GP) record 'asked to see: 
confused. Feels 'lost' agitated esp. night/evening, not in pain, to give 
thioridazine 25mg tds regular, heminevrin noct. The nursing notes record she 

_, was ver)t distressed and.that shewas administered thioridazine and Oramorph 
2.5ml. 

6. 7 On 2nd March Or Barton records 'no improvement on major tranquillisers. I 
suggest adequate opioids to control fear and pain; Son to be seen by Or Lord 
today'. A subsequent entry by Or Lord on the same day states ' spitting out 
thioridazine, quieter on pm se diamorphine. Fentanyl patch started today . 
Agitated and calling out even when staff present (diagnoses) 1) Ca Bronchus 2) 
? Cerebral metastases. -et (continue) fentanyl patches.' A further entry by Dr 
~ord that day records 'son seen. Concerned about deterioration today. 
Explained about agitation and that drowsiness was probably due in part to 
diamorphine. He accepts that his mother is dying and agrees we continue 
present plan of Mx (management)". 

6.8. On 2nd March the nursing notes record "commenced on"Fentany/25mcg this 
am. Very distressed this morning seen by Dr Barton to have and diamorphine 
Smg ilm (intramuscular) same given 081 Oh by a syringe driver. A further entry 
the same day states "SIB Or Lord. Diamorphine Smg i/m given for syringe 
driver with diamoiphine loaded". On 3ro March a rapid deterioration in Mrs 
Page's condition is recorded 'Neck and left side of body n'gid- right side rigid, 
At 1 050h diamorphine and midazolam were commenced by syringe driver. 
Death is recorded later that day at 2130h, 4 days following admission to Oyad 
ward. 
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6.9 The prescription charts (which are incompletely copied in notes made available 
to me) indicate she received the following drugs during this admission Two 
doses of intramuscular diamorphine 5 mg were administered at 0800 and 
1500h (date not visible) 

28 Feb 1998 1300h thioridazine 25mg 
1620h oramorph 5mg 
2200h heminevrin 250mg in 5ml 

1 Mar 1998 0700h thioridazine 25 mg 
1300h thioridazine 25 mg 
2200h heminevrin 250mg 

2 Mar .1998 0700h thioridazine 25mg 
0800h fentanyl 25microg 

3 Mar 1998 1 050h diamorphine 20mg/24hr, midazolam 20 mg/24hr 
by subcutaneous infusion 

On 27th February Or Barton prescribed thioridazine-25mg (prn tds).and 
Oramorph {1 Omg/5ml) 4hrly pm. On 2nd·March Dr Barton prescribed fentanyl 
25microg patch (x3 days) to take as required (pm). On 3rd March Or Barton 
prescribed diamorphine 20-200mg/24hr, hyoscine 200-800ucg/24hr and 
midazolam 20-80mg/24hr by subcutaneous infusion. 
The notes do not indicate that the fentanyl patch was removed and I would 
assume this was continued when the diamorphine and midazolam·infusion was 

· commenced. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect·of the · 
clinicians involved 

- 6.10 Primary responsibility for the medical care of Mrs-Page during her· admission to 
Dryad Ward lay with Or Lord, as the consultant responsible for his care. She 
saw Mrs Page 2 days before her transfer to Dryad ward and two days following 
her admission, the day before she died. My understanding is that day-to-day 
medical care was the responsibility of the clinical assistant Or Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mrs 
Page and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
6.11 The assessment and managel}lent of Mrs Page at Alexandra Hospital was in 

my opinion competent and considered. From the information in the clinical 
notes I would agree with the diagnosis of probable carcinoma of bronchus. The 
decision to prescribe an antidepressant was in my opinion appropriate. Prior to 
transfer to Dryad ward she was not in pain but was transferred for palliative 
care. Although Mrs Page was clearly very dependent and unwell, it is not clear 
why Dr Barton prescribed opiates to Mrs Page on admission to Dryad ward 
when there is no evidence she was in pain. I suspect the reason was to provide 
relief for Mrs Page's anxiety and agitation. This is a reasonable indication for 
opiates in the palliative care of a patient with known inoperable carcinoma. Mrs 
Page was noted to be severely dependent, Barthel Index 0, and in conjunction 
with'a probable carcinoma of the bronchus the assessment that she required 
palliative care and was likely to die in the near future was appropriate. 

Evaluation of drugs prescribed and the administration regimens . 
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6.12 The prescription of the major tranquilliser thioridazine for anxiety was 
reasonable and appropriate. The prescribing of the sedative/hypnotic drug 
heminevrin was similarly reasonable although potential problems of sedation 
from the combination need to be considered. Mrs Page was not in pain but I 
consider the prescription of oramorph on 28th February to attempt to improve 
her distress was reasonable. By 2nd March Mrs Page remained very distressed 
despite prescription of Oramorph, thioridazine and heminevrin. Since the notes 
reported she was more settled following intramuscular diamorphine and she 
had been spitting out her oral medication, I would. consider it appropriate to 
prescribe a transdermal fentanyl patch to provide continuing opioid drugs to 
Mrs Page. The lowest dose patch was administered but it would have been 
important to be aware of the potential for depression of respiration and/or 
conscious-level that could occur. 

· 6.13 I dq not understand why subcutaneous diamorphine and midazolam infusions 
were commenced on 3rct March when Mrs Page had deteriorated whilst on the 
fentanyl patch. There is no indication in the notes that Mrs Page was in pain or 
distressed. The notes describe her as having undergone a rapid deterioration, 
which could have been due to a number of different causes, including a stroke 
or an adverse effect of the fentanyl patch. If! my opinion the ·prescription by Dr 
Barton of subcutaneous diamorphine 20-200mg/24hr prn, hyoscine 200-
800microg/24hr and midazolam 20-80mg/24hr was poor practice and 
potentially very hazardous. I would judge it poor management to initially 
commence both diamorphine and midazolam in a frail elderly undeNfeight 
patient such as Mrs Page who was already receiving transdermal fentanyl. 
would expect very clear reasons to support the use of the drugs to be recorded 
in the medical notes. The combination could result in profound respiratory 
depression and there are no symptoms recorded which suggest the 
administration of either drug was appropriate. 

Quality and sufficiency of the medical records 
6.14 The medical and nursing reco~ds relating to Mrs Page's admission to Dryad 

ward are in my view of adequate quality, although as stated above the reasons 
for the use of midazolam and diamorphine are not recorded iri either the 
medical or nursing notes. · · 

Appropriateness _and justification of the decisions that were made 
6.15 In my opinion the majority of management·and prescribing decisions made by 

medical and nursing staff were appropriate. The exception is the prescription of 
diamorphine and midazolam on the day of Mrs Page's death. From the 
information I have seen in the notes it appears that Dr Barton may have 

· commenced the diamorphine and midazolam infusion for non-specific reasons 
or for non-defined palliative reasons when it was judged she was likely to die in 
the near future. 

Recorded causes of death 
6.16 In the absence of a post-mortem the recorded cause of death is reasonable. 

Mrs Page had a probable carcinoma of the bronchus and experienced a slow 
deterioration in her general health and functional abilities. lt is possible that Mrs 
Page died from drug induced respiratory depression. However Mrs Page was 
at high risk of dying from the effects of her probable carcinoma of the bronchus 
even if she. had not received sedative and opiate drugs. Bronchopneumonia 
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can also occur as a complication of opiate and sedative induced respiratory 
depression but also in patients deteriorating from malignancy. In the absence 
of post-mortem, radiological data (chest Xray) or recordings of Mrs Page's 
respiratory rate I would consider the recorded cause of death was possible. 
The deterioration on betv.Jeen the 2nd March and 3rn March could have been 
secondary to the fentanyl patch she received but again could have occurred in 
the absence of receiving this drug. There are no accurate records of Mrs 
Page's respiratory rate but significant potentially fatal respiratory depression 
was likely to have resulted could have resulted from the combination of 
diamorphine, midazolam and fentanyl. 

Duty of care issues 
6.17. Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care, to monitor Mrs Page and to document the effects of drugs 
prescribed. In my opinion this duty.of.care was.adequately met except during 
the last day of her life when the prescription of diamorph)ne and midazolam was 
poor practice and may have contributed to Mrs Wilkie's death. · 

Summary 
6.18 Mrs Page was a frail elderly lady with probable carcinoma of the bronchus who 

had been deteriorating during the two weeks prior to admission to Dryad ward. 
In general I consider the medical and nursing care she received was 
appropriate and of adequate quality. However I cannot identify a reason for the 
prescription of subcutaneous diamorphine, midazolam and hyoscine by Dr 
Barton on the 3rn March. In my view this was an inappropriate, potentially 
hazardous prescription. I would consider it highly likely that Mrs Page 
experienced respiratory depression and profound depression of conscious level 
from the combination of these two drugs and fentanyl but I cannot exclude other 
causes for her deterioration and death at this time .such as stroke or 
pneumonia. 
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7.1 My opinion on the five cases I have been asked to review at Gosport War 
Memorial Hospital must be considered in context. My understanding is that the 
five cases have been selected by Hampshire Police because of concerns 
expressed relating to the management of these patients. Therefore my 
comments should not be interpreted as an opinion on the quality of care in 
general at Gosport War Memorial Hospital or of the general quality of care by 
the clinicians involved. My comments also relate to a period 2-4 years ago and 
the current clinical practice at the hospital may be very different today. An · 
opinion on the quality of care in general at the hospital or of the clinicians would 
require a systematic review of cases, selected at random or with pre-defined 
patient characteristics. Examination of selected cases is not an appropriate 

· · , · ·~-··mechanism to comment on the general quaHty of care o{an institution or 
individual practitioners. 

7.2 However having reviewed the five cases I would consider they raise a number 
of concerns that merit further examination by independent enquiry. Such 
enquiries could be made through further police interviews or perhaps more 
appropriately throl!gh mechanisms within the National Health Service, such as 
the Commission for Health Improvement, and professional medical.and nursing 
bodies such as the General Medical Council or United Kingdom Central Council 
for Nursery, Midwifery and Health Visiting. 

7.3 My principle concerns relate to the following three areas of practice: 
prescription and administration of subcutaneous infusions of opiate and 
sedative drugs in patients with non-malignant disease, lack of training and 
appropriate medical supervision of decisions made by nursing staff, and the 
level of nursing and non-consultant medical skills on the wards in relation to the 
management of older people with rehabilitation needs. 

7.4 In all five cases subcutaneous infusions of diamorphine and in combination with 
sedative drugs were administered to older people who were mostly admitted for 
rehabilitation. One patient with carcinoma of the bronchus was admitted for 
palliative care. Although intravenous infusion of these drugs are used 
frequently in intensive care settings, very close monitoring of patients is 
undertaken to ensure respiratory depression does not occur. Subcutaneous 
infusion of these drugs is also used in palliative care, but the British National 
Formulary indicates this route should be used only when the patient is unable 
to take medicines by mouth, has malignant bowel obstruction or where the 
patient does not wish to take regular medication (Appendix 2). In only one case 
were these criteria clearly fulfilled i.e. in Mrs Page who was refusing to take oral 
medication. Opiate and sedative drugs used were frequently used at excessive 
doses and in combination with often no indication for dose escalation that took 
place. There was a failure by medical and nursing staff to recognise or respond 
to severe adverse effects of depressed respiratory function and conscious level 
that seemed to have occurred in all five patients. Nursing and medical staff 
appeared to have little knowledge of the adverse effects of these drugs in older 
people. 
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7.5 Review of the cases suggested that the decision to commence and increase 
the dose of diamorphine and sedative drugs might have been made by nursing 
staff without appropriate consultation with medical staff. There is a possibility 
that prescriptions of subcutaneous infusions of diamorphine, midazolam and 
hyoscine may have been routinely written up for many older frail patients 
admitted to Daedalus and Dryad wards, which nurses then had the discretion to 
commence. This practice if present was highly inappropriate, hazardous to 
patients and suggests failure of the senior hospital medical aryd managerial staff · 
to monitor and supervise care on the ward. Routine use of opiate and sedative 
drug infusions without clear indications for their use would raise concerns that a 
culture of uinvoluntary euthanasia" existed on the ward. Closer enquiry into the 
ward practice, philosophy and individual staffs understanding of these 
practices would be necessary to establish whether this was the case. Any 
problems may have been due to inadequate training in management of older 
patients. lt would be important. to examineJev.els.,otstaffing in relation to patient 
-need during this period, as the failure to keep adequate nursing records could 
have resulted from under-staffing of the ward. Similarly there may have been 
inadequate senior medical staff input into the wards, and it would be important 
to examine this in detail, both in terms of weekly patient contact and in time 
available to lead practice development on the wards: My review of Or Lord's 
medical notes and her statement leads me to conclude she is a competent, 
thoughtful geriatrician who had a considerable clinical workload during the 
period the ab.ove cases took place. 

7.6 I consider the five cases raise serious concerns about the general management 
of older people admitted for rehabilitation on Daedalus and Dryad wards and 
that the level of skills of nursing and non-consultant medical staff, particularly Or 
Barton, were not adequate at the time these patients were admitted. 

7.7 Having reviewed the five cases presented to me by Hampshire Police, I 
consider they raise serious concerns about nursing and medical practice on 
Daedalus and Dryad wards at Gosport War Memorial Hospital. In my opinion a 
review of practice at the institution is necessary, if this has not alre·ady taken 
place. I would recommend that if criminal proceedings do not take place, that 
these cases are brought to the attention of the General Medical Council and . 
United Kingdom Central Council for Nursery, Midwifery and Health Visiting, in 
relation to the professional competence of the medical and ·nursing staff, and 
the Commission for Health Improvement, in relation -to the quality of service 
provided .to older people in the Trust. 

36 



GMC100096-0141 

APPENDIX 1 

Pharmacology of Opiate and Sedative Drugs 

Morphine 
8.1 Morphine is a potent opiate analgesic considered by many to the 'drug of 

choice'.for the control of acute pain (Therapeutic Drugs Dollery). 
Recommended starting dosage regimens for a fit adult of 70Kg are for 
intravenous bolus dosing 2.5mg every 5 min until analgesia achieved with 
monitoring of the duration of pain and dosing interval, or a loading dose of 5-
15mg over 30min than 2,5mg - 5mg every hour. A standard reference text 
recommends 'morphine doses should be reduced in elderly patients and titrated 
to provide optimal pain reliefwith minimal side effects'. Morphine can be used 
for sedation where sedation and pain relief are indicated, Dollery comments 'it 
should be noted that morphine is not indicated as a sedative drug for long-term·· · ~--·· ., ... ----·-··· ~-.- .. 
use. Rather the use of morphine is indicated where the requirement for pain 
relief and sedation coexist such as in patients admitted to intensive care units 
and other high dependency areas, the morphine dose should be titrated to 
provide pain relief and an appropriate level of sedation Frequently other 
pharmacological agents (e.g.: benzodiazepines) are added to this regimen to' 
increase the level of sedation': 

8.2 Diamorphine 
8.3 

8.4 Fentanyl 
8.5 Fentanyl is a transdermal opioid analgesic available as a transdermal patch·. 

The '25' patch releases 25microg/hr. 

8.6 The British National Formulary (copy of prescribing in palliative care attached 
Appendix 2) comments on the use of syringe drivers in prescribing in palliative 
care that drugs can usually be administered by mouth to control symptoms, and 
that indications for the parenteral route are: patient unable to take medicines by 
mouth, where there is malignant bowel obstruction, and where the patient does 
not wish to take regular meditation by mouth, lt comments that staff using 
syringe drivers should be adequately trained· and that incorrect use of syringe 
drivers is a common cause of drug errors. 

Heminevrin 

Midazolam 
8.1 Mldazolam is a benzodiazepine sedative drug. it is used as a hypnotic, 

preoperative medication, sedation for procedures such as dentistry and GO 
endoscopy, long-term sedation and induction of general anaesthesia. lot is not 
licensed for subcutaneous use, but is described in the British National 
Formulary prescribing in palliative care section as 'suitable for a very restless 
patient: it is given in a subcutaneous infusion dose of 20-1 OOmg/24 hrs. 

8.2 DA standard text describes the use of sedation with midazolam in the intensive 
care unit setting, and states, "sedation is most commonly met by a combination 
of a benzodlazepine and an opioid, and midazolam has generally replaced 
diazepam in this respect~ lt goes on to state, "in critically ill patients, prolonged 
sedation may follow the use of midazolam infusions as a result of delayed 
administration". Potentially life threatening adverse effects are described, 
"Midazolam can cause dqse-related CNS depression, respiratory and 
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cardiovascular depression. There is a wide variation in susceptibility to its 
effects, the elderly being particularly sensitive. Respiratory depression, 
respiratory arrest, hypotension and even death have been reported following .its 
use usually during conscious sedation. The elderly are listed as a high-risk 
group; the elderly are particularly sensitive to midazolam. The dose should be 
reduced and the drug given slowly intravenously in a diluted form until the 
desired response is achieved. ·In drug interactions the following is stated. 
"midazolam will also potentiate the central depressant effects of opioids, 
barbituates, and other sedatives and anaesthetics, and profound and prolonged 
respiratol}' depression might result. 

Hyoscine 
8.4 The British National Formulary describes hyoscine hydrobromide as an 

antagonist (blocking drug) of acetylcholine. lt reduces salivary and respiratory 
secretions and provi~~s~~-.<;!.~gr.§':~,.gte,mQ.~~Lo:~~edation and antier:n_esis .. 
(antinausea). IN some patients, especially the elderly, hyoscine may cause the 
central anticholinergic syndrome (excitement, ataxia, hallucinations, 
behavioural abnormalities, and drowsiness). The palliative care section 
describes it as being given in a subcutaneous infusion dose of 0.6-2.4mg/24 
hours. 

8.5. 
Use of syringe drivers 
8.1 The BNF states 'oral medication is usually satisfactory unless there is severe 

nausea and vomiting, dysphagia, weakness, or coma in which case parenteral 
medication may ·pe necessary. In the pain section it comments the non-opioid 
analgesics aspirin or paracetamol given regularly will often make the use of 
opioids unnecessary. An opioid such as codeine or dextropropoxyphene alone 
or in combination. with a non-opioid analgesic .at adequate dosage may be 
helpful in the control of moderate pain i.d non-opioids are not sufficient. If these . 
preparations are not controlling the pain, morphine is the most useful opioid 
analgesic. Alternatives to morphine are hydromoprhine, oxycodone and 
transdermal fentanyl. In prescribing morphine it states 'morphine is given as an 
oral solution or as standard tablets every 4 hour, the initial dose depending 
largely on the patient's previoys treatment. A dose of 5-1 Omg is enough to 
replace a weaker analgesic. If the first dose of morphine is no more effective 
than the previous analgesic it should be increased by 50% the aim being to 
choose the lowest dose which prevents pain. The dose should be adjusted 
with careful assessment of the pain and the use of adjuvant analgesics (such 
as NSAIDs} should also be considered. Although morphine in a dose of 5-1 Omg 
is usually adequate there should be no hesitation in increasing· it stepwise 
according to response to 1 OOmg or occasionally up to 500mg ~r higher if 
necessary. The BNF comments on the parenteral route 'diamorphine is. 
preferred for injection. The equivalent intramuscular or subcutaneous dose of 
diamorphine is approximately a third o_f the oral dose of morphine: 

8.2 In the chapter on pain relief in 'Drugs and the Older Person' Crome writes on 
the treatment of acute pain ' treat the underlying cause and give adequate pain 
relief. The nature of the painful condition, the response of the patient and the 
presence of comorbidity will dictate whether to start with a mild analgesic or to 
go immediately to a more potent drug. In order to avoid the situation that 

·patients remain in pain, "starting low" must be followed by regular re-evaluation 
with, if necessary, frequent increases in drug dose .. The usual method of 
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prescribing morphine for chronic pain is to start with standard oral morphine in 
a dose of 5-10mg evefY four hours. The dose should be halved in frail older 
people. 

Prescribing for the Elderly· 
The British National Formulary states in Prescribing for the Elderly section "The 
ageing nervous system shows increased susceptibility to many commonly used 
drugs, such as opioid analgesics, benzodiazepines, antipsychotics and 
antiparkinsonian drugs, all of which must.be used with cautiod'. 
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APPENDIX 2 

BNF Prescribing in palliative care 
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Medical Report: 
concerning the case of Gladys i\'Iable Richards deceased 

Prepared for: 

Hampshire Constabulary 
Major Crime Complex, Fratton Police Station, Kingston Crescent, 
North End, Portsmouth, Hampshire P02 8BU 

by: Professor.Brian Livesley MD FRCP 
The University ofLondon's Professor in the Care of the Elderly 
Imperial College School of Science, Technology, & Medicine 
The Chelsea and Westminster Hospital, London SWIO 9NH 

; .......... . 

For the purpose of ... providing an independent view about treatment given to .Mrs Gladys 
RICHARDS and the factor(s) associated with her death. 

Synopsis 

1. At th~ ag~ of-91" years, :iYirs Gladys RICHARDS was an in-patie.nt in Daedaius ~ovard at 
Gosport War Memorial Hospital. . 

l.J. A registered medical practitioner prescribed the drugs diamorphine, haloperidol, 
midazolam, and hyoscine for Mrs Gladys RICHARDS. 

1.2. These drugs were to be administrated subcutaneously by a syringe driver over an 
undetermined number of days. 

i .3. They were given continuously until lVlrs Riq-IARDS became unconscious and died. 

1.4. During this period there is no evidence that lVIrs RICHARDS was given life sustaining 
fluids or food. 

1.5. It is my opinion that as a result ofbeing given these drugs, Nlrs RICHARDS's death 
occurred earlier than it would have done from natural causes. 

Professor Brian Livesle~' 
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The writer's declaration 

1. This report consisting ofthirty-four pages is true to the best of my knowledge and 
belief and I make it knowing that if tendered in evidence, I shall be liable for 
prosecution if I have wilfully stated in it anything that I know to be false or do not 
believe to be true. 

Introduction 

2. The documents with which I have been provided and the visits I havemade.to the 
hospitals involved in this enquiry are listed in the Appendix A 

2. I. Appendix B contains facts of the environment provided by the statements ofMrs 
Gillian MACKENZJE (the elder daughter of:Mrs Gladys RICHARDS (deceased)) and 
&Irs Lesley Prances LACK (the younger daughter). 

2.2. 

2.4. 

? -__ )_ 

I have indicated any medica1 terms in bold type. I have defined these terms in a 
glossary in Appendix C. 

I have included in Appendix D references to published material. 

Appendi.x E contains detruJs of my qualifications ana experience. · 

This report has been presented on. the basis of the information available to me-should 
additional information become available my opinions and conclusions may be subject 
to review and modification. 

tt · Information relating to Mrs Gfadys Richards (deceased) 
. . . 

3. lvirs Gladys Mable RICHARDS (nee Beech) was born on 13th April 1907 and died on 
21st August 1998 aged 91 years. 

3. 1. :Mrs R.ichards has two daughters. They are Mrs Gillian MACKENZIE (the elder 
daughter) and Mrs Lesley Prances LACK. 

3 .1. 1. Mrs Lack is a retired Registered General Nurse. She retired during 1996 after 
41 years continuously in the nursing p·rofession. For 25 years prior to her· 
retirement she was involved in the care of elderly people. For 20 years prior . 
to retirement she held supervisory and managerial positions in this particular 
field of nursing. 

3 .2. The Glen Heathers Nursing Home is a private registered nursing and residential home 
at Lee on the Solent, Hampshire. Dr J BASSETT .is a. general practitioner who visits. 

Professor Br:ian Li v.;:sh:y 
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3.3. The Royal Hospital Has1ai is an acute general hospital in Gosport, Hampshire serviced 
by the Armed Forces at the time of the incident but available as a National HeaJth 
Service facility to local people. 

3.4. Gosport War Memorial Hospital is past ofthe Portsmouth Healthcare :NHS Trust. 

3.4.1. Daedalus ward is a continuing care and rehabilitation ward at Gosport War 
Memorial Hospital. 

3.5. Dr Jane Ann BARTON is a registered medical practitioner who in 1988 took up a part-
. ··' · ··· time post as clinical assistant in elderly medicine. This post became centered at Go sport 

War Memorial Hospital. She retired from this part-time post in the year 2000. 

- 3.6. Mr Philip James BEED is the clinical manager and charge nurse on Daedalus ward ~t 
Gosport War Memorial Hospital. Ms Margaret COUCHMAN and Ms Christine JOICE 
are registered general nurses who were working on Daedalus ward at the time of the 
incident. · ' 

3. 7. Dr Anthea Everista Geredith LORD is a consuJtant physician, within the department of 
elderly medicine ofPortsmouth Healthcare NHS Trust, who was usually responsible for 
the patients on Daedalus ward and who :vas on study leave on 17118 August 1998. 

3. 7. I. · Other consultant physicians frgm the department of elderly medicine_ provide 
on-call consultant physician cover when Dr LORD is absent from duty. 

Relevant aspects of Mrs RICHARDS's medical history 

4. rvlrs RICHA.RDS became resident at the. Glen Heathers Nursing Home on 5th August 
1994 at the age of 87 years and although disorientated and confused she was able to 
wash· and dress herself and able to go up and down stairs and walk well. . 

4.1. lt is rioted that she also had a past medical history.ofbilateral deafness for which she 
required hearing aids. 

4. L 1. 

'4.1.2. 

Unfortunately both of.her hearing aids were lost by December 1997 while 
she was at the Glen Heathers Nursing Home and had not been replaced by 
July 1998 when she was admitted to Daeda,lus ward at Gosport War · 
Memorial Hospital). 

It is noted that on 3th Jury 1998 her general practitioner, Dr J BASSETT · 
wrote to. the audiologist at Queen Alexandra Hospital, Cosham requesting an 
'URGENT [sic]' domiciliary visit to Glen Heathers Nursing Home. This 
was' ... with a view to supplying her [Mrs RICHARDS] with two new 
hearing aids .... Since her poor hearing probably contributes to her 

Professor Brian Li\'esky 
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confusional state I would be grateful if you would visit with a view to fitting 
of replacement aids as soon as possible please.' 

4. 2. lt is also noted that Mrs RI CHARDS had had operations for the removal of cataracts 
and required glasses. 

4.2.1. Unfortunately her spectacles were also lost at the Glen Heathers Nursing 
Home and had not been replaced by August 1998 when she was admitted to 
Daedalus ward at Gosport War Memorial Hospital. 

4.2.2. As Dr BASSETT had noted-1virs. RI CHARDS P.Q9f ~~~!}g pr-obably 
contributed to her confusional ~ate. The absence of her spectacles would 
also make it difficult for Mrs RICHARDS to be aware of what was going on 
around her, further aggravate her confusiona1 state due to lack of sensory_ 
stimulation, and increase her dependency on others for her normal daily 
activities. 

4.2.3. The absence ofboth her hearing aids and her spectacles would make the 
assessment of and communication with :Mrs RICHARDS extremely difficult. 

4.2.3 .1. It is noted that such sensory deprivation can produce and 
aggravate con:fusional and disorientated states. 

4.3. At the beginning of 1998, she had become increasingly forgetful and le.~s able 
physically but was inclined to wander and she hadabout a six months' history of falls. 

4.4. On 29th July 1998, at the Glen Heathers Nursing Home, 'Mrs RICHARDS developed a 
fracture of the neck of her right femur [thighbone] and she was transferred to the Royal 
Hospital Haslar, Gosport 

4.4.1. In the Accident & Emergency department she was given 2.5rilg of morphine 
and 50 mg of cyclizine at 2300 hours to relieve her pain and distress_. She 
was known to be taking haloperidol 1 mg twice daily and Tradazone 1 OOmg 
at night. 

4.5. On 30th July 1998 Mrs RICHARDS had a right cemented herniarthrop1asty [an artificial 
hip joint inserted]. 

4.5.1. 

4.5. 2. 

Post-operatively she was given 2.5 mg morphine intravenously on July 30th 
at 0230 hours, 31 SI at 0150 and 1905 hours, and on August 1 SI at 1920 hours 

. and 2nd at 0720 hours. From August l 51 -71
h she was weaned over to two 

tablets of co-codamof, requiring these on average twice daily for pain relief 

On 3rd August 1998 it was noted 'All welL Sitting out early mobilization'. 

Protessor Brian Liv~sley 
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4.6. On 5th August 1998, Or REID, a consultant geriatrician, saw her. He stated in a letter 
that ' ... she appeared to have a little discomfort on passive movement of the right hip. I 
understand that she has been sitting out in a chair and I think that, despite her dementia, 
she should be given the opportunity to try to re-mobilise. I will arrange for her transfer 
to Gosport Memorial Hospital.' · 

4.6.1. Dr REID also ~oted that Mrs RICHARDS had continued on Haloperidol and 
' ... her Trazodone has been omitted. According to her daughters it would 
seem that since her Tradozone has been omitted she·has been much brighter 
mentally and has been speaking to them at times.' 

. . . . 

4. 7. A discharge letter, dated 1Oth August 1998, was sent by the sergeant staff nurse at the 
Royal Hospital Haslar and addressed to 'The Sister in Charge Ward [sic] Memorial 
Hospital, Bury Road, Gospoit, Hants.' It contained the following information:-. 

J 
4.7.1. After the operation Mrs RJCHARDS became' ... fully weight bearing, 

walking with the aid of two nurses and a Zimmer frame. ' She was noted to 
require 'total care with washing and dressing, eating and drinking .... ' She 
was ' ... continent, when she become[s] fidgety and agitated it means she 
wants the toilet .... ' She 'Occasionally says recognisable words, but not very 
often.' Her wound 'Is healed, clean and and dry.' . . 

- · · 4.8.-. ··on ll1
h August 1998, Mrs RICHARDS was transferred to. Daedalus ward at the 

Gosport War Memorial Hospital. She was not in pain an~ had been fully weight bearing· 
at the Royal Hospital Haslar walking with the aid of two nurses and a Zimmer frame. 

4.8.1. At the Gosport War Memorial Hospital there was an unsigned 'Summary' 
record which is apparently a Nursing record and this states:- · ·. 

4.8.1.1. . '11-8-98 Addmitted [sic] from E6 Ward Royal Hospital Haslar, 
into a Continuing care bed. Gladys had sustained a right fractured 
neck ofFemur on 30th July 1998 in Glen Heathers Nursing Home. 
She has had a right cemented hemi-arthroplasty and she is now 
fully weight bearing, walking with the aid of two nurses and a 
Zimmer frame. Daughter visits regularly and feeds mother. She 
wishes to be informed Day or night of any deterioration in mothers 
condition .... ' · 

4.8.2. The contiguous 'Assessment Sheet' states, 'Patient has no apparent 
understanding of her circumstances due to her impaired mental condition ... 
Deaf in both ears ... Cataract operation to both eyes ... occasionally says 
recognisable words, but not very often ... soft diet. Enjoys a cup of tea ... 
requires feeding ... Dental/Oral status Full "Set"- keeps teeth in at night.' 

Prot~ssor Brian Li\·eslc:~\· 
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4.8.3. The 'Patient Medication Information' states. '1 1.8.98 ... Haloperidol 
O[rally] 1 mcg [looks like 'rncg' but probably is 'mg' since this drug is not 
prescribed in single microgram doses] B.D. [twice daily]' 

4.9. ??[initials]B [subsequently identified as Dr BARTON] has vvritten in the medical case 
records '11-8-98 Transferred toDaedalus Ward Continuing Care .... OJE [on 
examination] Impression frail demented lady (paragraph} nqt obviously in pain 
[paragraph] Please make comfortable [paragraph] transfers with hoist Usually continent 
needs help with ADL [activities of daily living] .... I am happy for nursing staff to 
confirm death.' 

0 ~ --T.-·--.>-<·•~ 

4.10. At 1300 hours on the 13tlz August 1998 the Nursi~gC~~~~~~-Re~~d states 'Found ~n 
floor at l3.30hrs [sic]. Checked for injury none apparent at time hoisted into safer chair 
20.00 [hours][altered on record to 19.30] pain Rt [right] hip internally rotated. Dr 
BRIGG contacted advised Xray AM [in the morning] & analgesia during the night. 
Inappropriate to transfer for Xray this PM [evening] [initialled signature(? by whom)] 
RGN [Registered General Nurse] [next line] Daughter informed., 

4.11. Dr BAR TON has recorded '14-8-98 Sedation/pain relief has been a problem screaming 
not controlled by haloperidol 1 [illegible symbol or word] but very sensitive to 
oramorph., Fell out of chair last night ... Is this lady well enough for another surgical 
procedure?' · 

4, 12. In her contiguous note Dr BAR TON has recorded '14-8-98 Dear[?] Ccir( [Commander] 
SP ALDING Further to our telephone conversation thank you for taking this unfortunate 
lady who slipped from her chair at 1.30 pm yesterday and appears to have dislocated 
her R[ight] hip .... She has had 2.5mi of 10mg/5ml Oramorph at midt;!ay.' 

4.12. L According to the letter s]gned by Philip BEED, 1vfrs RICHARDS was given 
10mgs ofOramorph at 1150 hours on 14111 August 1998 prior to being 
transferred back to the Royal Hospital Haslar. 

4.13. The Nursing Contact Record at Daedalus ward continues:-

4.13.1. '14/8/98 am [morning] R[ight] Hip Xrayed- Dislocated [paragraph] 
Daughter seen by Or BAR TON & informed of situation. for transfer to 
Haslar A&E [accident and emergency department] for reduction under 
sedation [initialled signature]' · 

4.13.2. 'pm [afternoon or evening of 141
h August 1998] Notified that dislocation has 

been reduced. [Mrs Rl.CHARDS] To stay in Haslar [hospital] for 48 h·ours 
then return to us [[initialled signature] Family aware.' 

4.14. At the Royal Hospital Haslar (at 1400 hours) Xray having confirmed that the 
hemiarthroplasty had dislocated, intravenous sedation using 1 mgs of midazolam 

Professor Brian Lives!~~-
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allowed the dislocation to be corrected by tract1on. The procedure was described as 
'Under sedation c [with] CVS!RS [cardiovascular and respiratory systems] monitoring . 
. .. Easy reduction.' :Mrs RICHARDS was noted to be 'rather unresponsive following 
the sedation. The [SheJ gradually became more responsive .... ' She was then admitted 
the Royal Hospital for 48 hours observation. 

4.15. Apart from two tablets ofco-codamol on the 15th August 1998, she did not need to be 
given any pain relieffollowing the reduction of her hip dislocation. 

4.15.1. Two days later, on 17th August 1998, it was reccirded that 'She was fit for 
, discharge that day and she was to remain in straight lmee splint for four 
weeks. In the discharge letter from Haslar Hospital it was_ also recorded that · -··· 
lvfrs RICHARDS was to return to Daedalus Ward. It was further stated that 
'She has been given a canvas iriunobilising splint to discourage any further 
dislocation, and this must stay in situ for four weeks. When in bed it is 
advisable to encourage abduction by using pillows or abduction wedge. She 
can however mobilise fully weight beariqg.' 

4.16. On 17th August 1998 it was also recorded that she was 'Fit for discharge today 
(Gos[port] War Mem[orial hospital). To remain in straight knee splint for 4/52 [four 
weeks] ... No follow-up unless complications.' 

· 4.17. She was returned to Daedalus ward in the Gosport W¥ M~morial Hospital later that 
day but in a very distressed state. The Daedalus ward nursing record states 'Returned 
from R.N. Haslar, patient very distressed appears to be in pain. No canvas under patient 
-transferred on sheet by crew To remain in straight knee splint for 4/52 [four weeks) 
For pillow between l(!gs at night (abduction) No follow-up unless complications.' 

4.17. I. Mrs RI CHARDS was given Oramorph 2.5 mg in 5m1s. The nursing record 
for 17th August 1998 further states '1305 [hours] ... Daughterreports 
surgeon to say her mother must not be left in pain if dislocation occurs again. 
Dr Barton contacted and has ordered an Xray. M. COUCHMAN. [paragraph] 
pm Hip Xrayed at l545 (hours] Films seen by Dr PETERS & radiologist & . 
no dislocation seen. For pain control overnight & revie"w by Dr BAR TON 
mane [in the morning). ?[illegible nurse signature] 

' 

4.17.1.1. This radiograph was reported by Dr. DO.MJAN, Consultant 
Radiologist as showing 'RIGHT IDP: The right hemiarthroplasty 
is relocated in the acetabulum.' 

4. 18. On 1 i, August 1998, Dr BAR TON noted 'Readmission to Daedalus from R..Hfi [Royal 
Hospital Has!ar] Closed reduction under iv [intravenous] sedation remained 
unresponsive for some hours now appears peacefuL Plan Continue haloperidol 
[paragraph] Only give oramorph if in severe pain See daughter again.' 

Prof~ssor Brirut Li vesley 
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4.19. On 18th August 1998, Dr BARTON recorded 'Still in great pain [paragraph) Nursing a 
problem. [paragraph] I suggest sc[subcutaneous] diamorphine/HaloperidoVmidazolam 
[paragraph] I vyill see daughters today [paragraph] please make comfortable.' 

4.20. The nursing Contact Record on Daedalus ward in the Gosport War Memorial Hospital 
continues:-

4.20.1. '18/8/98 am Reviewed by Dr Barton. For pain control via syringe driver. 
[paragraph] 1115 Treatment discussed with both daughters [Mrs LACK and 
Nf:rs MACKENZIE]. They agree to use of syringe driver to control pain [It 
is noted that MrsLACK has disagreed, with tbis statement] & allow nursing 
care to be given. [paragraph] 1145 Syringe driver diamorphine 40 mg. 
Haloperidol5 mg, Medazolam [midazolam] 20 mg commenced' 

4.20.2. '18/8/98 20.00 Patient remained peaceful and sleeping. Reacted to pain yvhen 
being moved -this was pain in both legs. [paragraph] Daughter·quite upset 
and angry about mother's condition., but appears happy that she is pain free at 
present_ C JOICE.' · 

4.20.2.1. It is noted that a 'disturbance reaction' occurs in patients when 
they are moved that is easily mistaken for pain requiring specific 
treatment. It is noted here that Mrs RICHARDS was described as 
being 'pain free' at this time apart from when she was being 
moved. 

4.20.3. The nursing Contact Record continues 'Daughter, Jill, stayed the night with 
Gladys [M:rs RICHARDS], .grandson arrived in early hours of morning 
[initialled signature; dated '19/8/98'] [paragraph] He would like to discuss 
Grand mother's condition with someone- either· Dr. Barton or Phillip Beed · 
later today [initialled signature]' [paragraph J '19/8/98 am Mrs Richards 
comfortable. [paragraph] Daughter~ seen. Unhappy with various aspects of 
care, complain[t] to be handled officially .bY Mrs S Hutchings Nursing co-
ordinator [initialled signature J' . 

4.20.4. Ii is noted that there is no continuing nursing Cpntact Record for the 20111 

August 1998. 

4.20.5. The contiguous nursing Contact Record states '21/8/98 12.13 [hours] 
Patient's (rvfrs RfCHARDSJ overall condition deteriorating, medication 
keeping her comfortable. Daughters visited during the morning. C JOICE' 

4.21. Dr BAR TON's next contiguous medical record was on 21 51 August 1998 when she 
wrote 'Much more peaceful [paragraph] needs Hyoscine for rattly chest'. 

Professor Brian Li\'esle~· 
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4.21.1. rt is !JOted t!mt Mrs RlCHA.RDS was already bein~ given hyoscine at this 
time and had been doing so continuously since 191 August 1998. 

4. 21.2. Nurse GRIFFlN made the next note in the medical records on 21st August 
1998 stating that Mrs Richards was dead at 2120 hours. · 

4.22. The Nursing Care Plan records state:-

. , . -. ..,. .. - .... 

e. 

4.22.1. · '12.8.98 Requires assistance to settle and sleep at night .... 12.8.98 
Haloperidol given at 2330 [hoursj as woke from sleep very agitated shaking 
and crying. Didn't settle for more than a few minutes at a time. Did not seem .. 
to be in pain.' 

4.22.2. '13.8.98 oromorph at 2100.[hours] Slept well [initialled signature] 
[paragraph] For Xray tomorrow morning [initialled signature]' 

4.223. '14.8.98 Same pain in rt[right}leg I ?[query] hip this am. [initialled 
signature]' 

4.22.4. 'Re-admitted 17/8/98' 

4.22.5. '17.8.98 Oromorph [Oramorph] lOmg/Srnl at present.' 

4.22.6. '18.8.98 Now has a syringe driver with 40mgs Diamorphine- comfortable. 
Daugh~ers stayed. [initialled signature]' · 

4.22.7. 'Daughters stayed with Gladys [Mrs RlCHAR.DS] overnight. [initialled 
signature]' 

4.22. 8. ·There is no record of continuance of the Nursing Care Plan for 20th ~d 2l':;t 
August 1 998. 

4.12.9. After Mrs RICHARDS. had been readmitted to Daedalus ward on I 7th Au9:Ust 
!998, there is no record between 17th and 21st August 199.8 in the patient
Nursing Care Plan for 'Nutrition'. On 21st August the record states 'no food 
taken [initialled signature]'. 

4.22.9.1. There is no· record that Mrs RICHARDS was offered any fluids. 

4.22.1 0. Similarly, the Nursing Care Plan for 'Constipation' shows no record between 
l ith and 21 s:t August 1998. On 21st August t_he record states 'BNO [bowels not 
open] [initialled signature]' 

4.22.11. The Nursing Care Plan for 'Personal Hygiene' states:-

Protessor Brinn Liveslt:y 
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4.22.11.1. '18.8.98 Complete Bed Bath given plus oral [Signature] Hygiene 
[second signature]' 

4.22.1 L2. '18.8.98 Night: oral care given frequently' 

4.22.11.3. '19.8.98 Nightie changed & washed, repositioned. Apparently pain 
free during care [initialled signature r 

4.22.11.4. It is noted that there is no record of}vfrs Richards being attended to 
for 'Personal Hygiene~ on 20th August 1998. 

. - (. "" . ' ~ ~ ,. . . ,,.. . .,.... 
4.22.11.5. '21.9.98 General care and oral hygiene given [initialled signature]' 

4.23. The drugs prescribed for Mrs RICHARDS at Gcisport War Memorial Hospital from the 
time of her admission there on 11th August 1998 are described below. 

Drugs prescribed for Mrs ·RI CHARDS at Gosport War Memorial 
Hospitar · 

5. Dr BARTON wrote the following drug prescriptions for Nlrs RICHARDS. 

5. L On 11th August 1998:-

5.1.1. Oramorph lDmgs in 5mls to be given orally four hourly. On the 
Administration Record these doses are recorded as being given-

5.1.1.1. twice on 11th August 1998 (lOmg at 1015 [?1215] and lOmg at 
1145 [?pm]); 

5. 1.1.2. once on·l2th August (IOmg at 0615); 

5.1. 1.3. once on 13th August (lOmg at 2050); 

5. 1.1.4. once on 14th August ( 5ml [ 1 Omg] at 1150); 

5. 1.1.5. four times on l7ll1 August (2.5ml [5mg] at 1300, 2.5ml [5mg] at 
????[time illegible], 2.5ml [5mg] atl645, and Sml [lOmgJ at 
2030); and, 

5. 1.1.6. twice on 18th August 1998 Sml [lOmg] at 0 1230[sic and? meaning 
0030 hours] and 5ml [fOmg] at [?]0415). . 

5. 1.2. DiamDiphine at a dose range of 20 - 200 mg to be given subcutaneously in 
24 hours. 

Protessor Brian Livesle\· 
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5 .1.2.1. None of this diamorphine prescription is recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive_ 

5. 1.3. Hyoscine at" a dose range of200- 800 mcg [micrograms] to be given 
subcutaneously in 24 hours. 

5.1.4. 

5.1.3.1. None ofthis hyoscine prescription is recorded on the 
Administration Record as having been given between 11th - 14th 
August inclusive_ . '\. ·-.. -_._,.., 

Midazolam at a dose range of20-80 mgs to be given subcutaneously in 24 
hours. 

5.1.4.1. None ofthis midazolam prescriptionis recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive. 

5.1.5. Haloperidollmg orally twice daily. It is noted that at the top of this . 
prescription chart 'TAKES MEDICIN"E OFF A SPOON' [sic] is clearly 
w-ritten_ 

5.1.5. L She was give lmg of haloperidol at 1800 hours on 11th August 
1998, at 0800 and 2330 hours on li11 August 1998, at 0800 and 
1800 hours on 13th August 1998. 

5. L5.2. In addition. on l3 1
h August 1998, Mrs RICHARDS was prescribed 

haloperidol 2mgs in l ml to be administered orally as required at a 
dose of2.5ml [this figure has been-altered and also can be read as 
0.5 ml] to be given 'IF NOISY' [sic]. She was given a dose 
[quantity not stated bearing in mind the altered prescription] at 
13 00 on 13 m August 1998. 

5.1.5.3. She was also given lmg of haloperidol at o8oo hours on 141
h and 

also at 1800 hours on 17 August 1998. 

j.l.6. It is not~d that, apart from 2330 hours on 12 August 1998, at the above times 
when Mrs RJCHARDS was given haloperidol she was· also give 1 Oml of 
LactuJose [a purgative]_ 

5.2. On Jt11 August 1998:-

5.2. L Oramorph lOmgs in Smls to be given orally in a dose of2_5 mls four hourly 
[equivalent to 5mgs oforamorph]. · 

Professor Briun Livesley 
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5.2.1.1. Although this drug was apparently not administered its 
·prescription was written up on the 'Regular Prescription' chart but 
at the side in an ink-drawn box there are the letters PRN [meaning 
that the prescription is to be adrni~istered as required]. 

Oramorph lOmgs in 5mls to be given orally once at night. 

5.2.2.1. Although this drug was apparently not administered its 
prescription was also written up on the 'Regular Prescription' 

.-··chart·but at the side in an ink-drawn box there are the letters PRN · 
[meaning that the prescription is to be administered as required]. 

18th August 1998:-

5.3.1. 

- -. ? ) . .J.~. 

Diamorphine at a dose range of 40-200mg to be administered subcutaneously 
in 24 hours 

Haloperiqol a dose range .of 5-l 0 mgs to be administered subcutaneously in 
24 hours. 

5.4. On 18th, 19th, 20th, and 21st August 1998, Mrs RICHA.RDS was given simultaneously 
and continuously subcutaneously diamorphine 40mgs, and haloperidol Smgs; md .. 
midazolam 20mgs during each 24 hours. 

5.4.1. These drugs are recorded as being administered at the same time of day on 
each of the four days they were given .. They were administered at 1145, · 

. 1120, 1045, and 1155 for 18th, 19th, '20th, and 21st August 1998 r~spectively. 

5.4. 1.1. All these drugs were administered at the times stated and were 
signed off by initials as being eo-administered by the same person 
each day. Over the four days a"f 18th, 19th, 201

\ and 21st August 
1998, at least three nurses were involved in administering these 
drugs. 

5.4.1.2. According to the prescription charts these drugs were signed tor as 
being administered to Mrs RICHARDS via the syringe driver by 
N1r Philip BEED on 18th and 19th August 1998, by Ms Margaret 
COUCHMAN on 20th August 1998, and by Ms Christine JOICE 
on 21st August 1998. 

5.4.2. It is noted that on the I 9th, .20th. and 21st August 1998 t_he drugs midazolam 
20mgs, diamorphine 40mgs, and haloperidol 5mgs were also eo-administered 
subcutaneous)y in 24 hours with 400mcg of hyoscine [this last drug had been 

Professor Brirur Live::;k~· 
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prescribed by Dr BAR TON to be given as requireq on 11 eh August 1998 but 
its administration was not commenced until 19th August 1998]. 

5.4.3. ·It is also noted that all the drugs for subcutaneous ·administration were not 
prescribed at specific starting dosages but each was prescribed for a wide 
range of dosages and for continuous administration over 24-hour periods. 

5.4.3.1. It is not known who selected the dosages to be given. 

Death certification and cremation .: •• • -.,.~ ............ -:-c;_• ~ ....... ~ .... "! ........ .,-( ..... ~ ... ... 

6. The circumstances oHv1rs RlCHARDS death have been recorded as follows: 

6.1. In a document [Case no. 1630/98] initialled by the Coroner on 24111 August 1998 
'Reported by Dr BARTON (sic]. Deceased had undergone surgery for a fractured neck 
offemur. Repaired_ Death certfificate] issued. [paragraph] THOMAS [sic) 

6.2. The cause of death was accepted by the Coroner on 24th August 1998 as being due to:-

6.2.1. 

6.2.2_ 

6.2.3. 

'l(a) Bronchopneumonia'. 

The ·death was certified as such Eiy Dr J A BAR TON and registered on-24th 
August 1998. 

It is noted that the continuous subcutaneous administration of diamorphine, 
haloperidol, rnidazolam, and hyoscine to an elderly person can produce 
unconsciousness and death from respiratory failure associated with 
pneumoma. 

6.3. The body was cremated. 

Conclusions 

7. N1rs Gladys Mable RI CHARDS died on 21 51 August 1998 while receiving treatment on 
Daedalus ward at Gosport War Memorial Hospital. · 

7. 1. Some fours years earlier, on 5th August 1994, Mrs RICHf\RDS had become resident at 
·the Glen Heathers Nursing Home. 

7.'2. Mrs RlCHARDS's had a confused state that after December 1997 had been aggravated 
by the loss at the Glen Heathers Nursing Home of her spectacles and both of her 
hearing aids. 

Professor Briun Liveslt.:y 
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7.3. On 29th July 1998, Nlrs RICHARDS developed a fracture ofthe neck ofher right femur 
[thighbone] and she was transferred from the Glen Heathers Nursing Home to the 
Royal Hospital Haslar, Gosport. 

7.4. Despite her confused state, Mrs RJCHARDS was considered by medical staff at the 
Royal Hospital Haslar to be suitable for implantation of an artificial hip joint. This took 
pl_ace on 30th July 1998. 

7. 5. On ll th August 1998, and having been seen by a consultant geriatrician, Mrs 
RICHAH.DS was transferred for rehabilitation to Daedalus ward at Gosport War 
Memo~-~~ I-iospitar·· ., .. ~-· ·· ·--+ . - · -

7.6. At that time Dr BARTON recorded that Mrs RICHARDS was not obviously in pain but 
despite this Dr BARTON prescribed Oramorph [an oral morphine preparation] to be 
administered orally four hourly. 

7.6.1. 

7.6.2. 

7.6.3. 

At that time also Dr BAR TON prescribed for Mrs RICHARDS diamorphine, 
hyoscine, and midazolam. These drugs were to be given subcutaneously and 
continuously over periods of 24 hours for an undetermined number of days 
and the exact dosages were to be selected from wide dose ranges. 

ili . 
Also on 11 August 1998, at the end of a short case note, Dr BAR TON 
wrote 'I am happy for nursing staff to confirm-death'. 

It is noted that although prescribed on the· day of her admission to Daedalus 
·ward at Gosport War Memorial Hospital these drugs (diamorphine, hyoscine, 
and midazolam) were not administered at that time. 

7 .7. On 13th August 1998, :rvfrs RJCHARDS's artificial hip joint became dislocated . 

7.8. . The following day, l4ili August 1998, although Dr BARTON had recorded 'Is this lady 
well enough for another surgical procedure?' she arranged for 1-'Irs RICHARDS to be 
transferred back to Haslar Hospital where the dislocation of the hip was reduced. 

7.8.1. It is noted that at the age of9l years, and despite Dr Barton's comment about 
'Mrs RICHARDS, and her con~sed mental state, Mrs RICHARDS was 
considered well enough by the staff at the Royal Hospital H~slar to have two 
operations on her right hip within about two weeks. 

7.9. Three d_ays later, on 17~h August 1998, 'Mrs RICHARDS was returned to the Gosport 
War Memorial Hospital on a sheet and not on a stretcher. She was very distressed when 
she reached Daedalus ward. · 

Prof~ssor Brim1 Livl!sh.:y 
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7.10. There is no evidence that Mrs RICHARDS, although in pain, had any specific life
threatening and terminal illness that was not amenable to treatment and from which she 
could not be expected to recover. 

7.1 L Despite this, and on 18th August 1998, Dr BARTON, while knowing ofMrs 
·RICHARDS' s sensitivity to oral morphine and midazolam, prescribed diamorphine, 
midazolam, haloperidol, and hyoscine to be given (from wide dosages ranges) 
continuously subcutaneously and by a syringe driver over periods of 24 hours for an 
unlimited period. 

7J 1.1. Neither midazolam nor haloperidol is licensed-for subcutaneous ___ .... n .. -

administration. 

7. I I :2. It is noted, however, that in dinical practice these drugs are administered · 
subcutaneously in the management of distressing symptoms during end-of
life care for cancer. 

7.1 1.3. It is also noted that Mrs RICHARDS was not receiving treatment for cancer. 

7.12. There is no evidence that in fulfilling her duty of care DrBARTON reviewed 
appropriately Mrs RICHARDS's clinical condition from 18th August 1998 to determine 
if any reduction in the drug treatment being given was indicated. 

7.13 _ During this period when a syringe driver was being used to administer the subcutaneous 
drugs, there is no evidence that Mrs RlCH..ARDS was given fluids or food in any 
appropriate manner. 

7.14. There is no evidence that in fulfilling their duty of care Mr Philip BEED, Ms Margaret 
COUCIDvfAl'l and Ms Christine JOICE reviewed appropriately Mrs RI CHARDS's 
clinical condition from 18th August 1998 to determine if any reduction in the· drug 
treatment they were administering was indicated. 

7.15. There is. however, indisputable evidence that the ~ubcutaneous administration of dru&s 
by syringe driver continued without modification and du_ring every 24 hours froi:n 18 1 

August 1998 until Mrs RI CHARDS died on 21st August 1998. 

7. 16. Dr Barton recorded that death was due to bronchopneumonia. 

7.16 _ l. lt is noted that the continuous subcutaneous administration of diamorphine, 
haloperidol, midazolam, and hyoscine to an elderly person can produce 
unconsciousness and death from respiratory failure associated with 
pneumonia. 
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8. When :\.lrs RlCJ-LA.RDS was first admined to Daedalus ward at Gosport War Memorial 
hospital on ll th August 1998 she was not in pain and had been fully weight bearing 
walking with the aid of two nurses and a Zimmer frame. 

8.1. Despite recorcllng that Mrs RICHARDS was not in pain., on 11th August 1998 Dr 
BAR TON prescribed wide dosage ranges of opiate and sedative drugs to which Mrs 
RICHARDS was known to be sensitive. 

······s.lT "' "Dr Bartorfalso recorded that 'I am happy for nursing staff to confinn death.'· 
when Mrs RJCHARDS had been admitted for rehabilitation and her death 
was not obviously imminent. 

8.2. When., at the age of91 years, Mrs RICHARDS dislocated her operated hip and despite 
her confused mental state, she was considered well enough to have a second operation 
on her right hip within about two weeks.ofthe first operation. 

8.3. There is no evidence to show that after her second operation 1v1rs RICHARDS, 
although in pain, had any specific life-threatening and terminal illness that ~as not 
amenable to treatment and from which she could not be expected to recover. 

·-8.4. It is my opinion, ·and there is evidence to show, that :Mrs RlCHARDS was c~pab~eof .. 
receiving oral medication for the relief of the pain she was experiencing on 17th August 
1998. 

8.5. Mrs RICHARDS was known by Dr BAR TON to be very sensitive to Oramorph, an oral 
morphine preparation, and to have had a prolonged sedated response to intravenous 
midazolarn. 

8. 6. Despite this, and from 18th August 1998 for an undetermined and unlimited number of 
days, Dr BAR TON prescription led over 24-hours periods to the continuous 
subcutaneous administration to Mrs RI CHARDS of diamorphine 40mgs, haloperidol 
Smgs, and midazolam 20rngs to which was added hyoscine 400mcg from 19th Auglist 
1998. 

8. 7. The· administration of these drugs continued on a 24-hours regime without their dosages 
being modified according to Nlrs RICHARDS's response to them and until 1v!rs 
RI CHARDS died on 21st August 1998. 

8.8. There is no record that Ivlrs RICHARDS was given any food or fluids to sustain her 
from the l8lh August l998 until she died on 21st August 1998. 

Proli:ssor BriWll Livcsk:y 
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8.9. As a result ofthe continuous subcutaneous administration ofthe prescribed drugs 
diamorphine, haloperidol, midazolam, and hyoscine .Mrs RICHARDS became 
unconsciousness and died on 21st August 1998. 

8.10. No other event occurred to break the chain of causation and in my opinion .i\!Irs . 
RICHARDS's death was directly attributable to the administration ofthe drugs she 
continuously received by syringe driver from 18th August 1998 until her death on 21st 
August 1998 .. 

8.11. It is my opinion that Mrs Gladys RICHARDS's death occurred earlier than it would 
have done from natural causes and was the result ofthe continuous.admin~~ration of 
diamorphine, haloperidol, midazolam, and hyoscine which had been prescribed to be 
administered contir..uously by a syringe driver for an undetermined number of days. 

APPENDIX A 

i 4. I have received and read the following documents:-

14.1. The letter ofDCI BURT dated 22nd November 1999 that gave an initial overview of the 
case. 

14.2. · ·The docuinents·ia the file DCI BURT presented at our meeting on 28th January 2000 as 
follows:- · 

14.2.1. 
14.2.2. 
14.2.3. 
14.2.4. 
14.2.5. 

1) Draft (unsigned) statement (MG11) ofLesley HlJ}...1PHREY. 
2) Copy ofPEC (NHS) T Health Record (LH/1/C). 
"3) Copy ofRHH Medical Record (AF/1/C). 
4) Draft (unsigned) statement (MGll) ofGillian MACKENZIE, 
5) Draft (unsigned) statement ofLesley LACK. 

~4.3. The documents in the file DCI BURT presented at our meeting on 8th March 2000 
including those pursuant to my request of 28th January 2000 (documents \VX1, WX2, 
and YZ were forvvard to me on 9 March 2000) as follows:-

14.3.1. A 

14.3.2. B 

14.3.3. c 

14.3.4. D 

Typed copy of Notes prepared by Mrs LACK and given to 
Portsmouth Healthcare NHS Trust 

Typed copy of additional page ofnotes which was prepared by Mrs 
LACK but, apparently, not passed to Portsmouth Healthcare 
NHS Trust 

Typed copy ofNotes prepared by Mrs LACK and given to Social 
Services 

Typed copy of comments made by Mrs LACK in resp.ect of letter 
from Portsmouth Healthcare NHS Trust which represented a 
response to her Notes of complaint (A) 

Prokssor Brian Li vesler 



14.3.5. E 

14.3.6. F 
14.3.7. G 
14.3.8. HI 

14.3.9. JK 
14.3.10. L 
14.3.11. M 
'i4.:fii: c:··N··-.. -
14.3.13. 0 (1) 
14.3.14. 0 (2) 

14.3.15. 0 (3) 
14.3.16. 0 (4) 
14.3.17:. PQ 
14.3.18. R 
14.3'.19. s (1) 

14.3.20. s (2) 
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Typed copy of comments made by Mrs LACK in respect of a Report 
prepared by Portsmouth Healthcare NHS Trust which resulted in 
the letter referred to above 

As D above but made by.Mrs MACKENZIE 
As E above but made by Mrs MACKENZIE 
Copy of letter written by Mrs MACKENZIE to DIM ORGAN (OIC 

· of initial investigation) plus 5 copies newspaper cuttings 
Copy of Coroner's Officer's Form 
Copy of letter. from Dr REID to S/Cdr SCOTT 
Copy of Report made by·Dr LORD during original investigation 
Copy of additional newspaper cutting 
Typed copy of signed statement of Anne FUNNELL (RHH) 
Typed copy of signed statement ofLesley Hl.JNlPHREY 

(Portsmouth Healthcare NHS Trust) 
Copy of signed statement ofLesley LACK 
Copy of fmal draft of Gillian MACKENZIE's statement 
Copy of schedule ofx-ray images (RID·:I:) 

. Copy ofRisk Event Record (Portsmouth Heaithcare NHS Trust) 
Copy of letter which DCI BUR T has sent to Lesley Hillv1PHREY 

(Portsmouth Healthcare NHS Trust) raising various issues 
Copy of entries in medical directories 1998/1999- Dr Jane Ann 

BAR TON 
14.3.21. S (3) ·copy"ofletter from Mrs'MACKENZJE:to DCI BURT. 
14.3.22. S (4) Copy of documents which accompanied the two Portsmouth 

Healthcare NHS Trust x-ray images 
14.3.23. T Copy of various documents which featured in a Social Services Case 

Conference stemming from receipt ofMrs LACK's Notes of 
complaint (C above). 

14.3.24. UV Copy ofDeath Certificate- Mrs RIClli\RDS 
14.3.25. WXl Witness Statement of!vf:rs Giliian MACKENZIE dated March 6 

2000 
14.3.26. WX2 Copy of letter from DR J.H. BASSETT to J\lfrs MACKENZIE with 

an addendum offive pages being a photocopy from 'Toxic 
Psychiatry' a book by Dr Peter BREGGEN published by Harper 
Collins. 

14.3.27. YZ Two extracts from 'Criminal Law. Diana Rowe. Hodder & 
S toughton 1999.' 

14.4. On 81
h Ma:rch 2000, in· the presence ofDCI BURT, I visited:-

-14.4.1. the Gosport Memorial Hospital and followed the passageways along which 
Mrs Richards was conveyed and the ward areas in which she was treated; 
and, 

14.4.2. the Royal Hospital Haslar and followed the passageways along which Mrs 
Richards was conveyed and the wa.rd area in which s~e was treated. 

Professor Brian Livesley 
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14.4.2.1. At the Royal Hospital Haslar, on 8th March 2000, in the presence 
ofDCI BURT, I was also shown tvvelve (12) radiographs relating 
to Mrs Richards' treatment there on 12th April !998, 17ih July 
1998, 14th August 199.8, 29th July 1998, and 31 51 July 1998. 

14.5. In addition I have read the following the documents given to me by DCI BURT on 12th 
May 2000 consisting of the following which are numbered below as listed in the nvo 
co~taining ring binders: 

14.6. 

14.5.1. 

14.5.2. 

E 25 Copy of Glen Care Homes file-Re: Gladys RI CHARDS supplied by · 
Glen Care Homes 

E 22 Copy ofHampshire County Council Social Services file Re: Gladys 
RI CHARDS 

14.5.3. E23 Copy of Glen Care Homes file Re: Gladys RJCHARDS supplied 
Nursing Homes Inspectorate 

14.5.4. E 24 Copy Portsmouth and South East Hampshire Health Authority GP 
· Patient Records of Gladys RI CHARDS · 

l4S5. D 63 Police letter 090300 to Miss CROSS, Haslar Hospital with further 
questions . 

14.5.6. D 65 Letter 100400 from Nfiss CROSS at Haslar including Patient transfer 
order and further medical records 

14.5.7. -·n 104 Letter 080200 from Mrs. MACKENZIE with notes Re: draft . 
statement 

14.5.8. D 108 Portsmouth NHS Trust Dept. ofDiagnostic Imaging repon folder 
14.5.9. D 110 Copy typed Gladys RICHARDS Death Certificate dated 240898 

I have also read the documents given to me by DCI BURT Qn 19th July 2000, consisting 
of copies of the statements made by:-

14.6.1. 
14.6.2. 
!4.6.3. 
14.6.4. 
{4.6.5. 
14.6.6. 
~4.6.7". 

14.6.8. 
14.6.9. 
14.6.10. 
l4.6.ll. 

JOICE Christine 
GIFFIN Sylvia Roberta 
PULFORD Monica Catherine 
WALKER Fiona Lorraine 
MARJORAM Catherine 
BALD ACCHINO Linda Mary 
PERKINS Margaret Joan 
TUBBRITT Anita 
COUCHMAN Margaret 
W ALLINGTON Kathleen tvlary 
FLETCHER Anne 

14.6.12. COOK Joanne 
14.6. 13. MOSS JEAN Kathleen 
14.6.14. TYLER Christina Ann 

Prot't:ssor Brian Livesky 
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14. 7. f have also read statements, provided on 30th August 2000 by DCI BURT, made by: . 

!4.7.1. 
14.7.2. 

Doctor Jane Ann BA.RTON 
Phillip James BEED 

14.8. I have also received from DCI BuRT on 8th September 2000 and read copies of-

14.8.1. A letter dated 18th August 2000 from Mrs Gillian MACKENZIE to DCI 
BURT. 

14.8.1.1. Enclosed with this letter was a copy of a letter dated gth August 
:woo from Ms Jiii BAKER to .i\1rs Gillian .MACKENZIE to which 

· had been added a petition form. 

14.9. A letter dated 21st August 2000 from Mrs Gillian MACKENZIE to DCI BURT. 

14.9.1. Enclosed with this letter was a copy of a letter dated 14th December 1998 
from Ms Lesley HlilvfPHREY, Quality Manager at Portsmouth Healthcare 
NHS Trust Central Office to Mrs Gillian MACKENZIE. This had enclosed 
with it a copy of a letter dated 22nd September 1998 from :rvfr Max 
~LETT, Chief Executive ofPortsmouth Healthcare NHS Trust. 

14.10: Copies of Witness Statements (taken by Mrs S HUTCHINGS who led·the initial 
Internal Inquiry as Investigating Officer ofPortsmouth Healthcare NHS Trust) as 
follows:-

l4.lO.l. 

14.10.2. 

14.10.3. 

14.10.4, 

14.10.5. 

On 3rrl September 1998 statement consisting of four pages from fv'Irs Jenny 
BREWER- StaffNurse Daedalus Ward to which is attached an 
additional statement (three pages) by StaffNurse Brewer (the first page 
,ofthis three pages is headed Portsmouth Healthcare NHS Trust and has 
been signed on page three by S. N J Brewer RGN and dated 9-9-98 
(Reference D142)). 

On 81
h September 1998 statement consisting of five pages from Mr Phi lip 

BEED- Clinical Ivianager Daedalus Ward (Reference DI43). 

On 9th September l998 statement consisting ofthree pages from Ms 
Christine JOTCE - Staff Nurse Daedahis Ward (Reference D 144 ). 

On 81
h September 1998 statement consisting of two pages from Ms Monica 

PULFORD- Enrolled Nurse Daedalus Ward (Reference 01~5). 

On 3 rei September 1998 statement consisting of four pages from Ms 
Margaret COUCHMAN - Staff Nurse Daedalus Ward (Reference 
Dl46). . 

Protessor Brian Livesley 
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14.11. A copy ofthe Nation'al Council for Hospice and Specialist Palliative Care Services 
. ·paper entitled 'Ethical decision-making in palliative care'. 

14.12. On sm and 6th October 2000 I received from Hampshire Constabulary and subsequently 
read:-

14.12.1. The records of the interviews conducted 'IVith Dr Anthea Everista Geredith 
LORD on 2iJJ. September 2000. 

14.12.2. During these interviews Dr LORD produced as listed in the Officer's Report 
by DC McNally the following'documents:-

Appendix 8. 

14.12.2.1: Drug Therapy Guidelines for subcutaneous fluid replacement as 
approved by the Elderly Medicine and Formulary & Medicines 
Group ofPortsmouth Hospitals and Portsmouth Healthcare 
updated for 1998. 

14.12.2.2. Consultants' Rota for August 1998 of the Department ofMedicine 
·for Elderly People (Ref: CV28. 7.98). 

14.12.2.3. fvlemorandum from Mrs. L Hl11v1PHREY of Portsmouth Health 
Care NHS Trust to Dr. LORD dated 17th December 1998 and 
headed 'Mrs. Richards deceased, Gosport War Memorial Hospital, 
21st August 1998.' 

14.12.2.4. Letter from Dr RI REID, Medical Director of Portsmouth Health 
Care NHS Trust giving approval of study leave for Dr. LORD for 
the dates of 17/18 August 1998. 

14.12.2.5. Consultants' Timetable of the Department of Medicine for Elderly 
.· People from 4.5.98....: 8:2.99. 

Facts of the environment-
obtained from the statements of Mrs RICHARDS's daughters 

15. rvfrs MACKENZIE is the elder ofMrs RICHARDS's two daughters. It is noted that her 
sister, Nrrs LACK, is a retired Registered General Nurse. 

IS.l. Mrs LACK retired in 1996 after 41 years continuously in the nursing profession. For 25 
years prior to retirement she was involved in the care of elderly people. For 20 years 

. prior to retiring she held supervisory and managerial positions in this field of nursing. 

Prol~ssor BriM Lives!~\· 
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15.2. By July 1998, Mrs RlCHARDS had been resident at the Glen Heathers Nursing Home 
for some four years. She had a past medical history ofbilateral deafness for which she 
required·two hearing aids (unfortunately these were lost while she was at the Glen 
Heathers Nursing Home). She had had operations for the removal of cataracts and 
required glasses (unfortunately these were also lost at the Glen Heathers Nursing 
Home). 

15.3. Also by July 1998, Mrs RICHARDS had become increasingly forgetful and less able 
physically. She had had 17 falls documented at the Glen Heathers Nursing Home 

· between 29th January 1998 and 29tb July 1998. · 

15.3. L During this period Mrs MACKENZIE decided to meet and question her 
mother's general practitioner, DrBASSETT. Mrs MACKENZIE had formed 
the opinion that the drugs Dr BASSETT was prescribing could contribute to 
her mother's confused mental state and deterioration of her physical health. 
One drug was Trazodone and the other was haloperidol. Following this 
meeting she sent him a copy of a book entitled Toxjc Psychiatry. 

15.3.2. · Dr BASSETT replied, in a hand-written letter, thanking Mrs MACKENZIE 
and stating· ... · I have a reputation in Lee [-on-Solent] ofbeing somewhat 
sparing with 'mood' drugs and especially antibiotics_ ... most drugs are 
·prescribed with more caution these days. [paragraph] Hopefully we· can 
continue to keep your Mother's drugs to a minimum!' 

15.4. It is convenient to mention here that both lVIrs MACKENZIE ~d lVIrs LACK have 
registered serious concerns about the care given to their mother in the Glen Heathers 
Nursing Home. 

15.4.1. Jane PAGE, Principal Nursing Home Inspector, Portsmouth & S.E. Hants 
Health Authority investigated these concerns formally. On 11th August 
1998, she made an unannounced visit to the Glen Heathers Nursing Hom·e .. 
She reported, on 26th August 1998, that 'From the written records obtained 
and discussions held, I can find no evidence to substantiate that 7vlrs 
RICHARDS did not receive appropriate care and medication_' 

15.4.2. These concerns were discussed further by the Social Services Department at 
a meeting held on 23rct November 1998 when Nfrs LACK was present. The 
conclusion was th8:t 'There was no evidence of deliberate abuse [ of?vfrs 
RICHARDS] although there seemed to be problems of complacency in some 
of the care practices which needed review .... However. there was no 
evidence ·of malpractice by the Home.' 

15.5. On 29th July 1998, while in the Glen Heathers Nursing Home, Mrs RICHARDS 
sustained a fracture of the neck of her right femur (thighbone) .. According to Mrs 
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LACK her mother underwent a surgical operation on 30th July 1998" 'following a 
discussion with the consultant who thought my mother should be given the chance to 
remain ambulant_' 

15_6_ Mrs LACK has also stated:-

15.6.1. 'My mother received a replacement hip, on her right side, and remained in 
the Haslar Hospital a further eleven days until Tuesday the lllh August 1998. 
[paragraph] I visited my mother every day during this period an~, in my 
view, when taking into account the serious injury which she had sustained 
and the trauma she had "suffered~ my" mother appeared to make a good 
recovery during this period_' 

15.6.2_ 'Prior to her discharge, and transfer to the Gosport War Memorial Hospital; 
my mother was responding to physiotherapy, able to walk a short distance 
with the aid of a zimmer frame and no longer required a catheter_ Her 
medication had been reduced and she was able to recognise family members 
and make comments to us which made s·ense.' 

15. 6.3-_ 'She was with encouragement, eating and drinking naturally and as a result 
the drips, which had facilitated the provision of nourishment after the 
operation, had been removed.' 

- 15.6.4. 'Significantly, my mother was no longer in need of pain relief. It was quite 
apparent, to me, that she was free of pain_' 

15 _ 6. 5. 'Such was the extent of my mother's recovery that it was cons_idered 
appropriate to discharge her and transfer her to the Gbsport War Memorial 
Hospital where she was admitted to Daedalus Ward on Tuesday the 11th 
August 1998. This was the first occasion that my mother had been admitted 
to this particular hospital.' 

15.7. On 1zth August 1998, the day after her mother's admission to the Gosport War 
Memorial Hospital, tvfrs LACK visited her mother there and has recorded ' .. _ I was 
rather surprised to discover that I could not rouse her [Mrs RI CHARDS]. As she was 
unrousable she could not take nourishment or be kept hydrated. [paragraph] I enquired 
among the staff and I was told that my mother had been given the morphine based drug 
'Oramorph' for pain. This also surprised me_ When my mother had been discharged 
from the Haslar Hospital, the day before, she had not required pain relief for several 
days. [paragraph] I was distressed to observe my mother's deteriorated condition which 
significantly contrasted with the level of recovery which had been achieved following 
treatment at the Haslar hospital during the period after the surgical operation to replace 
her hip. [paragraph] I was told that my mother had been calling out, showing signs of 
being anxious, and it was believed that she was suffering pain. They did not investigate 
the possible cause. I consider it likely that she was in need of_ the toilet_. . _. One of the 
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consequences of being rendered unrousabie, by the effects of'Oramorph', was that no 
fluids could be given to my mother and this, together with the abandonment of other 
forms of rehabilitation, would have served to inhibit or prevent the recovery process 
which had begun prior to her admission to the Gosport War Memorial HospitaL' 

15.8. Mrs RICHARDS had a fall on 13th August 1998 (as described above). On the following 
mor.ning (14th August 1998), Mrs LACK noted that while her mother was being taken 

·to the X-ray department at the Gosport War Memorial Hospital 'She was still deeply 
under the effects of the 'Oramorph' drug.' 

.J + • •• -~r~ '' • •.p_,• ........ "..1.,~ ....... -0 

e 
' 
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15.9. As described above Mrs RICHARDS was then transferred to the Royal Hospitai'Haslar' · 
for the reduction of her dislo.cated artificial hip. She was returned to the Gosport War 
Memorial Hospital on 17tlt August 1998 having been noted the previous day (16m 
August) by Mrs LACK [a nurse experienced in the care of elderly people] to be 'easily 
manageable'. 

I 5.9.1. In accepting that he would transfer lvlrs RlCHARDS to the Gospon War 
Memorial Hospital, Dr REID (consultant geriatrician) had stated that · ... 
despite her dementia, she [Mrs RlCHARDS] should be given the opportunity 
to try to re-mobilise.' 

15.10. On visiting her mother at the Gosport War Memorial Hospital at about 1215 hours on 
17th August 1998, Mis LACK accompanied by her sister [Mrs MACKENZIE], found 
her mother to be sc~eaming and in pain. The screaming ceased 'within minutes' when 
Mrs LACK and a registered general nurse repositioned Mrs Richards. 

15. I I. Subsequently, the X-ray at the Gosport War Memorial Hospitai showed no fresh
dislocation ofthe artificial hip. 

15.12. Following this further X-ray, Mrs LACK told Dr BARTON that Haslar Hospital would 
be prepared to readmit her mother. Dr BAR TON is reported to have' ... felt that was 
inappropriate.' .Mrs LACK • ... considered this was essential so that the 'cause' of my 
mother's pain could be treated and not simply the pain itself.' 

15 .12. 1. Dr BAR TON is stated to have said to Mrs LACK that, '_ .. ·'It was not 
app:opriate for a 91 year old, who had been through two operations, to go 
back to Haslar Hospital where she would not survive funher surgery." ' 

15.13. Mrs LACK states that, on 18th August 1998, the Ward Manager [Mr Philip BEED] 
explained to her and her sister that a syringe driver was going to be used. This was to 
ensure Mrs RICHARDS 'was pain free at aH times' so that she would not suffer when 
washed, moved, or changed in the event she should become incoritinent. Mrs LACK 
has also described in her contemporaneous· notes (as well as in her Witness Statement, 
see below) that' A little later Dr BAR TON appeared and confirmed that a haematoma 
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was present and that this [the use of a syringe driver] was the kindest way to treat my 
mother. She [Dr BAR TON] also stated ''.A.nd the next thing will be a chest infection.·' '. 

15.13.1. In her Witness Statement, :M.rs LACK has recorded 'The outcome ofthe 
syringe driver was explained to my sister and I fully. Drawing on my 
experience as a nurse I [Mrs LACK] knew that the continuous use of 
morphine, as means of relieving her pain, could result in her death. She [Mrs 
RICHARDS] was, at the time, unconscious from the effects of previous 
doses of'Orat'1.1orph' .... [paragraph} As_resuit ofseeing my mother in such 
great pain I was becoming quite distressed at this stage. My sister asked the 
Ward M.iiiager~ '''Me wi:Halleing about euthanasia? It's illegal in this country· 
you know." The Ward Manager replied, "Goodness, no, of course not." I was 
upset and said, "Just let her be pain free". [paragraph] The syringe driver was 
applied and my mother was catheterised to ease the nursing ofher. She had 
not had anything by mouth since midday Monday 1 ih August 1998. 
[paragraph) A little later Dr BAR TON [sic] appeared and confirmed that a 
haemetoma [sic] was present and that this was th~ kindest way to treat my 
mother. She also stated, "And the next thing will be a chest infection." .... 
[In her witness statement 1vfrs Mackenzie has stated that' DR BARTON [sic] 
then said, "WeH, of course, the next thing for you to expect is a chest 
infection".'] [paragraph] I would like to clarify the issue of my 'agreement' to 
the syringe driver process. It was. not a question, in my mind, of' agreement'. 
[par~crraph] I warited my mother's pain to be relieved. I did not 'agree' to my -· 
mother being simply subjected to a course of pain relieftreatment, at the 
Go sport War 11emorial Hospital, which I knew would effectively prevent 
steps being taken to facilitate her recovery and would result in her death. 
[paragraph] I also wanted my mother to be transferred back to the Haslar 
Hospital where she had, on two occasions, undergone operations and · 
recovered well. My mother was not, I knew, terminally ill and, with 
hindsight, perhaps I should have challenged Dr BAR TON [sic] more-
strongly on this issue. (paragraph] In my sev-ere distress I did not but I do · 
believe that my failure to pursue the point more vigorously should not .have 
prevented Dr BAR TON [sic) from initiating an alternative course of action to . 
that which was taken, namely a referral back to the Haslar Hospital where 
my mother's condition could have been treated and where an offer had 
already been made to do so. [paragraph] 1 accept that my mother was unwell 
and that her physical, reserves had beef). depleted. However, she had, during 
the p-receding days and weeks, demonstrated great courage 'and strength. I 
believe that she should have b_een given a further chance of recovery · 
espeCially in the light ofthe fact that her condition had, it would seem likely, 
been aggravated by poor quality service and avoidable delay experienced 
whilst in the hands of those whose responsibly [responsibility] it was to care 
for her. (paragraph] My mother's bodily strength allowed her to survive a 
further 4 days using her reserves. She suffered kidney failure on 19th August 
and no further urine was passed. The same catheter remained in place until 
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her death. [paragraph) Because the syringe driver was deemed to be essential 
follmying the night of several doses of pain relief my mother's condition 
gradually deteriorated during the next few days; as I knew it inevitably 
would, and she died on Friday the 21st August 1998.' 

15.14. It is noted that M:rs LACK had made contemporaneous hand-written notes comprising. 
five numbered pages. In her Witness Statement she records these ' ... are in the form of 
a basic chronology and I incorporated 'Nithin them a series of questions which focused 
on particular areas of concern in respect of which I sought an explanation or 
clarification from the hospital authorities. Following presentation of my notes we were 
visited ·on the \vard by Mrs Sue HUTCHIN"GS (sic] on 20.8~98.' .. ···"· ..... ., ·"·· .. ·'~-·" 

l5.14.l. Mrs LACK also made a further one page of contemporaneous hand-written 
notes. In these she states she was so appa11ed about her mother's condition, 
discomfort and severe pain that she visited Haslar Hospital at about 
lunchtime on 17th August 1998 to ask questions about her mother's condition 
before she [:Mrs RICHARDS] had left the Haslar Hospital ward for her 
second transfer to Go sport War Memorial Hospital. She learned that, prior to 
her discharge from Haslar Hospital on 17th August 1998, her mother had 
been e~ting, drinking, using a commode and able to stand if aided. Mrs 
LACK also states in this contemp~raneous record that 'On leaving the ward 
[at Haslar Hospital at about lunchtime on 17th August 1998) I bumped into 

· the"Dr [doctor] who had been in casualty theatre for my mothers [sic]-.second 
[sic] operation. He was with consultant when all the procedures were 
explained to me on Friday 14th [August 1998] He said '"How's your mother". 
I explained the current position to him in detail. I told him that she was in 
severe pain since the transfer which had been undertaken a short time earlier. 
He said "We've had no referral. Get them to refer her back. We'll see her." 

15.15. It is noted that a Discharge Letter from the Royal Hospital Haslar describes I'Vlrs 
RICHARDS' condition on discharge on 17th August 1998 as ~'She can, however, 
mobilise fully weight bearing." 

15 .16. It is also noted that Mrs LACK has stated that she and her sister were constantly at the . 
Gosport War Memorial Hospital, day and night, from l t 11 August 1998 until the time 
their mother died. 

15. I 6.1. Mrs MAC.KENZI.E has stated that 'I stayed with my mother unti1 very late 
that Tuesday night [18111 August 1998]. it was past midnight, in fact, when 
my son arrived from London. As from the Wednesday night my sister also 
sat with me all night long and we both remained, continuously, ·until twenty 
past nine on the following Friday evening [21st August 1998] when my 
mother died. During that time Dr Barton [sic] did not visit my mother. I am 
quite certain about this because our mother was not left alone, in her room, at 
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any time apart from when she was washed by the nursing staff. Either my 
sister or I, [sic] was with. her throughout.' 

15.16.2. Mrs MACKENZIE has also stated that although she did not sign the 
contemporaneous notes made by Mrs LACK she ' ... was a party, at times, to 
the preparation process and where, on occasions, my sister has referred to T 
in fact it could read 'we' as we were together when certain events occurred.' 

15.16.3. .i\tfrs MACKENZIE continues 'It seems to me that she [Mrs RICHARDSJ 
must have had considerable resel'Ves of strength to enable her to survive from 

Appendix C 

Glossary 

·Monday until Friday,- fi.ve,.days;. when all she had, was a diet ofDiamorphine · 
and no hydration whatsoever, apart from porridge, scrambled eggs and a 
drink, ai the Royal Hospital HasJar, before transfer to the Gosport War 
Memorial Hospital.' · 

Acetabulum is the name given to the two deep socket into which the head of the thigh bone 
. (femur) fits at t]:le hip joipt. · 

. . 
ADL [activities of daily living] are those physical activities of daily life necessary fur normal 

human functioning and include getting up, washing, dressing, preparing a simple meal, etc. 

Analgesia is the relief of pain. This can be achieved by physical means including warmth and 
comfortable positioning as well as by the use of drugs. The aim is to keep patients pain free 
with minimal side effects from medication. 

Bronchopneumonia is int1ammation of the lung usually caused by bacterial infection. 
Appropriate antibiotic therapy, based on the clinical situation and on microbiological 
studies, will result in complete recovery in the majority of patients. It can contribute to the 
cause of death in moribund patients. 

Co~codamol is a drug mixture consisting ofparacetamol and codeine phosphate, which is used 
for the ~elief of mild to moderate pain. 

Cytlizine is a drug used to prevent nausea and vomiting, vertigo, and motion sickness. 

Dementia is the name given to a condition associated with the acquired loss of intellect, 
memory, and social functioning. 

Diamorphine, also known as heroin, is a powerful opioid analgesic. 
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-Haematoma is an accumulation· of blood "Within the tissues, which clots to form a solid 
swelling. 

Haloperidol, a drug used in the treatment of psychoses including schizophrenia and mania and 
also for the short-term management of agitation, excitement, and violent or dangerously 
impulsive behaviour. Dosage for aB indications should be individually determined and it is 
best initiated and titrated under close clinical supervision. For patients who are elderly the 
normal starting dose should be halved, followed by a gradual titration to achieve optimal 
response_ It is not licensed for subcutaneous administration (see licensed below). 

Hemiarthroplasty is the surgical remodelling of a part of the hip joint whereby the bone end · 
of the femur is replaced by a metal or plastic device to create a functio~!"i1g j~1ilt. ....... · _._, ~··· ..... _, 

Hyoscine is a drug used to reduce secretions and it also provides a degree of amnesia· and 
sedation, and has an anti-vomiting effect. Its side effects include drowsiness. 

Lactulose is a preparation taken by mputh to relieve constipation. 

A microgram is one millionth of a gram and is not to be confused with a milligram dosage of 
a drug, which is one thousand times ~arger. 

l'vlidazolam is a sedative drug about which there have been reports of respiratory depression. It 
- has to be -use With cauti<;>h .. irt elderly. people. It is used for intravenous sedative cove~ for 

minor surgical procedures. It is also used for sedation by intravenous injection in critically 
ill patients in intensive care. It can be given intramuscularly. In the management of 
overdosage special attention should be paid to the respiratory and cardiovascular functions 
in intensive care_ It is not licensed for subcutaneous administration (see licensed above). 

1\'Iorphine is an opioid analgesic used to relieve severe pain. 

Oramorph is a drug used in the treatment of chronic pain. It contains morphine and is in the 
form of a liquid. lOmls of Oramorph at a strength on Omgs of morphine sulphate in 5 mls 
of liquid is an appropriate first dose to give to a person in severe pain, which had not 
responded to other less potent, pain relieving drugs. 

Respiratory depression is the impairment of breathing by drugs or mechanical means which 
leads to asphyxia and, ifuncorrected, to death. 

Subcutaneous means-beneath the skin. 
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A syringe driver is a power driven device for pushing the plunger of a syringe forward at an 
accurately controlled rate. It is an aid to administering medicinal preparations in liqu]d 
form ov'er much longer periods than could be achieved by injecting by hand. In this case 

. the syringe driver used was a Sims Graseby MS 26 Daily rate syringe driver which operates 
over periods of 24-hours. 

Tradazone is a drug used in the treatment of depressive illness, particularly when sedation is 
required. · 

Unlicensed medicines. rn order to ensure that medicines are safe, effective and of suitable 
·qualit)r, thefmusfhave·a: product'licence (now called a· market authorisation) before being 
marketed in the United Ktngdom. Unlicensed drugs are not licensed fur use for any 
indication or age group. Licensing arrangements constrain pharmaceutical companies but 
not prescribers. The Medicines Act 1968 and European legislation make provision for 
doctors to use unlicensed medicines. Individual prescribers of unlicensed medicines, 
however, are always responsible for ensuring that there is adequate information to support 
the quality, efficacy, safety and intended use of a drug before using it. 

A Zimmer frame is a lightweight, but sturdy, frame the patient can use tor support to assist 
safe walking. 

Texts used for reference have included: 

1. Adam J. ABC of palliative care: The last 48 hours. British Medical Jouma/1997; 315: 
1600-1603. 

1, 1. This paper is from the widely read, British Medical Journal which is published 
weekly and received by about 30,000 general practitioners and 45,000 hospital 
doctors in England and Wales. ·It records that treatment with opioids (viz. 
morphine and diarnorphine) should be individually tailored, the effect reviewed, 
and the dose titrated accordingly. 

2. ABPJ Compendhm1 of data sheets and summaries of product characteristics 1998-99: 
with the code ofpraclicefor the Pharmaceutical Industry. Datapharm Publications 
Limited, 12 Whitehall, London SWlA 2DY. 

3. Breggin PR. Toxic psychiany. Dmgs and electroconvulsive therapy: the tnllh and rhe 
better alternatives. 1993. HarperCollins Publishers. London. pp. 578. 

4. British Medical Association and the Royal Pharmaceutical Society of Great Britain;
British National Fomwlary. Number 32 (September 1996). The Pharmaceutical Pre.ss. 
Oxfqrd. 
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5. Cecil Textbook oflY!edicine. eds. J.C. Benne1;t & F. Plum. W.B. Saunders Cc. 20th 
Edition. 1996. 

6. Letter from Clive Ward-Able (Medical and Healthcare Director) and Lee Neubauer 
BSc (Hons) (New Product Specialist), Roche Pharmaceuticals. 

6.1. A copy ofthis letter has already been supplied to the Police and reports that the 
product licence does not cover the administration ofHypnovel® (midazolam) 
by subcutaneous injection. 

•••' ~· ~·.J L _o '• ,_..,;. • .1,_ ""'-""•f4-•1'J•o1~~~ 

7. Roche Pharmaceuticals. Hypnovel® [midazolam]. Summary of product characteristics. 

8 . Letter from Dr R J Donnelly, Medical Director of Janssen-Cilag Ltd. 

8.1. A copy of this letter has already been supplied to the Police and reports that 
Haldol™ decanoate (haloperidol) is not licensed for subcutaneous use. 

9. Letter from Miss Jo Medlock_ Manager ofMedical Information and 
Pharmacovigilance. Norton Pharmaceuticals. 

9.1. ·A copy of this letter has already been supplied to the Police and reports that 
Serena"ce™ (haloperidol) ampoules are not licensed for subcutaneous 
administration. 

10. MeReC. Pain control in palliative care. A.feReC Bulletin National Prescribing Cenn·e. 
1996; 7 (7); 25-28. 

1 0.1. MeReC is the abbreviation for the 'Medicines Resource Centre'. This bulletin is 
sent free to all general practitioners in England and Wales and also to NHS 
Hospital and Community Pharmacists. The list of those who receive this 
bulletin is updated every few weeks. 

11. Sims Graseby Limited.lv/S 16A !-Jyringe Driver. 1Vf_S 26 Syringe Driver: fnstrucrion 
manual. Sims Graseby Limited. 1998. 

Appendix E 

The writer's qualifications and experience including the management of dying 
p·atients 
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Report on the Care and Death of 
Helena Service 
slh June 1997 

Draft: 61
h November 2004 

This report has been provided by Or David A Black, MA MB BChir (Cantab) 
FRCP, Consultant Physician at Queen Mary's Sidcup NHS trust. This report 
is in two parts, a factual summary of time line including important 
investigations and in the second part an opinion on the events that occurred .. 
The numbers in brackets refer to the pages of evidence to support the 
statements. 

1. Timeline 
. . 

1.1. Mrs Service's hospital notes start in 1991 when she is investigated 
· ··" ·· ····\'""' ·""for'difficuJty·in·swa/lowing ( 1 02) this was initially thought to be a .. 

cancer (101 ). She is noted to be in atrial fibrillation (99) and 
eventually has a major abdominal operation (a partial gastrectomy) 
(99), which finds that she has benign gastric ulcer disease (no 
cancer). She has no complications following surgery. 

1.2. In 1994 she is admitted with a stroke causing a left sided 
hemiplegia (weakness), she remains in atrial fibrilfation has high 
blood pressure (94) and spends 4 weeks in hospital (86-87). Her 
heart is documented to be enlarged at that time (229}. ·A home visit 
(92) shows that she is slow but independent, but her "memory is 
pOOr" (90). 

1.3. 1987 progression of her profound deafness due to otosclerosis is 
documented (81). 

1.4. In 1988 she presents with a high blood sugar (diabetes mellitus) 
unmarsked because she was started on steroid tablets for a 
presumed diagnosis of polymyalgia rheumatica. She has a week 
of inpatient care (79). Her mental test score is documented·at9110 
(79). . 

ts.-· In 1992 she is admitted having been found on the floor with a new 
stroke and new left sided weakness (70). She is thought to be 
confused but her mental test score is again documented at 9/!0. 
Albumin is 31; haemoglobin is 10.9 (70). 

1.6. In January 1995 she has now moved into a residential home. A 
visit to the home finds that she is in congestive cardiac failure with 
mitral regurgitation and it is thought she is likely to need hospital 
admission (68- 69). She is subsequently admitted to hospital for a 
week and.is noted to be in quite severe congestive cardiac faiure 
on admis'sion (58-59) 

1 
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1. 7. After admission needs a week in hospital where her medication is 
altered and she returns to her residential care (56 - 57). She now 
has significant _documented 'dependency with a Barthel of 10/20 
(326). 

1.8. ·- In January 1996 she is admitted with a diagnosis of gout and 
dehydration. Her Barthel is 3/20 on admission and 6/10 on 
discharge (11 ). Her Water1ow score is 30 on 271

h January (12) 
giving her a very high risk of pressure sores. Very poor mobility is 
documented (13) despite this, she returns to her residential care 
home (54). 

1.9. The notes from her residential home show that she is declining in 
.health in May 1997, for example, her bedsores have started 
bleeding in the residential care home notes (283). 

1.10. On the 17th May 1997 at the age of 99 sh~ .. j~ ~d~,itl~-~J"~tth; "'~ ....... __ 

request of her GP to hospital with confusion, disorientation and 
progressive failure for the rest home to be able to cope. (51 -52). 
She is now on Melleril (Thioridazine) a major tranquilliser often 
used for people who are confused and disorientated. She is 
thought to be dehydrated (156). Admission creatinine is raised 151 
(157). She is found to be markedly hypoxic (P02 of 6.7, PC02 of 
5.6 {157) and is diagnosed to have a combination of "dehydration 
and left ventricular failure· (158). 

1.11. She is thought to make some progress. However on the 20th May 
she is sleeping in a chair. Her creatinine has fallen with, 
rehydration, to 114 (159). 

1.12. On 26th May she is noted to have a possible new left.sided 
weakness due to a new stroke (160). The nursing notes 26th May 
(296) she "remains confused·. They also note (303) that after 26111 

May she remains totally dependent •transfers with two•. Social 
Services assessment on 27th May (276) records a maximum 
Barthel of 4. 

1.13. On 28th May she is referred to the geriatric team, her Barthel · 
remains 4 (162). Or Ashbal sees her on 29tn May and records that 
she has had long standing congestive cardiac failure, is deaf and 
he is clear that she will not return to a level of function that will 
allow her to return to the residential home. He says that he Viill 
arrange transfer to the Gosport Memorial Hospital "with a view to 
considering continuing care· (39). 

1.14. The medical notes at the Queen Alexander record no obvious 
change in function but the nurs[ng notes for the 2nd June (296)note 
that she was "very demanding overnight , shouting out 
continuou-sly". This suggests that she was acutely confused. 
Also on the 2~ June she remained continuously breathless a11d 
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needed to be ·nursed upright all night" (298) 

1.15. On 3'd June she is transferred to the Gosport War Memoria!" 
Hospital. The transfer note (164) states that she is confused, "off 
legs•, has diabetes and heart failure. There is an examination 
recorded, which states that she is breathless and lethargic, there is 
a ugallop rhythm· with normal first and second heart sounds, chest 
was clear. Written underneath the examination record, the notes 
state "needs palliative care as necessary• and "happy for nursing 
staff to confirm death". 

Barthel of 0120 on admission to Gas port is documented. (24). 

There were no further medical notes apart from a nursing note 
''I, .. , ,·~<'L"-·'"'-'•CP.I}fii1Jijng ~at she had died peac~fully at 3.45 am 5th June 1997. 

1.16. The nursing cardex on admission to Gosport (22) documented 
~very pleasant lady" and a buttock bedsore. 

1.17. At 02.00 on 4th ·June she was noted to be very restless and agitated 
and Midazo/am 20 mgs over 24 hours is started by syringe driver. 

1.18. On 4th June it is documented that she has deteriorated ovemiglt 
and the syringe driver is replaced by Diamorphine 20 mgs and 
Midazolam 40 mgs. She continues to deteriorate and dies at 03.45 
on 5th June (22). 

1.19. Drug Chart Analysis: 

1.20: 

1996 Drug Chart shows nothing unusual and the only drugs on the 
"as requiredd side are Temazepam and Metaclopamide (260). 
When she is admitted to the Queen Alexander Hospital (26g..273) 
she is on Zestril, Bumetanide, Aspirin and Digoxin for her heart 
disease and atrial fibrillation, Allopurinol for her gout. On the "as 
required· side, Thioridazine (which is then given it each night as a 
sedative), and Paracetamol. 

In 1997 on admission to Gosport: Bumetanide, Lisinopril, Lanoxin, 
Aspirin are all continued with Allopurinol and all these drugs are 
given to her on b.oth 3rd and 4tn June. (38). On the ·as requirea· 
side Diamo,.Phine 20-60 mgs subcutaneously in 24 hours is 
written up, also Hyoscine 200 - 400 micrograms and Midazolam 20 
- 40 milligrams (37) all in 24 hours. Midazolam is started at 2.15 
am on 4th June (37) 20 mgs for 24 hours and is then replaced with 
20 mgs Diamorphine with 40 Midazolam at 9.20 am on 4th June. 

A single dose of Diamorphine 5- 10 mgs ilm is also signed for on 
the once only section of the drug chart, (37). lt is not dated or 
timed and it is not clear if this was even given.· 



2. Expert Opinion: 

· 2.1. This section will consider if there are any actions so serious they 
might amount to gross negligence or any unlawful acts or 
deliberate unlawful killing in the care of Mrs Helena Service. Also if 
the actions or omissions by the medical team, nursing staff or 
attendant GP's contributed to the demise of Mrs Service, in 
particular, whetper beyond reasonable doubt, actions or 
admissions more than minimally, negligently or trivially contributed 
to death. 

2.2. In particular, I will discuss a) whether Mrs Service had become 
terminally ill and if so whether symptomatic treatment was 
appropriate and b) whether the treatine'nfprovldecfwas'ihen 
appropriate. 

Mrs Service's hospital notes go back for 16 years prior to her 
death. They document that she has heart disease with an irregular 
heartbeat (atrial fibrillation) in 1981 and heart enlargement in 1984 
(229). She also has two previous strokes documented in both 
1984 and 1992. (86 and 70). The natural history of heart disease is 
in general for progressive decline over time, with a very poor 
prognosis once serious heart failure has developed, as 
documented on this lady in 1995 (58-59). 

2.3. She is also profoundly deaf which leads to communication 
difficulties and makes a patient more likely to get acute confusion. 
She suffers from Diabetes Mellitus, which is unmasked when she 
receives steroid treatment for polymyalgia meumatica, she is also 
thought to have had an episode of gout and has been dehydrated 
with impaired kidney function on at least two occasions. 

2.4. Despite her noted physical frailty she eventually makes a good 
recovery from a stroke in 1984, (Q2). By 1995 she has moved into 
a residential home. We do not know what precipitated this, 
however in 1995 her Barthel is documented at only 10120 (326) 
meaning that she required considerable help with her routine 
activities of daily living. 

2.5. In 1996 she is admitted with gout, and is found to be profoundly 
dependent on admission with a Barthel of 3/20 (11 ), which 
improves to 6/20 on discharge: Very poor mobility is noted and she 
has a Waterfow score which is a risk score for pressure sores (12) 
of 30 putting her into a very high.;.rtsk category. There is no doubt 
that this lady would normally be cared for in a nursing home, with 
this level of dependency, or even in NHS continuing care if she had 
not already been living in a residential home that was committed to 
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her care. 

2.6. By the time she is admitted on 171
h May 1997 she has been 

progressively failing in the residential home (283). lt seems 
unlikely that this was a dramatic change in function. but the end 
point of a slow deterioration of her multiple illnesses, including her 
progressive heart disease, her cerebro-vascular disease and of 
course the physiological frailty of an age of 99 years, 

2. 7. When admitted to hospital she was found to be both dehydrated 
and in again heart failure. This is often a combination suggesting 
poor prognosis. She has acute confusion (delirium) and this does 
not resolve, although it does fluctuate, during all her time in the 

. ···--...... Queen Alexander Hospital. Investigations on admission found she 
· · · ·-·"~''"'~~"~ ·'••<-·•· is dehydrated with a raised creatinine of-151 (157} but she is also 

markedly hypoxic (low oxygen in the blood) with a P02 of 6. 7 kPa 
(normal range 12.7 +0. 7) with a PCO 5.6 kPa ( normal range 
5.3+0.3) She is now very unwell, and highly dependent with a 
Barthel at best 4/10 (162). On the basis of the nursing notes she 
makes very little improvement in her confusion or her · 
breathlessness and indeed things take a turn for the worse when 
she probably has a new stroke on 26tn May (116) (303).' She 
remains totally dependent after this. 

2.8. She is seen by a locum consultant geriatrician, Dr Ashbal on zgth 
May. His assessment is that she will not return to her residential · 
home and that he is transferring her to Gosport "with a view to 
considering .continuing care·. By this he probably means an 
assessment as to whether this lady is dying or will improve enough 
to be discharged into a nursing home, or perhaps to simply remain 
in an NHS continuing care bed until she does die. However, lhis is · 
not spelt out in the letter or the notes. 

2.9. The medical notes make very little further comment on her clillical 
condition at the Queen Alexander Hospital, however, the nursing 
notes· on the 2"d June comment she is very demanding overnight, 
shouting out continuously, suggesting that she is acutely delirious 
again and that she is so breathless that she has to si.t up all night 
on the night of the 2"a June. I believe this lady is now physically 
deteriorating, but it is impossible to tell if this is progression of heart 
failure, a pulmonary embolus, or chest infection on top of her other 
problems. I have little doubt that she was entering a terminal 
phase of her illness. 

2.1 0. On the 3rd June she is transferred to Gosport War Memorial 
hospital where she is noted to have a buttock bedsore (22). The 
recorded medical assessment is brief but does include an 
examination, which although it notes that she has a tachycardia 
and is very breathless, fails to give an overall impression of her 
status and whether this is acute, chronic or acute on chronic, and 



(. 

fails to record her pulse and blood pressure. A thorough qbjedive 
assessment of this lady's clinical status is not possible from the 
notes that are made on admission, and would appear to be below 
an acceptable standard of good medical practice. 

2.11. lt seems likely though that the doctor recognises that this lady was 
seriously ill as the only comment under the examination is •needs 
palliative care if necessary". There is no record in the notes of this 
being discussed at this stage with the nurses or the family. 

2.12. The drug chart is written up with all the usual medication from 
Queen Alexander Hospital and this is given on both the 3'11 and 4111 

June. 

2:13. Diamorphine with Midazolam.and-Hyoscin~ ;;Jf~.wry,:tfi:[l up PRNon 
admission. The Midazolam is usually used for tenninal 
restlessness and is widely used subcutaneously in doses from5-
80 mgs per 24 hours for this purpose. 20 mgs is witnin current 
guidance but at the top end for elderly patients. Elderty patients 
usually need a dose of between 5- 20 mgs per 24 hours. 

2.14. Diamorphine is compatible with Midazolam and can be mixed in the 
same syringe driver. lt can be difficult to predict exactly the starting 
dose of Diamorphine to give in a syringe driver but many would 
give between 5 - 15 mgs of Oiamorphine in the first 24 hours, in 
this case the 20 mgs is at the upper limit 

2_15. Mrs Service becomes extremely restless and agitated on the night 
of 4th June (probably similar to the previous night at the Queen 
Alexander hospital). Midazolam is now started via a syringe driver 
at 20 mgs. The restlessness is·probably being caused by her 
severe breathlessness and heart disease and Diamorphine a! this 
stage might well have been the drug of choice, but it is difficutt to , 
criticise the use of Midazolam. 

2.16. She continues to deteriorate over night and the Midazolam is now 
replaced with Oiamo,.Phine 20 mgs a day and Midazolam 40 rngs. 
Slie then deteriorates further and dies 15 hours later. 

2.17. There is no evidence in the notes that any other medical 
assessment was done prior to the starting of the Diamorphine and 
Midazo/am in the syringe driver, nor is there any evidence at all 
that at any time after her admission to Gosport was further advice 
obtained from the consultant who was presumably responsible for 
this patient's care. lt is not clear from the notes if the locum 
consultant (Dr Ashbal) was responsible for the patient's care once 
they had transferred to Go sport Hospital and it would have been 
good medical practice for the doctor at Gosport to have sought 
further advice from their consultant when a patient was transferred, 
apparently so seriously ill, and immediate palliative care was being 
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considered. 

2.18. lt is also possible to criticise the care at Queen Alexander. All\() 
often when a patient is not obviously going home and a bed 
elsewhere has been found, the pressure is to move the patientat 
the first opportunity, even when it may not be in their best interest. 
lt seems likely to me that her condition was deteriorating in the 
Queen Alexander Hospital and the stress of an ambulance transfer 
would not have helped this lady's care. 

2.19. The cause of death in Mrs Service was multifactorial. In my view 
the dose of 20mg Diamorphine combined with the 40mg dose of 

· Midazolam was higher than necessary in this very elder1y and rail 
lady's terminal care and the medication may have slightly 
shortened life, .although this opinion does not.reach the standard of 
proof of ubeyond reasonable doubt•. However, I would have 
expected a difference of, at most, no more than a few hours to 
days, if a lower dose of either or both of the drugs had been used 
instead. 
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Helene service statements 12th June 2006 

1. 

2. 

3. 

4·. 

CONTENTS 

INSTRUCTIONS 

To examine and comment upon the witness statements in the 
case of Helena Service. In particular, if they raise issues that 
would impact upon any expert witness report prepared. 

DOCUMENTATION 

This report is based on the following document: 

2.1 Witness statements-to,the-hospital care-and death of 
· Helena Service provided to me by the Hampshire 

Constabulary (June 2006). In total19 statements. 

2.2 Report regarding Helena Service (BJC/72) Or D Black 6th 
November 2004. 

COMMENTS 

3.1 Comments on Witness Statement (2.1) 

3.1.1 I have read all the statements and would note that in 
paragraph 1.14 of my report, I state that Mrs Service was 
"continuously breathless". The nursing notes actually state 
"dyspnoeic on exertion" (298). However f interpret that as 
"continuously breathless" as Mrs Service was· immobile 
(Barthel 0-4) ~nd needed to be "n·ursed upright all night" 

CONCLUSION 

4.1 Having read all the documents above provided by 
Hampshire Constabulary, I would wish to above change to 
be noted. This does not change the overall conclusion of my 
expert report. 
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Summary of Conclusions 

Mrs Service was aged 99 years at the time of her death and had a long medical history with 
evidence of heart disease by 1989, and heart failure by 1995. The average survival of patients 
with this sort of heart failure is 2 years and hence Mrs Service's terminal decline in 1997 was 
not unexpected. Once the decision had been made that she was not for resuscitation, as it was 
in the Queen Alexandra Hospital in May 1997, then palliative care with increasing doses of 
Diamorphine and Midazolam was appropriate. These drugs were administered in accordance 
with cardiological practice in 1997. 

Instructions 

This repon has been prepared on the instructions of Dave Grocott, Detective Inspector, 
Operation Rochester, that is an investigation by the Hampshire Police Major Crime 
Investigation Team in to the deaths of a number of elderly patients at Gosport War Memorial 
Hospita~ (GWMH). 

• •-• • '. , 0 j ;,; .. ~ .... •, 4 I .; -~' _.. .... -, ., .. 

2.2 

( .• 3.0 

The questions posed by D I Grocott are _as follows: 

Issues 

c.• 

3.1 

4.0 

4.1 

' . 
The essential issue in this case is whether the death of Mrs Service was accelerated by the 
treatment that she received at GWMH, and in· particular the administration of DiamorJ)hine 
subcutaneously by a syringe driver. 

Brief Curriculum Vitae 

Code A 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- • 

5.0 Documentation 

5.1 This report has been prepared from copies of the medical records (BJC/72) including those 
from the RNH Haslar relating to her admissions in 1989 and 1992, and those from Queen 
Alexandra Hospital, St Mary's Hospital, Willow Cottage Residential Care Home, and GWMH. 
'The last are crucial to this investigation and have been identified for me by DI Dave Grocott . 
. The handwriting also is not always easy to read. However, page 164 of 401 dated the 3rd June-
1997, entitled."transfer to Dryad Ward'? refers to Or Jane Barton's notes. Pages 37 and 38 of 
401 can be more reliably identified because page 37 has at the top "Hospital- GWM, Ward
Dryad". The nursil)g r(!cords cannot be attributed to GWMH since the heading reads 
"Portsmouth Healthcare NHS Trust". I am however reliably informed that pages 22 and 23 
dated the 51

h June 1997 relate to GWMH. In addition to the foregoing documentation, I have 
also seen the statement of Dr Jane Barton dated ? 271

h October 200s· which helpfully describes 
the standard of care available in GWMH in 1997. 
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6.0 Summary of Medical History 

6.1 Mrs Service ha·d a long medical history including a partial gastrectomy and cholecystectomy in 
1981, and left cataract surgery in the same year. She suffered a stroke (left hemiparesis) 
necessitating admission to hospital between the 29tn October and the 27th November 1984; in 
1988 she suffered polymyalgia rheumatica and following treatment with P!ednisolone 
developed diabetes mellitus which was considered to be iatrogenic; on the 151

h August 1989 
she suffered a fall with multiple rib fractures on the left side, for the first time her heart was 
mentioned- she had developed an abnormal rhythm (atrial fibrillation) and her heart was noted 
to be enlarged on the chest X-Ray; on the l3lh November 1992 she wasagain admitted to 
hospital with a chest infection; she was again admitted on the 29th December 1992 with a left 
sided weakness and kept in hospital until the 81

h January 1993. 
. . 

6.2 On the 131
h January 1995 Dr Althea Lord describes her domiciliary visit.and her findings of 

· ·' .. -., · ..... , .... ·shortness ofbreath and heart failure. Mrs Service was therefore admitted to hospital for more 
intensive medical treatment which appeared to be successful. . .. · ' · ... · · 

• 6.3 By January 1996 Mrs Service had developed gout with painful swollen wrists. By that stage 
she was described as being profoundly deaf; by May 1997 Mrs Service had ·deteriorated 
physically with a recurrence of her heart failure, urinary infection, chest infection and a 
physical state that was such that the senior registrar felt that in the event of a cardiac arrest Mrs 
Service should not be resuscitated. She improved to some degree but was not sufficiently 
independent to go back to Willow Cottage. She was therefore transferred to Dryad ward 
GWMH. 

6.4 . On admission to GWMH Mrs Service was seen by Dr Jane Barton. Her clinical note (page 164 
of 40 I) and typed version (paragraph 20 of her statement) indicate that Mrs Service was not 
expected to live long. This was phrased as "needs palliative care if necessary. I am happy for 
nursing staff to confirm de.ath". · 

6.5 The nursing records from the 3rd June 1997 describe her condition and at 02:00 state "failed to, 
settle - very restless and agitated. Midazolam 20mg given via syringe driver over 24 hours. 
On the 4th June 1997 the ,entry reads "condition appears to have deteriprated overnight -
remains restless. Seen by Or Barton. Driver exchange with Diamorphine 20mg Midazolam 

· 40mg·at 09:20 at a rate of 50mls per hour. Rang Mr Tipping (nephew) to inform him of poorly 
condition", and on the 5th June 1997 "04:00 hours condition continued to deteriorate and died 
very peacefully at 03:45 hours. Nephew informed". 

6.6 The prescription charts (pages 37 and 38 of 401) relate to the 3rd June 1997 and include 
Diamorphine 5 - 1 Omg IM under once only prescription and Diamorphine 20 - 1 OOmg SC 
over 24 hours. This was administered starting on the 41h June 1997 at 09:20 hours as in the 
nursing records. M1dazolam 20mg was also -prescribed and given as was Bumetam]de, 
Lisinopril, Allopurinol, Lanoxin, -Aspirin, and Midazolam, but not the Hyoscine. This is in 
accordance with the Witness Statement ofDr Barton. 

6. 7 There is no record of a post mortem examination nor of any toxicology analysis. I have not 
seen a copy of the death certificate. · 
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7.0 (1) Was Mrs Service's treatment for her congestive cardiac failure appropriate for 1997? 

Yes. 

(2) Given that despite her existing anti-failure therapy she remained breathless, and heart 
sounds revealed a gallop, what would have been considered reasonable treatment options 
(taking into account her age, circumstances, biochemistry etc.) in 1997. 

Palliative Care 

(3) Would up loads have a role for the relief of breathlessness due to chronic heart failure in 
1997? 

Yes. 

(4) I opio~ds did h?ve a_xol~. for th~. reli~.f of.bf~~~~.essness due to c~onic hea~ failure in 
1997, m what circumstances would they be used, m what dose arid by what route? 

{ • When the decision had been taken curative treatment was no longer possible and by any 
parenteral route for example 2.5mg IM or IV, and 20mg SC initially. But tolerance 
would have developed and bigger doses would have been required. 

e., e 

(5) What is your opinion of Mrs Service's likely prognosis from her heart failure point of 
view? 

Her heart failure was terminal i.e., a few days. 

(6) What is your view on the prescription of Diamorphi":e s·- 1 Omg IM pm for congestive 
cardiac failure? 

Appropriate. 

(7) What is your view on the prescription for Diamorphine 20 - 1 OOmg SC/24h together with 
Midazolam 20 - 80mg SC/24h by syringe driver pm, in case she 'deteriorated and 
developed pulmonary oedema'? 

Appropriate. 

(8) What is your view on the subsequent administration of Diamorphine 20mg SC/24h and 
Midazoiam 40mg/24h in order to 'reduce the pulmonary oedema and the distress and 
agitation from the drowning sensation of the pulmonary oedema'? 

Appropriate and desirable. 

8.0 Opinion 

8.1 Mrs Service suffered from heart failure which was well advanced in 1997 and tennin~d by June 
of that year. She was receiving appropriate treatment" to correct this including the diuretic 
Burnetamide to alleviate the congestion, Lisinopril which is one of the angiotensin converting 
enzyme inhibitor drugs which has been shown both to improve survival and alleviate 
symptoms in heart failure, and also Digoxin (Lanoxin) which improves the strength of cardiac 
contraction and slows the heart rate in atrial fibrillation such that symptoms are improved. · 
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Her other drugs including Allopurinol to counter the gouty tendency, and Aspirin to reduce 
_ blood stickiness and prevent vascular complications. 

8.2 Mrs Service remained unwell despite the corrective treatment outlined above. Opiates, notably 
Diamorphine, are standard drugs for the alleviation of shortness of breath and distress 
associated with pulmonary oedema, and are particularly helpfu~ at night. The administration of 
Diarnorphine has been standard practice for myself and other cardiologists for many decades 
and remains so. Intramuscular and subcutaneous administration is usual. 

8.3 Mrs Service's· prognosis was hopeless. The administration of Diamorphine .5 - lOmg IM 
would have been entirely appropriate and the prescription for. Diamorphine 20 - 1 OOmg SC/24 · 
hours together with Midazolam is reasonable given the circumstances of the practice described 
by Or Barton in her statement. There would have been a clear, if unwritten, understanding that 
the nurses should start with the smaller dose, namely 20mg which, given the erratic absorption 
of subcutaneous drugs, would amount to less than a milligram per hour. All opiates induce 
tolerance and with the passage of time the dose has to be increased. Hence the·nurses would 
have been able to implement this without further reference to Dr Barton. · This· practice is in~ 
keeping with the recommendations in the British National Formulary (Volume 48 September 
2004 page 225) which reads as follows: "chronic pain, by mouth. or by subcutaneous or 
intramuscular injection, 5 - lOmg regularly every four hours"; and in the section entitled· 
"Prescribing in Palliative Care'' .... "Diamorphine can be given by subcutaneous infusion in a 
stre11gth of up to 250mg.per ml". 

9.0 Experts' Declaration 

1. I understand that my overriding duty is to the court, both in preparing reports and in giving oral 
evidence. I have ~complied. and will continue to comply with that duty. · 

2. I have set out in my report what I understand from those instructing me to be the questions in 
respect of which my opinio~ a·s an expert is required. 

3. I have done my best, in preparing this report, to be accurate and complete. I have mentioned. 
all matters which I regard as relevant to the opinions I have expressed. All of the matters on 
which I have expressed an opinion lie within my field of expertise. 

• 4. I have drawn to the attention of the court all matters, of which I am aware, which might 
adversely affect my opinion. 

5. Wherever I have no personal knowledge, I have indicated the source of factual information. 

6. I have not included anything in this· report which has been suggested to me by anyone, 
including the lawyers instructing me, without forming my own independent view of the matter. 

· 7. Where, in my view, there is a range of reasonable opinion, I have indicated the extent of that 
range in the report . 

. 8. At the time of signing the report I consider it to be complete and accurate. I will notify those 
instructing me if, for any reason, I subsequently consider that the report requires any correction 
or qualification. 

9. I understand that this report will be the evidence that I will give under .oath, subject to any 
correction or qualification· I may make before swearing to its veracity .. 

' .. 



GMC1 00096-0195 

I 0. l have attached to this report a statement setting out the substance of all facts and instructions , 
given to me which are material to the opinions expressed in this report or upon which those 
opinions are based. . 

ll. STATEMENT OF TRUTH· 

I confiim that insofar as the facts stated in· my report are within my own knowledge I have made clear 
which they are and I believe them to be true, and the opinions I have expressed represent my true and 
complete professional opinion. 

• .,., r ......... , .• 
S

. r···-·-·-·-·-··c·o·cie···-A·-·-·-·-·-·-·-~ 
lgnature:J ............................................................................ ..!-1 _____ _ 

a6 · Date: -S · ~ -------------------
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1. SUMMARY OF CONCLUSIONS 

Mrs Helena Service was a 99 year old woman who was admitted to the 

Queen Alexandra Hospital on the 17th Ma:y 1997, confused and 

disorientated most likely as a result of .a chest infection ± a fast irregular 

pulse (atrial fibrillation) precipitating a worsening of her cardiac failur~. Mrs 

Service was appropriately assessed, investigated and managed and her 

~onditi~_n improved relatively quickly; she was more alert, her heart rate 

was controlled and her renal function improved. She remained confused at 

times and noisy at night. On the_ 26th May it is likely that Mrs Service h_ad a 

further cerebroyascular accident (a stroke) affecting the left side of her 

body, particularly the left arm and hand and she became more dependent 

on the nursing staff to transfer her. A_s a result, she was unable to return to 

Uie rest home and she was referred to the geriatricians. Mrs Service wa$ 

seen by Or Ashbal who agreed to take her to Gosport War Memorial 

Hospital for assessment with regards to continuing care. Mrs Service's 

· behaviour remained challenging at times, particularly at night However, 

apart from the regular use of thioridazine as a night time sedative, Mrs 

Service's behaviour was managed by the nursing staff using non-drug 

means. On the day of her transfer to Dryad Ward, Mrs Service was seen 

by consultant physician Or Miller, and was noted to be 'well'. There are no 

concerns regarding the care proffered to Mrs Service at the Queen 

Alexander HospitaL 

On Dryad Ward,- there was an_ inadequate assessment of Mrs Service's 

current symptom~ and cardiovascular status. Mrs Service's medication 

was mostly continued unchanged except the thioridazine was omitted. She 
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was prescribed diamorphine 20-10Dmg SC/24h, hyoscine (hydrobriomide) 

20G-800microgram/24h and midazolam 20-80mg SC/24h all p.r.n. (as 

required). Diamorphine 5-10mg IM was prescribed as a stat dose, but not 

apparently given. There is inadequate justification documented in the notes 

for the prescription of these drugs in these doses. Midazolam 20mg 

SC/24h was commenced on the first night Mrs Service spent on Dryad 

Ward because she 'failed to settle'. ~rs __ Service was however, elderly, very 

deaf, confused/prone to confusion, had been moved to unfamiliar 

surrouf1dings with unfamiliar staff and her usual night sedative. had been 

omitted. Thus, there were many reasons why Mrs Service could have been 

restless on her first night on Dryad Ward. The following day, there was no. 

documented assessment of Mrs Service's condition, but the midazolam 

was increased to 40mg SC/24h and diamorphine 20mg SC/24h added to 

the syringe driver. The increase in midazola,m appeared to be in response 

to Mrs Service:s persistent restlessness. There is no justification in the 

notes as to why the diamorphine was considered necessary but in her 

statement Dr Barton reports that in her view Mrs Service was terminally ill 

with heart-failure'. However, blood tests were taken from Mrs Service on 

the same day and these_ would not be indicated in patients who were 

imminently.dying and the fact that they were carried out suggests that doubt 

existed. 

The blood test result confirmed that Mrs Service had renal impairment and 

a low potassium, possibly due to her medication and/or an inadequate fluid 

intake. These could have contributed to worsening confusion and were 

potentially reversible . with appropriate treatment. There is no 

Page 4 of 42 



• 

--( 

GMC1 00096-0201 

Dr A.Wilcock Helena Service (BJC/72) June 19h 2006 

2. 

documentation relating to these results and why it was not considered 

appropriate to act on them. 

If it were that Mrs Service was not actively dying, as the notes on her 

transfer to Dryad Ward suggest, then the failure to rehydrate her, together 

with the use of midazolam and diamorphine could have contributed more 

than minimally, negligibly or trivially to her death. If it were considered that 

Mrs Service was actively dying,. then it would have been reasonable not to 

have rehydrated her and the use of diamorphine and midazolam could be 

justified. However, ·in my opinion, the starting dose of diamorphine was 

likely to be excessive to- her requirements and access to smaller doses of 

. diamorphine (and midazolam) p.r.n. would have been a more appropriate 

way of initially addressing Mrs Service's symptoms, identifying her dose 

requirements and justifying the neeq for regular dosing and subsequent 

dose titration. Given that elderly, frail patients with significant medical_ 

morbidity can deteriorate with little or sometimes no warning, it could be 

argued that it is difficult to distinguish with complete confidence which of the 

above scenarios was most likely for Mrs Service. 

INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 

afforded to the patient in the days leading up to her death against the 

acceptable standard of the day. Where appropriate, if the care is felt to be 

suboptimal, comment upon the_ extent to which it may or may not disclose 

criminally culpable actions.on the part of individuals or groups. 
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3. ISSUES 

3.1 Was the standard of care afforded to this patient in the day.s leading 

up to her death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what tr~atment should normally 

have been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

4. BRIEF CURRICULUM VITAE 

Code A 
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-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Code A 

5. DOCUMENTATrON 

. This Report is based on the following documents: 

[1] Full paper set of medical records of Helena Se/Vice, including the 
\'. 

medical certificate of cause of death. 

[2) Full set of medical records of Helena Se/Vice on CD-ROM. Note. The 

page numbering· on the CD~ROM does not correspond to the page 

numbering on the paper set, .e.g. page 155 of 380 on CD-ROM = page 

164 of 401 in paper notes. 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for 

Medical Experts. 
. . 

[5] Hampshire Constabulary Summary of Care of Helena Service. 

[6] Palliative Care Handbook Guidelines on Clinical Management, Third 
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Edition, Salisbury Palliative Care Services (1995); also referred to as 

the 'Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration of Medicines by Nursing Staff Policy 

(January 1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Managem!3nt_of Pain (May ?901 ). _. 

iv) Compendium of Drug Therapy Guidelines, Adult Patients (1998). 

v) Draft Protocol for Prescription Administration of Diamorphine by 

Subcutaneous Infusion, Medica/ Director (December 1999). 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

JB] General Medical Council, Good Medical epr_actice (October 1995). 

[9] British National Formulary (BNF). Section on Prescribing in Terminal 

Care (March 1997). 

[1 0] British National Formulary (BNF). Section on Prescribing in the 

Elderly (March 1997). 

[11] Statement of Or Jane. Barton as provided to me by Hampshire 

Constabulary (undated). 

[12] Statement of Or Jane Barton RE: Helena Service, 27th October 

2005. 

[13] Draft Report regarding Statement of Dr Jane Barton RE: Helena 

Service (BJC/72), Or A Wilcock, 2nd- February 2006. 

[14] braft overview of Helena Service (BJC/72), Dr A Wilcock, 12th 

November 2005. 
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[15] Report regarding Helena Service, Or M C Petch, February 2006. 

6. CHRONOLOGY/CASE ABSTRACT 

Events at Queen Alexander Hospital, May 17th-June 3rd 1997 

Mrs Helena Service, a 99 year old woman who lived in a rest home, was 

admi~~d to Queen Alexander Hospital on the 17th May 1997. at 14.00h. A 

junior doctor (House Officer) clerked rv,rs Service and noted that she was 

very deaf, confused, disorientated and unable to carry out a mini-mental 

test. Because it was impossible to obtain a history frpm Mrs Service, this 

was taken from the General Practitioner's referral letter. This noted that she 

had recently developed a urinary tract infection, initially responding to 

antibiotics but was now short of breath, confused, disorientated and that the 

rest home were unable to cope (pages 51 and 155 of 401 ). A past history 

of gout, non-insulin dependent diabetes mellitus (NIDDM} and congestive 

cardiac failure (CCF) was also noted. 

Review of the recent rest home (Willow Cottage) notes revealed that 

Mrs Service had been pres~ribed thioridazine at night to help her to 

sleep on the 21st April 1997; paracetamol on the 1st May 1997 for pain 

in her back due to osteoporosis; antibiotics on the 6th May 1997 for a 

chest infection and stronger pain killers for her back pain (no details 

given); her lisinopril dose was increased on 12th May 1997 because of 

heart- failure; she was noted to be very restless on the 14th May 1997 

and had developed a bed sore; on the 17th May 1997 she was 

described ·as poorly and admitted to hospit~l (pages 282 and 283 ·of · 

401). 
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Review of the notes also reveals that: in 1981 she underwent a 

cholecystectomy (page 374 of 401) and gasterectomy for gastric ulcers 

(page 233, 243, 244 and 252 of 401 ); in October 1984 suffered a 

cerebrovascular accident (a 'stroke') affecting especially her left hand and 

wrist. She recovered well but residual weakness· remained (pages 222 and 

225 of 401 ); her heart failure was long standing - a chest x-ray in 1984 

revealed that her-heart was enlarged.(pages 86, 87,_229 of 401); in 1988 

had pofymyalgia rheumatica, treated with · steroids that precipitated her 

diabetes mellitus (pages 79 and 341 of 401 ); in August 1989 she fell and 

fractured her ribs, a chest X-ray again revealing signs of heart failure (page 

35 of 1 05); in 1990 had a cataract removed (page 329 of 401 ); in 1992 was 

admitted with a chest infection, diarrhoea and vomiting and found to be in 

atrial fibrillation, later that year she. had a further stroke with good 

improvement (page 70 of 401}; in January 1995 heart failure .was a 

problem, she was peripherally cyanosed and short of breath on exertion, · 

had an elevated jugular venous pressure, a heart murmur of mitral 

regurgitation and oedema to her thighs. She was admitted to commence an 

ACE inhibitor treatment for heart failure (going home on lisinopril Smg at 

night), her digoxin was also discontinued (pages 58, 59, 68, 69, 144, 146 

and 325 of 401 ); in January 1996 she was admitted for gout affecting her 

wrist. History was unavailable on admission because her hearing aid 

wa~n't working and she was profoundly deaf. Her urea was 17.6mmoi/L 

(normal 3-7.6mmoVL), creatinine 167micromoi/L (45-90micromoi/L) and 

uric acid 0.45mmoi/L (0.13-0.36mmoi/L) (page 177 of 401) and she was 

treated with IV antibiotics and fluids. Her Barthel score was 3 on admission 

Page 10 of 42 



• ( 

GMC1 00096-0207 

Dr A.Wilcock Helena Service (BJ072) June 19h 2006 

and 6 on discharge, she was slightly breathless on exertion, occasionally 

woke at night and. was prescribed temazepam 1 Omg p. r. n. (pages 11, 13 

and 260 of 401). 

Mrs Service's current medication consisted of lisinopril 2.5mg twice a 

day, bumetanide 1 mg once a day (both for heart failure), aspirin 75mg 

once a day (to thin the blood), allopurinol 100mg once a day (for gout) 

and thioridazine 25mg at night as required 'p.r.n.' (a~. a!ltip~ychotic 

sedative) (pages 52 and 155 of 401). During the examination Mrs 

Service vomited. She was alert but disorientated, confused and 

dehydrated (+++). Other main findings were an irregular pulse (due to 

atrial fibrillation), crackles in her chest (suggestive of either excess fluid 

or infection) and mild. swelling of her ankles. She was unable to 

cooperate with a neurological examination. The initial impression was 

that Mrs Service was deaf with increasing confusion possibly due to a 

urinary tract ± chest infection. She also had atrial fibrillation (page 156 of 

401) . 

' 
A number of investigations were carried out including blood tests, blood, 

urine and sputum cultures (to look .tor infection), blood gases, chest and 

abdominal x-rays and an electrocardiogram (ECG) (page 157 of 401 ). 

Th~se tests. confirmed that Mrs Service was dehydrated (s?dium of 

149mmoi/L (normal range 135-146mmoi/L), urea of 14.4mmoi/L (normal 

range 3-7.6mmoi/L) and creatinine 151micromoi/L (normal range 45-

90micromoi/L) (pages 157 and 172 of 401 }); had a low level of oxygen in 

her blood stream (Pa02 6.7kPa, normal 11.3-12.6kPa; oxygen saturation 

88.5%, normal 95-98%) (page 173 of'401); had patchy shadowing on her 
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chest x-ray, was constip-ated and confirmed to be in uncontrolled atrial 

fibrillation at a rate of 135 beats per minute (pages 157, 175 of 401). Her 

full blood count was normal (page 192 of 401 ). 

The .initial treatment plan consisted of intravenous fluid and encouraging 

oral fluid intake, intravenous antibiotics (c~furoxime), oxygen and digoxin to 

slow the rate of the atrial fibrillation (page 270 of 401). Mrs Service's 

oxygen -saturation was to .be monitored, her general observations recorded· 

every 4h and blood sugars checked twice a day {page 157 of 401). 

Her other medication was continued unchanged. (pages 270, 273 of 401 ). 

Mrs Service took thioridazine 25mg on the· 24th, 25th, 26th, 27th, 28th, 

30th, 31st of May and the 1st and 2nd June, generally between 22-23.00h 

(page 273 of 401 ). She was also prescribed paracetamol 1 g p.r.n. but 

received only once dose at 08.25h on the 25th May (page 273 ~t 401 ). 

That evening she was reviewed by a more experienced doctor (senior 

registrar) who considered that the chest x-r~y and crackles were suggestive 

' of left ventricular failure. This is a failure of the left side of the heart to pump 

properly, causing a build up of pressure in the veins in the lungs which in 

turn aUows fluid to collect on the lungs (pulmonary oedema) .. The· senior 

doctor did not think Mrs Service appropriate for more intensive therapies 

nor cardiopulmonary resuscitation and agreed with the treatment plan 

outlined above (page 158 of 401 ). The nursing care plan noted that Mrs 

SeJVice was very confused and this continued into the night (page 295 of 

401). The nursing notes r~cord that she was breathless (page 297 of 401). 

Subsequent entries on the 21 st-23rd, 25-26th, 28th M.ay-2nd June note 
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that Mrs Service was breathless on exertion but do not record that she was 

breathless at rest (page 297 and 298 of 401 ). 

On the 18th February 1997, Mrs Service was reviewed by the consultant, Or 

Miller, and it was noted that she was more alert, her pulse rate had slowed 

to 80 beats per minute, blood pressure 125/80 and her chest was clear 

(page 158 of 401 ). The nursing care. plan recorded that Mrs Service 

seemed less confused, with confusion only apparent when 'patient was 
• -. O -• 0 0 ~ l ~ • • ... ~T -

unable to hear what is being said to her.' The night entry recorded 'remains 

confused, slept for periods' (page 295 of 401). 

On the 19th May she was noteq to be 'very deaf! But much better, sitting in 

a chair and talking++'. Blood tests revealed an improvement in her 

hydration state; sodium 146mmoi/L, urea 7.9mmoi/L and creatinine 

1 t4micromoi/L (page 159 of 401 ). Full blood count revealed a slightly 

elevated white blood count 11.2x1 09/L (neutrophils 8.2x1 09/L) (page 189 of 

401 ). The plan was to discontinue the intravenous fluids when oral intake 

adequate and change to oral antibiotics and to repeat her blood tests 

(pages 158 ·and 272 of 401 ). The nursing notes record that she remained 

'contused at times but at times very lucid' and at night 'remains confused' 

(page 295 of 401). 

On the 20th May 1997 she was. noted to be sleeping in the chair with 

some shortness of breath at rest. She remained apyrexial with a blood 

pressure of 120/80 and pulse rate of 88. Examination revealed her to 

be in atrial fibrillation and slightly dry. Nursing notes recorded· 'sle,epy 

and confused after an active night; slept most of the afternoon despite 
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numerous attempts to remain awake by staff; drowsy early evening and 

slept most of the night' (page 295 of 401 ). 

Full blood count on the 21st May 1997 revealed a persistently raised white 
' 

blood cell count 13.3x1 09/L {neutrophils 1 0.1x109/L) (page 193 of 401 ). 

Nursing notes recorded 'asleep much of morning but lucid when awake; 

some confusion pm. Drowsy night time, remains confused, slept for" short . 

. _ _. .P~fi9d_s __ 90!Y,.(8ag~_?95 of 401 ). 

On the 22nd May she was noted to be apyrexial, to have a pulse rate of 80, 

blood pressure 120/80 and a few crackles at the bases of her lungs. The 

plan was to push·more fluids, continue antibiotics until tomorrow and aim for 

home (pages 159 and 160 of 401 ). The nursing notes recorded 'lucid and 

very demanding this am. Bowels open++; night time remains confused' 

(page 295 of 401 ). 

On the 23rd May 1997 she was apyrexial, comfortable at rest with a blood 

pressure of ·120/70 and pulse of 88. Thyroid function tests were normal 

(page 170 of 401 ). The plan was to continue intravenous fluids until oral 

intake improved, to check her digoxin level (1.8mmoVL, normal 0.9-

2.6mmoi/L; page 167 of 401) and plan for home the following week (page 

160 of 401 ). The IV cannula was pulled out, but as she was drinking well 

the IV fluids were not resumed (page 302 of 401). Nursing notes recorded 

'no change. Night time: remains noisy at times' (page 295 of 401). 

On the 24th May 1997 the nursing notes recorded 'remains confused at 

times' (page 295 of 401). 

On the 25th May 1997, her biochemistry revealed continued improvement; 

sodium, potassium, urea were normal and creatinine 111 micromoVL 
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(normal 45-90micromoJJL)(page 166 of 401). Nursing notes report that she 

was confused at times and noisy at night (page 295 of 401 ). 

On the 26th May 1997 she was seen by the on-call doctor at the nurses 

request who noticed that Mrs Se!Vice was not weight bearing and her left 

hand was weak. Mrs Service herself was unaware of any problem with her 

left hand. On examination she appeared to be using her left arm less and 

although more floppy was able to move_ it: ... TbE?, -~~rE!r;t~!~ .. _?! !~e_ .. mu~cles 

were reduced and the reflexes were increased in the left arm and it was 

considered that she may have had a cerebrovascular accident (a 'stroke') or 

a transient ischemic attack (a 'stroke' that resolves quickly and completely) 

(pages 160 and 161 of 401). The nursing notes reported that she remained 

confused at times. There were problems with the hearing aid and the 

battery was changed and the ear piece cleaned that improved Mrs Service's . . 

ability to hear (page 299 of 401 ). That night the nursing notes recorded 

'when hearing aid is in place understands the question and answers 

appropriately. Quiet most of the night, only" asking a couple of times to be 

sat up' (page 296 of 401). 

When reviewed· on the 27th May it was noted that her left arm was weak 

and· she was referred to Social Services (page 161 of 401 ). To return to the 

rest home, Mrs Service needed to be able to transfer with only one nurse, 

- but ·she required the help of two (pages 266 and 267 of 401 ). Nursing notes 

record no problems with confusion in the day or overnight (page 296 of 

401). 

On the 28th May 1997 it was noted that her Barthel score was 4 and she 

was referred to the geriatricians for continuing care, the referral note 
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recording that Mrs Service had presented with left ventricular failure that 

had improved and that her 'Humphrey' hearing aid was needed to speak to 

her (page 162 of 401 ). The nursing notes reported that she was 'very 

demanding ... wanting to get in/out of bed. Confusion due to hearing 

problems. Less confused overnight' (page 296 of 401). 

On the 29th May 1997 she was seen by a locum consultant geriatrician, Dr 

. --~· .... ,, ... , .Ashbqt(p~g~.,162 of 401 ). The letter summarising his review ~f_ Mrs ?ervice 

reads 'thank you very much for asking me to see this delightful lady, whom I 

saw on the ward today. She has longstanding cardiac failure and was 

admitted again because of breathlessness and general deterioration .. She 

was found to be in heart failure. She is deaf- and uses a deaf aid. Although 

clinically she is better, she is still in a degree of heart failure. She is 

norm~lly in a rest home, but I doubt whether they 9,an mant3:ge her .. I will put 

her' on the list for Gosport War Memorial Hospital for assessment, with a 

view to considering continuing care' (page 39 of 401 ). The nursing notes 

recorded 'remains very demanding today. At night: no change, remains 

quite noisy at times' (page 296 of 401). 

Entries in the medical notes for the 30th May and 2nd June 1997 noted that 

she was well and her condition unchanged. Over this time the nursing 

notes record 'not confused but is quite agitated at times. At night less 

confused (30th May); less confused, noisy at times; slept well, less noisy 

(31st May); no 'signs of confusion but very demanding at times during the 
' 

day and night (1st June); no signs of confusion. Very demanding overnight, 

shouted out constantly' (2nd June) ·(page 2~6 of 401). 
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On the 3rd June 1997 she was seen by Or Miller, noted to be well and due 

to transfer to Gosport that day (page 163 of 401 ). The nursing transfer 

letter from F1 ward to Dryad Ward summarised that Mrs Service had been 

admitted with atrial fibrillation an·d confusion, a chest- infection and had 

received IV fluids, IV antibiotics, oxygen the.rapy and digoxin; that she was 

very deaf (wears hearing aid in right ear, known as Humphrey (this was now 

working well, page 300 of 401 )), required all care with eating and drinking 
••• ..,.. ~--:r"""'"~.:----:."'"" "•?-; ~ ... ~--·;-·-~- .. 

and took two people to transfer (page 303 of 401 ). Treatment was listed as 

thioridazine 25mg at night •. lisinopril 2.5mg twice a day, bumetamide 1 mg 

once a day, aspirin 75mg once a day, allopuri.nol 190mg at night and 

digoxin 125microgram once a day (page 263 of 401 ). The medical 

discharge summary from F1 noted that Mrs Service had been admitted 

because of shortness of breath and confusion, trJ?ated with intravenous 

fluids, cefuroxime, oxygen and digitalisation for pulmonary oedema 

secondary to left ventricular failure and dehydration. lt listed the medication 

as lisinopril, bumetamide, aspirin, allopurinol and digoxin but not the 

thioridazine (page 50 of 401). 

Events at Gosporl War Memorial Hospital, 3rd-5th June 1997 

·srd June 1997 

. The medical notes entry reads 'Transferred to Dryad Ward, recent 

admission 17th May 1991, confused, off legs, URTI (upper respiratory tract 

infection), NIDDM, CCF (congestive cardiac failure), gout, came from a rest 

home. On examination slightly breathless plethoric lady, heart sou.nds 1 

and 2 + gallop, bases clear, ankles -/;/(meaning ·not clarified by Dr Barton, 
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but possibly indicates no swelling (oedema)), needs palliative care if 

necessary. I am happy for nursing staff to confirm death' (page 164 of 401 ). 

The nursing summary notes recorded 'admitted today from F1 ward OA: 

Helena is a very pleasant lady. She has a normal diet but needs assistance 

at meal times. She has faecal incontinence. Her buttocks are very red and 

sore and the skin is broken. Her skin is quite dry. She has 2 superficial 
' . 

·· ···· ·· ·;···~··· · ,grazes .. on her spine. Skin on·_lower arms is discoloure~d. 1-jelena· uses a 

e 
( 

Humphrey hearing aid which has a microphone. She is able to respond to 

questions. Helena is a non-insulin dependent diabetic, has congestive 

cardiac failure, suffers from confusion, has upper respiratory infection also 

gout. Helena has had bowels open and passed urine since admission. 

First swabs of MRSA screening sent (which were negative, page 165 of 

· 401 ). Helena has not eaten supper this .. evening but has had a drink of 

water (page 22 of 401). Her Barthel score was 0 (page 24 of 401). 

The medication chart reveals she continued her bumetamide, lisinopril, 

qllopurinol, digoxin and aspirin as before. However, Mrs Service was not 

written up for thioridazine 25mg p.r.n. that she had been taking most nights 

(page 38 of 401). She was also prescribed diamorphine 2Q-1 OOmg SC/24h, 

hyoscine 200-800microgram SCf24h and midazolam 2Q-80mg SCf24h all 

p.r.n. (page 37 of 401 ). On the once only and pre-medication drugs section 

diamorphine 5-1 Omg IM was also prescribed, .but not apparently given 

(page 37 of 401 ). 

The nursing summary entry for the night of 3rd June 1997 records 'Spenco 

mattress in situ, nursed on alternate sides overnight. Zinc and castor ofl to 
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sore sacrum. Not passed urine. Oral fluids encouraged and taken fairly 

welt (page 36 of 401 ). Tongue dry and coated- mouth care given. 

4th June 1997 

The nursing notes at 02.00h record 'failed to settle - very restless and 

agitated, midazolam 20mg given by a syringe driver (started at 02.15h) over 

24 hours with some success' (pages 22, 23, 39.?11Q ~7 of 401 ). 

Nursing summary entry reads 'condition appears to have deteriorated 

overnight - remains restless. Seen by Or Barton. Driver recharged with 

diamorphine 20mg, midazolam 40mg at 09.20h ... Rang nephew to inform 
. . 

him of poorly condition' (pages 23 and 37 of 401 ). There· was no medical 

notes entry but. a blood test was undertaken. This revealed that Mrs 

. Service was dehydrated with sodium 156mmoi!L (normal range 135-

146mmoi/L), urea 13.2mmoi/L (3-7.6mmoi/L) and creatinine 126micromoi/L 

(45-90micromoi/L). There were low values of potassium 2.7mmoi/L (3.5--: 

Smmoi/L), albumi~ 29g/L (37-SOg/L) and calcium 1 .97mmoi/L (2.25-

2. 70mmoi/L) (pages 47 and 48 of 401 ). 

5th June 1997 

Nursing summary entry at 04.00h reads 'condition continued to deteriorate 

and died very peacefully at 03.45h. Nephew informed (pages 23 and 36 of 

401). 
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On Mrs Service's death certificate the cause of death was given as 1 a 
. . 

(disease or condition directly leading to death) congestive cardiac failure 

with an approximate interval between onset and death given as two days. 

7. · TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Syringe drivers, diamorphine, midazolam and hyoscine hydrobromide 

-. • ....... <" -A syringe driver is a small portable battery-driven pump used t~ deliver 

medication subcutaneously (SC) via a syringe, over 24h. Indications for its 

use include swallowing difficulties or a comatose patient. In the· United 

Kingdom, it is commonly _used in patients with cancer in their terminal phase 

in order to continue to deliver analgesic ·medication. Other medication 

required for the control other symptoms, e.g. delirium, nausea and vomiting 

can also be added to the pump. 

Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is· used in preference to morphine in 

syringe drivers as it is more soluble, allowing large doses to be given in very 

small volumes. lt is indicated for the relief of pain, breathlessness and 

cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF 33, March 1997). Others 

sometimes suggest dividing by 2 or 3 depending o~ circumstance (Wessex 

protocol). Hence, 60mg of morphine taken orally a day could equate to a 

daily dose of. 20 or 30mg of diamorphine se. lt is usual to prescribe 

additional doses for use 'as required' in case symptoms such as pain 

breakthrough. The dose . is usually 1/6th of the 24h dose. Hence for. 

someone receiving 30mg of diamorphine in a syringe driver over 24h, a 

Page 20 of 42 



• ( 

-( 

GMC1 00096-0217 

Dr A.Wilcock Helena Service (BJ072) June 19h 2006 

breakthrough dose would be Smg. One would expect it to have a 2-4h 

duration of effect, but the dose is often prescribed to be given hourly as 

required. As the active metabolites of morphine are excreted by the 

kidneys, caution is required in patients with impaired kidney function. · 

Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients with terminal agitation. Sedation 

can be defined as the .production of a.restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 

their terminal phase would generally aim to find a dose_ that improves the 

patients' symptoms rather than to render them unresponsive. In some 

patients however, symptoms will only be relieved with doses that make the 

patient unrespc:'nsive. A typical starting dose for an adult is 30mg a day. A 

smaller dose, particularly in the elderly, can suffice or sedate without 

drowsiness. The BNF (BN F 33, March 1 997) recommends 2G-1 ODmg se 

over 24h. The Wessex protocol suggests a range with the lowest dose of · 
' . 

5mg a day. The regular dose would then be titrated every 24h if the 

_sedative effect is inadequate. This is generally in the region of a 33-50% 

increase in total dose, but would be guided by the severity of the patients 

symptoms and the need for additional 'as required' doses. These are 

generally equivalent to 1/6th of the regular dose, e.g. for midazo/am 30ing 

in a syringe driver over 24h, the 'as required' dose would be Smg given as a 

stat se injection. The duration of effect is generally no more than 4h, and it 

may need to be given more frequently. As an active metabolite of 

Page21 of42 



• ( 

-. 
. ( 

GMC1 00096-0218 

Or A.Wilcock Helena Service (BJC/72) June 19h 2006 

midazolam is excreted by the kidneys, caution is required in patients with 

impaired kidney function. 

Hyoscine hydrobromide is an antimuscarinic drug most commonly given to 

reduce excessive saliva or retained secretions ('death rattle'). lt also has 

anti-emetic, antispasmodic (smooth muscle· colic) and sedative properties. 

Repeated administration can lead to cummulation and this can occasionally 

result paradoxically in an agitated delirium, highlighted in both in the_ BNF 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 60Q-

2400microgram se over 24h {BNF 33; March 1997) or 40Q-600microgram 

as a stat SC dose. The Wessex protocol gives a dose range of 40Q-

1200mlcrogram over 24h. 

The titration of the dose of analgesic or sedative medication is guided by 

the patients symptom control needs . .The number and total dose of p.r.n. 

doses needed over a 24h period are calculated and this guides the increase 

necessary in the regular dose of the drugs in the syringe driver in a way that 

is proportional to the patients needs. T_he ideal outcome is the relief of the 

symptoms all of the time with no need for additional p.r.n. do_ses. In 

practice, this can be difficult to achieve and the relief of the symptoms for 

the majority of the time along with the use of 1-2 'as required' doses over a. 

24h period is generally seen as acceptable. 

ii) The principle of double effect 

The principle of double effect states that: 
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'If measures taken to relieve physical or mental suffering cause the death of 

a patient, it is morally and ,legally acceptable provided the doctor's intention 

is to relieve the distress and not kill the patient.' 

This is C:i universal principle without which the practice of medicine would be 

impossible, given that every kind of treatment has an inherent risk. Many 

discussions on the principle of double effect have however, involved the use 

of morphine in the terminally ilL . This, gives a false impression that the use 

of morphine in this circumstance is a high risk . strategy. When correctly 

used (i.e. in a dose appropriate to a patient's need) morphine does not 

appear to shorten life or hasten the dying process in patients with cancer. 

Although a greater risk is acceptable in more extreme circumstances, it is 

obvious that effective measures which carry less risk· to li~e will normally be 

used. Thus,. in an extreme situation, although it may occasionally be 

necessary (and acceptable) to render a patient unconscious, it remains 

unacceptable (and unnecessary) to cause death deliberately. As a 

universal principle, it is also obvious that'the principle of double effect does 

not allow a doctor to relinquish their 'duty to provide care with a reaso~able 

amount of skill and care. . . 

8. OPINION 

Events at Queen Alexander Hospital, May 17th-June 3rd 1997 

Mrs Helena Service was a 99 year old woman who lived in a· rest home. lt 

is unclear from the recent rest home notes whether she was normally 

confused. However, communication was hampered by her profound 

deafness. Prior to her admission she .had received antibiotics on the 6th 
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May for a chest infection and her lisinopril dose increased on 12th May 

because of worsening heart failure. She was noted to be very restless on 

the 14th May and subsequently admitted on the 17th May. At this point she 

was confused, disorientated and unable to provide a history. Examination 

revealed her to be dehydrated and to have a fast irregular pulse due to 

uncontrolled atrial fibrillation. There were crackles in her chest and mild 

swelling of her ankles suggestive of cardiac failure. lt is likely ~hat t~e .chest 

infection ± the atrial fibrillation had precipitated a worsening of her cardiac 

failure. This caused fluid to collect on her lungs (pulmonary oedema) which 

interfered with her abflity to get enough oxygen into the blood stream 

(hypoxaemia}. Hypoxaemia ± an infection would be sufficient to cause 

confusion in an elderly patient. She developed renal impairment as a result 

of dehydration± heart failure .. However, with intravenous fluids, antibiotics, 

oxygen and digoxin (to slow the rate of the atrial fibrillation), Mrs Service's 

condition improved relatively quickly; she was more alert, her heart rate 

was controlled and her renal function improved. She remained confused at 

times and noisy at night. On the 26th May it is likely that she had a further 

cerebrovasc.ular accident (a stroke) affecting the left side of her body, 

particularly the left arm ahd hand (she had had at least two previous 

strokes affecting this side). This led Mrs Service "to require two nurses to 

transfer her, when previously only one was required. As a result, she was 

unable to return to the rest home and she was referred to the geriatricians 

for consideration of continuing ~are. On the 26th May after her hearing aid 

battery was changed and the earpiece cleaned, this appeared to improve 

Mrs Service's ability to hear and her confusion. She was reviewed by Or 
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Ashbal who noted that she was better, but still in a degree of heart failure 

and agreed to take her to Oosport War Memorial Hospital for assessment 

with a view to considering continuing care. This term has different 

meanings in different places_ and- the context in which it is being used in 

relation to Mrs Service should be clarified. Mrs Service's behaviour 

remained challenging at times, particularly at. night; sometimes she was 

'quite agitated',.:very..demanding_' __ or ~shouting out constantly'. However, on 

the day of her transfer, 3rd June 1997, she was seen by consultant 

physician Or Miller, and was noted to be 'well'. The nursing transfer letter 

and medical discharge summary gave a concise summary of her 

admission, noting that she required help with eating and drinking and listed 

all her relevant medication. Her medical discharge summary however, did 

not list the thioridazine 25mg p.r.n .. at night that_ she haq in effect been 

taking regularly. 

Mrs Service appeared to have experienced an exa~erbation of her long

standing cardiac failure due to a chest infection ± uncontrolled atrial 

' 
fibrillation. She was appropriately assessed, investigated and managed, 

leading to a resolution of her confusion, dehydration and improvement in 

her heart failure. However, she remained agitated and demanding at times. 

Apart from the regular use of thioridazine at night for_ the 24th May-3rd 

June, Mrs Service's behaviour must have been managed by the nursing 

staff using non-drug means. I have no concerns regarding the care 

proffered to Mrs 'Service at the Queen Alexander Hospital. 
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Events at Gosport War Memorial Hospital, 3rd-5th June 1997. 

Infrequent entries in the medical notes during Mrs Service's stay on Dryad 

Ward make it difficult to closely follow her progress over the last two days of 

her life. There is only one medical note entry prior to the confirmation of 

death taking up half a page. In summary and in approximate chronological 

order, Mrs Service was admitted to Dryad Ward. Or Ashbal had transferred 

Mrs Service with the aim of assessing her for continuing .. car~,.n_e~gs . .,Jh~r~~ ..., ___ ~ . 

was no stated aim on the transfer note other than 'needs palliative care if 

necessarY"'. The term palliative care is used variably and the meaning here 

should be clarified. A prief history summarised the details on the transfer 

note. There was no structure to the history with regards·· Mrs Service's 

current symptoms (e.g. was pain or breathlessness a problem for her? -The 

nursing notes recorded. that she was able to respond to questions). There 

was a brief ~xamination but no record of heart rate, blood pressure or 

jugular venous pulse, all relevant for a patient with heart failure. Heart 

sounds were noted and revealed a gallop rhythm that occurs in heart 

failure. However, her lungs were clear and ankles do not appear to have 

been swollen. 

Mrs Service's medication was continued mostly unchanged except the 

thioridazine, which she had been using both at the rest home and on F1 

ward, was omitted. She was prescribed diamorphine 2o-100mg SC/24h, 

hyoscine (hydrobriomid~) 20G-800microgram/24h and midazolam 2Q-80mg 

SC/24h all p.r.n. (as required). On the -once only and pre-medication drugs 

· section of the drug chart, diamorphine 5-1 Omg IM was prescribed, but not 

apparently given. There is no justification documented in the notes for the 
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prescription of the stat dose of diamorphine p.r.n., although in her statement 

Or Barton reports it was because she was concerned that '[Mrs Service] 

was in congestive cardiac failure'. Opioids are used for breathlessness 

.caused by heart failure, as highlighted by Or Petch. However, on the day of 

transfer to Dryad Ward Mrs Service was reported as 'well' by Dr Miller. 

Thus, although Mrs Se/Vice may well have been in a degree of heart failure 

(e.g-.~·heart·sounds-revealed-a-gallop, but chest clear), this did not appear to 

be as severe as on her admission to F1 ward (e.g. crackles heard in chest, . . 

pulmonary oedema on chest x-ray) and it is of note that it was not 

considered necessary at that stage to prescribe or administer opioids to Mrs 

Service. Similarly, in my opinion, there was no clear indication' for the 

prescription of diamorphine, hyoscine or midazolam by syringe driver on the · 

day of her transfer. 

The midazolam was prescribed in a dose range of 2Q-80mg SC/24h, p.r.n. ~ 

and 20mg SC/24h was commenced on the first night that Mrs Service spent 

on Dryad Ward at 02.00h because she 'failed to settle - very restless and 

agitated.' Mrs Service was however, elderly, very deaf, confused/prone to 

confusion and had ·been moved to unfamiliar surroundings with unfamiliar 

staff. Further, she was not prescribed/given her thioridazine 25mg at night 

on Dryad Ward that she had been receiving as a night sedative. Thus, 

there were many reasons why ~rs Service could have been restless on her 

first night on Dryad Ward. lt is of note that Mrs Service appears to have 

been admitted to the Queen Alexander Hospital in a more confused state 

than she was at the time of her transfer to Dryad Ward. Nevertheless, 

during her almost three weeks .stay on F1, despite the fact she was 
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documented as being demanding and noisy at times during the night, she 

appears to have been managed satisfactorily by the nursing staff, without 

the need to use parenteral antipyschotics or sedatives, just her night time 

dose of oral thioridazine. Further, the notes also comment that confusion 

only. seemed apparent when Mrs Service was unable to hear what was 

being said to her. -.... 

Subsequently, the midazolam was increas~d .. J9,.,.jQr,n_g-=·,.§~!?1.~.-... ~~d_ 

diamorphine 20mg SC/24h added to the syringe driver. The increase in 

midazolam appeared to be in response to Mrs Service's ·persistent 

restlessness. There is no explanation in the notes as to why the 

diamorphine was considered necessary but in. her statement Dr. Barton 

reports that -in her view Mrs Service was terminally ill with heart 

failure ..... and it. was appropriate to qQminister the diar.norphin~ and 

midazolam in the hope of reducing the pulmonary oedema brought on by 

. heart failure.' Opioids are used for breathlessness caused by heart failure, 

as highlighted by Dr Petch. Midazolam is used for terminal breathlessness 

for its anxiolytic/sedative effects. However, as noted before, on her 

transfer, Mrs Services cardiac failure was unlikely to have been as severe 

as on her admission to F1 ward, there was no assessment of Mrs Service 

on the 4th · June 1997 that documented that she was distressed by 

breathlessness, had a sudden worsening of her pulmonary oedema, ·nor 

were more usual approaches to relieve acute pulmonary oedema utilised 

(e.g. oxygen, diuretics, nitrates, etc.). Further, blood tests were taken from 

Mrs Service on the 4th June 1997. Blood tests would not be indicated in 
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. patients who were obviously dying and the fact that they were carried out 

suggests that douqt existed. 

lt is difficult to follow fully the logic of Or Barton's statement. She states 

that, on her transfer, in her view, Mrs Service was 'clearly in heart failure', 

'unwell and likely to die shortly' yet 'considered Mrs Service would have 

been more appropriate tor care at the Queen Alexandra t"iospital'. This 

suggests that Or Barton,consider.~cttfla~ .. M.r~ Service could haye b_enefited 

frof!l care available at Queen Alexandra Hospital that was not available on 

Dryad Ward. No attempts however, were m,ade to transfer Mrs Service 

·back to Queen Alexandra Hospital, to seek advice from Or Ashbal or the 

medical team at Queen Alexandra Hospital and no changes were made to 

Mrs Service's heart failure medication other than the prescription of p.r.n. 

opioids as a one-off stat dose or by syringe driver. The;uesults of the blood 

t~sts could not have influenced Or Barton's initial management of Mrs 

Service, as these were not undertaken until the 4th June, the day after her 

admission. 

The blood test result confirmed that Mrs Service had renal impairment and 

a low potassium, possibly due to her medication (the diuretics ± the 

lisinopril; the dose had been increased at the residential home just prior to 

her admission) and/or an inadequate fluid intake (her tongue was dry and 

coated that suggests she was dehydrated}. Dehydration and low potassium 

could have directly or, indirectly via digoxin toxicity, contributed · to 

worsening confusion, all of which are potentially reversible with appropriate 

treatment. These results were available on the 4th June 1997, but there are 
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· no comments in the notes regarding them or why it was considered 

inappropriate to act upon them. 

If it were that Mr·s Service was not actively dying, as the notes on her 

transfer to Dryad Ward suggest, then the failure to rehydrate her, together 

with the use of midazolam and diamorphine could have contributed more 

than minimally, negligibly or trivially to her death. If it was considered that 

. Mrs Service was actively dying, then it would have been reasonapi~_D.Qtt'?. .. ~-·--··· .. , _ -.. __ . . ....... . 

e. have rehydrated her and the use of diamorphine and midazolam could· be · 

( justified, albeit that the dose of diamorphine was likely to be excessive for 

her needs. Given that elderly, frail patients with significant medical 

morbidity can deteriorate with -little or sometimes no warning, it could be 

argued that it is difficult to distinguish with complete confidence which of the 

above scenarios was most likely for Mrs Service. 

On Mrs Service's death certificate the cause of death was given as · 

congestive cardiac failure with an approximate interval between onset and 

death given as two days. This is incorrect; she had had documented -( . 
cardiac failure for several years. 

In conclusion, Mrs Service was elderly, severely hard of hearing, 

contused/prone to confusion, spending her first night in a new environment, 

with new staff and her usual night sedation was not given. The 

commencement of a syringe driver containing midazolam in a dose 

sufficient to sedate an elderly patient, could be interpreted as an over 

reaction to what is a well recognised and understandable response of a 

confused patient to new surroundings. Subsequently, the addition of 

diamorphine in a dose of 20mg SC/24h is without documented justification 
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in the medical and nursing notes. Mrs Service had long-standing cardiac 

. failure and was becoming increasingly frail with a progressive decline in her . 

Barthel score over several admissions. Nevertheless, at the time of her 

transfer from F1 ward she was reported as 'well', and at the time of the 

prescription of diamorphine, midazolam and .hyoscine by syringe driver it 

was not apparent that she was imminently dying. This is also suggested by 

the fact blood .tests-were_carri$~~ OJJt . .the .day after her tran~fer: . In __thes~ 

circumstances, it could be argued that the lack of appropriate medical care, 
. . 

together with the use of midazolam and diamorphine could have contributed 

more than minimally, negligibly or trivially to her death. However, el9erly, 

frail patients with significant medical morbidity can deteriorate with little or 

sometimes no warning arid Mrs Service could have naturally entered her 

··terminal stage. In these circumstances, the lack of medical intervention 

could be seen as appropriate and the use of midazolam and diamorphine 

reasonable. ~ven so, in my opinion, the starting dose of diamorphine was 

likely to be excessive to her requirements and access to smaller doses of 

diamorphine (and midazolam) p.r.n. would have been a more appropriate 

way of initially addressing Mrs SeNice's symptoms, identifying her dose 

requirements· and justifying the- need for regular dosing and subsequent 

dose titration. 

Was the standard of care afforded to this patient in the days leading up to 

· his death in keeping with the acceptable standard of the day? 

The medical provided by Or Barton to Mrs Service following he_r transfer. to 

Dryad Ward, Gosport War Memorial Hospital is suboptimal when compared 
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to the good standard of practice and care expected of a doctor outlined by 

the General Medical Council (General Medical Practice, General Medical 

Council, July 1995, pages 2-3) with particular reference to: 

• good clinical care must include an adequ,ate assessment of the patient's 

condition, based on the history and clinical signs including, where 

necessary, an appropriate examination 

• in-providing care you must keep clear, accurate, and contemp.Qrp._n~Q~§'"·--,.-.,,.., ,_ ..... , .... 

patient records which report the relevant clinical finding_s, the dec:isions 

made, the information .given to p(;!.tients and any drug~ or other treatment 

prescribed 

• in providing care you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs. 

Specifically: 

i) There was insufficient assessment and documentation of Mrs Service's 

symptoms and physical (particularly cardiac) state on her transfer to 

·Dryad Ward on the 3rd June 1997. 

ii) On the day of her transfer, Mrs Service was prescribed a stat dose of IM 

diamorphine and diamorphine and midazolam by syringe driver p.r.n .. in 

dose ranges that would be excessive to her needs. 

iii) The use of midazolam in a syringe driver, appears an excessive 

response to Mrs Service's 'failure to settle' on her first night in a new 

environment. 

iv) There was insufficient assessment and documentation of Mr Service's 

clinical condition when she was restless on the 4th June 1997. 
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v) Mrs Service received a starting dose of diamorphine that was likely to 

be excessive for her needs. 

If the care is found to be suboptimal what treatment should normally have 

been proffered in this case? 

Issue i (Jack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate and contemporaneous patient records). 

Mrs Se!Vice's'aaiiiission to D"fya.d Ward was accompanied by the minimum 

of medical notes. A medical assessment usually consists of information 
. . 

obtain from the patient ±others, the existing medical records (the history), 

and the findings of a relevant physical examination documented in a 
. . 

structured fashion. Although the history can be restricted to the .most 

salient points, it is unusual to omit relevant sections, e.g~ current symptoms, 

drug history; etC. When a new medical team takes over the ·day-to-day care· 

of a patient with serious medical problems, a physical .examination is 

warranted to inform the ongoing management of those medical problems 

and to also provide a base line for future comparison. This allows 

monitoring of changes for the better or worse. A clear assessment and 

documentation of medical care is also particularly useful for on-call doctors 

who may have to see a patient, whom they have never met, for a problem 

serious enough to require immediate attention. 

Dr Barton considered Mrs Service to be 'clearly in heart failure' and very 

unwell. Despite this, there was a lack of a documented assessment of the 

symptoms 'of heart failure, e.g. breathlessness at night or at rest, that would 

support the use of opioids for symp-tom relief; there was a lack of a 

documented physical examination of relevance for someone in heart failure, 
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e.g. pulse rate, jugular venous pulse, blood pressure, that would provide 

evidence that Mrs Service's condition had deteriorated compared to when 

on F1 ward. 

Issue ii (in providing care you must prescribe only the treatment, drugs or 

appliances that serve patients needs). 

On the day of her transfer, Mrs Service was prescribed q_S~P.t.dg_f!~ qf.IM, ... -.. c·-

diamorphine 5-1 Omg IM (but not apparently given) and diamorphine 20-

1 OOmg SC/24h, hyoscine 200-BOOmicrogram SC/24h and midazolam 20-

BOmg SC/24h all p.r.n. by syringe driver. The wide dose range of 

diamorphine 20-1 00mg/24h is· not justified at all in the notes and likely to be 

excessive for a 99 year old patient with renal failure and no recent exposure 

to-weak or strong opioids. Doses of opioids excessive to a patients needs 

are associated with an increase risk of drowsiness, delirium, nausea and 

vomiting and respiratory depression. 

I note that Dr Petch considers the prescription of the diamorphine as a stat 

dose 'entirely appropriate' and in the syringe driver 'reasonable'. I would 

disagree with Or Patch that the stat dose of diamorphine 5-1 Omg IM was 

entirely appropriate, as although, as he points out, it reflects the dose range 

given in the BNF, the BNF also suggests that the 10mg dose is for 'heavier, 

well muscled patients'. Given Mrs Service's advanced age, renal 

impairment and lack of exposure to other weak or strong opioid analgesics, 

even the Smg dose could be excessive and, in my opinion, a stat dose of 

diamorphine 2.5mg IM would have been more prudent. With. regards the 

prescription of the diamorphine in the syringe driver p.r.n., it would aid 
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understanding if Or Patch could outline in more detail how a typical 

cardiologist utilises· opioids in heart failure with regard to any existing 

guidelines, preferred route of administration, starting dose and schedule 

(regular or p.r.n.), rate of titration, how the magnitude of the dose change is 

determined, doses typically required and any. special considerations 

necessary for a 99 year old· patient. My limited understanding, from a · 

paHiative·care-colleague with an .interest in heart failure who has. published 

in this area and works within the cardiology clinic, is that opioids· are . 

indicated for breathlessness at night, at rest or on minimum exertion that 

persists despite other heart failure treatments. They are given initially 

orally, in small doses, e.g. codeine 3Q--.60mg four times a day or morphine 

1.25-Smg every four hours, and titrated accordingly. Even without taking 

Mrs Service's age and renal impairment into ac_count, this experience 

supports a dose of 2.5mg diamorphine IM or less as an appropriate stat 

dose (equivalent to morphine 5-7.5mg PO) and diamorphine 10mg/24h SC 

as an. appropriate starting dose if the oral route was unavailable (equivalent 

to morphine 2Q-30mg/24h PO). 

I disagree with Dr Patch that Or Barton's practice is in keeping with 

recommendations in the BNF based on the quote 'diamorphine can be 

given by subcutaneous infusion in a strength of up to 250mg/ml' as this 

arises in the mixing and compatibility section and rela~es specifically to the 

solubility of diamorphine and not as a practice recommendation. 

The.prescription of a syringe driver containing dia~orphine, midazolam and 

hyoscine hydrobromide p.r.n. with such a wide dose range is not usual in 

my experience. This is because of the inherent risk that would arise from a 
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lack of clear prescribing instructions on why, when and by how much the 

dose can be altered within this range and by whom. For these reasons, 

prescribing a drug as a range, particularly a wide range, is generally 

discouraged. Doctors, based upon·an assessment of the clinical condition 

and needs of the patient usually decide on and prescribe any change in 

medication. lt is not usual in my experience for such decisions to be left for 

nurses to make alone. If there were concerns thata. patient may , . , .. ~· 

experience, for example, episodes of pain, anxiety or agitation, it would be 

much more usual, and indeed seen as good practice, to prescribe 

app~opriate doses of morphine/diamorphine or diazepam/midazolam 

respectively, which could be given p.r.n. PO or SC. This allows a patient to 

receive what they need, when they need it, and guides the doctor in 

c• •• deciding if a regular dose is required, the appropriate starting dose and 

subsequent dose titration. 

Issue iii {in providing care you must prescribe only the treatment, drugs or. 

appliances that serve patients ne.eds). 

The use of midazolam in a syringe drive:r appears an excessive response to 

Mrs Service's 'failure to settle' on her first night in_ a new environment. She 

was hard of hearing, confused/prone to confusion and agitated 

intermittently. In my opinion, all reasonable non-drug approaches should 

have been utilised and, if a drug approach was considered necessary, the 

administration of her usual dose of thioridazine would- have been most 

appropriate. Subsequent nights may have improved as Mrs Service got 

used to her surroundings and got to know the staff and vice versa. If it were 
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considered that this episode was somehow different to Mrs Service's other 

disturbed nights, i.e. an acute delirium, then she should have been. 

appropriately medically assessed and managed. In these circumstances, if 

a parenteral medication was considered necessary, then haloperidol, an 

antipsychotic initially in a small dose, repeated as required, is usually 

considered an appropriate choice. Some practitioners supplement 

·-· · haloperidol with midazolam, when greater levels of sedation are desirable. 

In my opinion, given Mrs Service's situation, this would have been most 

appropriately given as a small dose, e.g. midazolam 2.5-Smg p.r.n. The 

' 

effect of this p.r.n. dose could have been assessed, the possible cause(s) of 

the agitation assessed subsequently by the medical team, the temporary or 

persistent state of her agitation subsequently assessed (e.g. it can be 

· variable; typically worse at night than in th~ dq,y) and hence the need to 

continue with only p.r.n., or to commence regular sedation established and 

a reasonable dose schedule justified. 

The reliance on a prescription of a wide dose range of midazolam by 

syringe driver without clear instructions, ultimately exposed Mrs Service to 

the risk of receiving a continuous dose of midazolam that was not discussed 

with the doctor on-call beforehand; not fully justified in the medical or 

nursing notes (it did not appear to be for symptoms of heart failure, e;g, 

breathlessness, as Dr Barton envisaged) and was in stark contrast to how 

Mrs Service's disturbed nights on F1. ward were managed. 

Issue iv (lack of clear documentation that an adequate assessmen~ has 

taken place; lack of clear, accurate and contemporaneous patient records). 
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There was insufficient assessment and documentation of Mr Service's 

clinical condition when she was restless on the 4th June 1997. There was 

no documented assessment of the cause(s) of Mrs Service's agitation nor 

cardiac state that would help justify the need for diamo.rphine and 

midazolam by syringe driver. Generally, when a patient's clinical condition 

changes for the worse, a thorough medical assessment should be carried 

out to ascertain the possible cause(s) Jn .. orpeLJO .iqentiJy_ if. they are 

reversible with appropriate treatment. The assessment will consist of the 

history, examination and appropriate investigation. Even basic 

observations have not been recorded including, for example, temperature, 

pulse rate/rhythm, blood pressure and auscultation of heart and breath 

sounds. This would help to identify a potentially reversible complication 

and Dr. Barton should be asked to state on what basis she satisfied herself 
.~ 

that Mrs Service was in a terminal decline and not unwell as a result of a 

potentially reversible complication. Similarly, it should be clarified why if it 

was considered that Mrs Service was dying, blood tests were carried out 

and, conversely, why the results of the blood tests were not acted upon. 

Issue v (in providing care you must prescribe only the treatment, drugs or 

appliances that seNe patients· needs). 

Mrs SeNice was commenced on diamorphine 20mg/24h se (equivalent to 

morphine 40-60mg/24h PO). From the above comments, even without 

taking Mrs Service's age and renal impairment into account, diam.orphine 

1 Omg/24h se would, in my opinion, have been a more prudent starting 

dose if the oral route was unavailable (equivalent to morphine 20-30mg/24h 
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PO). Doses of opioids excessive to a patients needs are associated with an 

increase risk of drowsiness, delirium, nausea and vomiting and respiratory 

depression. 

If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

... :-~- , , ..... ~-.~ , .... Dr Bar:ton .had a duty to provide a good standard of practice and care that 

would include good palliative and terminal care. In this regard Dr Barton fell 

short of a good standard of clinical. care as defined by the GMC (Good 

Medical Practice, General Medical Council, October 1995, pages 2-3) with 

particular reference to a lack of clear note keeping, adequate assessment 

of the patient and ·providing treatment that likely to be excessive to the 

patients needs. 

The stat dose of diamorphine 5-1 Omg IM p.r.n. for Mrs ·service's heart 

failure, although never administere.d, was unjustified (no assessment of 

how bothered/distressed she was by breathlessness) and likely to be 

excessive for her needs. The use of midazolam 20ri1g/SC for 'failure to 

settle' appears an excessive response to an elderly patient's first night in 

new surroundings, particularly when they are confused/prone to confusion 

· and agitation. This dose of midazolam is likely to sedate a 99 year old and 

hamper a subsequent assessment of the possible cause(s) in order to 

identify if there were temporary or not. The initial dose of diamorphine 

20mg/24h SC was also likely to be excessive to her needs. A dose of 

diamorphine excessive to Mrs Service's needs would be associated with an 
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increased risk of drowsiness, confusion, agitation, nausea and vomiting and 

respiratory depression. 

In patients with cancer, the use of diamorphine and other sedative 

medications (e.g. midazolam) when appropriate for the patient's needs, ~o 

not appear to hasten the dying process. This has not been examined in 

patients dying from other illnesses to my knowledge, but one would have no 

reason to suppose it would b~ qny,_gjfJ_gr~!Jt •. .,.Ir~ ... ~~Y .... ~~~-ue is whether the 

use and the dose of diamorphine and other sedatives were appropriate to 

the patient's needs. Although the principle of double effect could be 

invoked here (see technical issues), it remains that a doctor has a duty to 

employ effective measures that carry the least risk to life. Further, the 

principle of double effect does not allow a doctor to relinquish their duty to 

provide care with-a reasonable amount of skill and care. This, in my view, 

would include the use of. a dose opioid that was appropriate and not 

excessive for a patients needs. 

Dr Barton could be seen as a doctor who, whilst failing to keep clear, 

accurate and co11temporaneous patient records, had been attempting to 

allow Mrs Service a peaceful death, albeit with what appear$ to be an 

apparent lack of sufficient knowledge, illustrated, for example, by the 

reliance on large dose range of diamorphine and midazolam by a syringe 

driver rather than a smaller, more appropriate, fixed dose along with the 

provision of p.r.n. doses that would allow Mrs Service's needs to guide the 

dose titration. Dr Barton could also be seen as a doctor who breached the · 

duty of care she owed to Mrs Service by failing to provide treatment with a 

reasonable amount of skill and care. This was to a degree that disregarded 
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the safety of Mrs Service by unnecessarily exposing her to doses of 

midazolam and diamorphine that were difficult to justify- and likely to be 

excessive to her needs at the time they were commenced. 

However, .Mrs Service had significant medical problems. Although her 

cardiac failure appeared to be better controlled by the time of her transfer 

from F1 ward, she was becoming progressively frailer, increasingly 

...... ··~·---.... , ... ,, __ ,... .dependent on others and her blood tests had deteriorated again. In this 
,, -T _.' ••• 1 .I_.;LI","j,l-"~·"···~· ... - ~ < '" 0 ,, , o.>,o T • o,T 0 ' r ' 

regard, it would not have been that unusual if Mrs Service had naturally 

entered a terminal decline. As such it is difficult to say with any certainty 

that the dose of midazolam or diamorphine she received would have 

contributed more than minimally, negligibly or trivially to her death. 

9. LITERATURE/REFERENCES 

British Nationai.Formulary 33 (March 1997): 

• Prescribing in terminal care, pages 12-15 

• Prescribing for the elderly, pages 16-17 

Good Medical Practice, General Medical Council October 1995, pages 2-3 

Palliative Care Handbook, Guidelines on Clinical Management, Third . 
Edition Wessex Protocol' Salisbury Palliative Care Services May 1995. 
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11. 

10. EXPERTS- DECLARATION 

1.. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence .. I have complied and will continue to 
comply with that duty. 

2. i have set out in my report what I understand from those instructing me to 
be the questions in respect of which m-y opinion as an expert are required. 

3. I have done my best, in preparing this report, to be accurate and complete. 

4. 

5. 

6. 

7. 

8. 

I have mentioned all matters which I regard as relevant to the opinions I· 
have expressed. All of the matters on which I have expressed an opinion lie 
within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am aware, 
·which might adversely affect my·opinion.''"· ,<_.,...,,"" ... '0

" ... - · • 

Wherever I have no personal knowledge, I have indicated the sour~e of 
factual information. 
I have not included anything in this report which has been suggested_ to me 
by anyone, including the lawyers instructing me, without forming my own 
independent view of the matter. 
Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. . 
At the time of signing the report I consider it to be complete and accurate. I 
will notify those instructing me if, for any reason, I subsequently consider 
that the report requires any correction or qualification. -

9. I understand t_hat this report will be the evidence that I will give under oath, 
subject-to any correction or qualification I may make before swearing to its 
-veracity. 

1 0. I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my true and complete 
professional opinion. · 

Signature: ---------------,-- Date: ______ _ 
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SUMMARY OF CONCLUSIONS 

Sheila Gregory a 91 year old lady with a number of serious chronic diseases 
suffers a fall and fractured neck of femur in August 1999. She is admitted to the· 
Haslar Hospital and making little rehabilitation progress, with a very poor 
prognosis she is transferred to the Gosport War Memorial Hospital. 

There is some weakness in the documentation of her condition in particular 
on her admission to the Gosport War Memorial Hospital and·on the 181

h 

November when her definitive final clinical deterioration is documented. lf 
clinical examinations were undertaken they have not been recorded . 
. General Medical Practice (GMC2001) states that "good clinical care must 
include adequate ·as~ses·smenrot"the patient's condition, based on the history 
and symptoms and if necessary an appropriate examination" ..... uin 
providing care you must clear, accurate, legible and contemporaneous 
patient records which must report the relevant clinical findings, the decisions· 
made, the information given to patient's and any drugs or other treatment 
prescribed". The Jack of clinical examination both on admission and more 
important Mrs Gregory care deteriorated represents poor clinical practice to 
the standards set by the General Medical Council. 

Despite the above I am satisfied that Mrs Gregory's death was of natural 
causes and that her overall clinical management in Gosport was just 
adequate. 

1. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 
afforded to the patient in the days leading up to her death against the 
acceptable standard of the day. Where appropriate, if the care is felt to be sub
optimal., comment upon the extent to which it may or may not disclose criminally 
culpable actions on the part of individuall? or groups. 

2. ISSUES 

2.1. Was the standard of care afforded to this patient in the days 
leading up to her death in keeping with the acceptable standard of 
the day? 

2.2. If the care is found to be suboptimal what treatment should 
normally have been proffered in this case? 

2.3. If the care is found to be suboptimal to what extent may it 
disclose criminally culpable actions on the part of individuals or 
groups? 
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4. DOCUMENTATION 

This Report is based on the following documents: 

[1} Full paper set of medical records of Sheila Gregory (BJC/21} 

[2] Operation Rochester Briefing Document Criminal Investigation Summary. 

[3] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 

[4] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[5] Palliative Care Handbook Guidelines on Clinical 

Management, ·Third Edition, Salisbu_ry Palliative Care Services (1995); 

Also referred to as the 'Wessex Protocols.' 

5 CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to 

the page of evidence, the numbers with 'H' in front are the Haslar notes). 

5.1. Sheila: Gregory a 91 year-old lady in 1999 was admitted as an 
emergency on 15th August 1998 to Haslar Hospital (H32). 

5.2. She had a number of chronic conditions including a partial 
Thyroidectomy and Hypertension. In 1990 (H198) she was admitted 
with acute on chronic episode of obstructive airways disease. In 
1991 (H205) an episode of abdominal pain and vomiting that was 
thought possible was pancreatitis. During this admission she received 
6 doses on Omnopon each of 20 mgs with no ill effect (H363). · 
(Omnopon is Papaveretum, 15.4mg is the equivalent of 1 Omg of 
Morphine}. In 1995 she attends. the ·geriatric day hospital under the 
care of a consultant geriatrician with a number of problems, including 
headaches (13), slow atrial fibrillation (33}, left ventricular failure and 
mitral regurgitation (37) confirmed by an echo cardiogram (79}. She 
has an episode of diplopia (39) and is noted to have marked bruising 
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(65). 

5.3. She is thought to be depressed and is referred to a Or Banks a 
psycho-geriatrician, who does not think she is significantly depressed . 
but although she scores 10/10 on the mental test score, he does 
suspect possible early dementia. At that time she Is on Frusemide; 
Thyroxine, Aspirin, regular Co-Proxamol and inhalers. 

5.4. In December 1998 she is admitted severely ill to Haslar Hospital with 
chronic airways disease and left ventricular failure (H40). She is in 
severe respiratory failure with a measured partial pressure of carbon 
dioxide (pC02.) of 12.6 (H49}. However, she does recover and on this: 
admission is declined Social SerVices intervention. In February, 1999 
(H31) she is reviewed in outpatients for episodic breathlessness. A 
chest x-ray in December 1998 (HB) confirms that she had heart 
failure. · · 

5.5. On .15th August 199 she is admitted with a fractured proximal right 
femur (H32} and has a dynamic hip screw performed on ·1etn August 
(H32}. She seems to make a relatively uneventful recovery 
medically, although the occupational health notes on 20th August 
show that she is needing two to do most things and comments that 
she is not overly motivated (H64). On 27th August her right leg is 
noted to be ~wollen and is started on Erythromycin (H84/85}. On 1st 
September it is still swollen (H86). 

In the meantime she has been referred to the geriatric team and is 
seen on 24th August (11). Or Tandy documents that she had a · · 
fractured neck of femur, that she has had acute on chronic confusion 
since the operation and that she had an episode of diarrhoea. He 
also writes in the Haslar notes after saying that he will transfer her to 
Gosport, "will get home?" (H83). 

5.7. She is transferred on 3rd September .1999 to Gosport and the letter 
from Haslar (9, 1 0) states that she is using a Zirrimer frame with help, 
has an indwelling catheter and is doubly incontinent. lt also 
documents that she has had previous asthma, heart failure and is 
allergic to Penicillin. lt states that at times she is very confused. 

s.a: The notes on transfer to Dryaed Ward 966) (Or Barton) record she 
had a fractured neck of femur and a past medical history of 
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5.9. 

hypothyroidism, asthma and cardiac failure. Needs help with ADL. 
She is incontinent and transfers for two with a Barthel of 3-4. The 
plan is to get to- know her, gentle rehabilitation and she may need a 
nursing home. The record asks the nurses to make her comfortable 
and states "I am happy for the nursing staff to confirm death". . , 

On 6th September (67) she is seen by .a diff~rent doctor after she had 
been noted to have a left-sided facial droop which has resolved. An 
examination is recorded in the notes and it also notes that she has 
pain tenderness in her right wrist. ("snuffbox"). She is started on 
Aspirin for her atrial fibrillation ,and x-rays are arranged. The x-ray 
showed no bony injury (127). At this stage 9195) her Barthel is 2 
(very heavily dependent) with a Waterlow score of 35 (191) 
identifying that she at very high risk of pressure sores. 

5.1 0. She is then reviewed regularly on the ward with comment most 
weeks (67-69). In summary they document her very poor appetite, 
agitation and variable confusion with a lack of significant 
improvement in mobility. She remains catheterised and has faecal 
incontinence. Blood tests taken during this time, including a full blood 
count, liver function testand thyroid function test are all unremarkable 
(1 01,111 .~~).her weight on 22nd October is.45.3 kgs (226). 

5.11 . The lack of progress in rehabilitation and continued dependency, 
continues until the 1st November 1999 (69)'when an episode of 
vomiting is noted. On 11th November, her Barthel is still very 
dependent at 6 {193). 

5.12. On 15!h November (69) she is noted to be less well, it is thought 
possible that she has a chest infection and is having nausea. An 
examination is undertaken and recorded in the notes but no firm 
diagnosis is recorded. But there appears to have been some sort of 
change in her status. However, on the 18th November (70) there is 
marked deterioration in her general condition. This is also noted in 
the nursing cardex (239), which states she is quite distressed and 
breathless. There is no medical examination recorded, however, it 
was decided to start oral opiates in a small dose and to"make 
comfortable". Or Barton who saw her on this day records that she will 
speak to the granddaughter and again states that she was happy for 
nursing staff to certify death. She does suggest that there might have 
been a further stroke, but no examination is recorded. 
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5.13. On 19th November, nursing cardex reports her as poorly but stable. 
(239) 

5.14. 

On 22"d November a further decline is noted and that she is 
comfortable, an examination is undertaken and recorded and notes 
that she is breathless, chest is clear and she has uncontrolled atrial 
fibrillation. The decision to continue the Diamorphine is recorded, 
she dies 17.20 on 22"d November, and death is verified by Staff 
Nurse Shaw and Staff Nurse Hamlyn (70). 

There are three main drug charts in the notes for her stay in Gosport 
The first is from the 3rd September to 6th October (154-166). This 
records regular Thyroxine, Iron Lactulose, Senna, Atrovent 
Becloforte, Paracetamol, Aspirin, Fluoxetine and nebulizers. 

On the as required part there is Co-dydramql. Prochlorperazine, 
Oramorph 1 Omgs in 5 mls, 2.5- 5 mls prn (never given) also 
Diamorphine, Hyoscine, Midazola-m, all of which are never given and 
Thioridazine which she receives on a regular basis together with 
Zopiclone at night. 

5.15. The next drug chart goes from 7th October- 17th November. Regular 
medication includes Thyroxine, Fluoxetine, Aspirin, Paracetamol, 
Senna, Lactulose, Thioridazine and Temazepam. She receives 3 
days of antibiotics from 1st November - 3rd November . 

5.16. 

. On the as required part Oramorphine, 1 Omgs in Smls 2.5 -5mls orally 
four hourly prn is written up and one dose is given on 11th November ... 
Metoclopromide and Gaviscon Loperamide are also written up. 

The final drug chart goes from the 181
h November up unto her death. 

On the regular side Oramorphine 1 0 mgs in 5mls is written up and . 
2.5m!s (i.e.5mgs) is given 6 hourly on 18th and 19th November and on 
the morning of 20th November (186). Thyroxine, Fluoxetine continue 
to be given regularly up until 21st November. · · 

Diamorphine 20-80 mgs subcutaneously in 24 hours, together with 
Hyoscine, Midazolam and Cyclizine are all written up on the as 
-required part of the drug chart on 18th November. Diamorphine 20 
mgs in 24 hours with 50 mgs of Cyclizine is given in an infusion 
pump. The first one starting on 2oth November and the second on 
21st November. 

6. TECHNICAL BACKGROUND j EXAMINATION OF THE FACTS IN ISSUE 
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,6.1. This section will consider whether there were any actions so 
serious that they might amount to gross negligence or any 
unlawful acts, or deliberate unlawful killing in the care of Sheila 
Gregory. ·Also whether there were any actions or omissions by 
the medical team, nursing staff or attendant GP's that contributed 
to the demise· of Sheila Gregory, in particular, whether beyond 
reasonable doubt, the actions or omissions more than minimally, 
negligibly or trivially contributed to death. 

6.2. Mrs Gregory had a number of chronic diseases prior to her 
terminal admission following a fractured neck of femur. She had 

. severe lung-disease docume11ted to going back to at least 1990, 
and in my view was extremely lucky to suNive tne admission in 
December 1998 at the age of 90 years. Sh~ also had 
documented heart failure, atrial fibrillation and heart cardiac 
valvular disease going back to at least 1995. lt seems likely that 
she had cerebral vascular disease following the episod_e. qf 
diplopia in 1995 and the confusion that was subsequently 
documented is probably evidence of mild to moderate multiple 
infarct disease. 

6.3. As is all too common, a very frail elderly lady has a tall and she 
suffered a fractured neck of femur. She is admitted to the Haslar 
Hospital for operative repair. There is always a very significant 
mortality and morbidity after fractured neck of femurs in old 
people, particularly in those who have had previous cardiac and 
other chronic diseases. 

6.4. In the· post operative period in Haslar, she remains doubly 
incontinent of both urine and faeces and has considerable 

. confusion, especially at night. She makes very little rehabilitation 
progress. All of these are very poor prognostic signs at the age of 
91. -

· 6.5: She is subsequently assessed by the geriatric team and 
appropriately transferred to Gosport Hospital. The comment in 
the notes in Haslar, "will get home?n (H83) suggest that a 
consultant view was that even at this early stage, significant . 
improvement was very unlikely. ·I would agree with that · 
assessment. 

6.6. When she is transferred to the Gosport War Memorial Hospital 
she is seen by Or Barton who fails to record a clinical examination 
apart from some short statements about her past medical history 
and her functional history. However, Mrs Gregory appears to 
have been in a relatively stable clinical condition and no harm 
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seems to befall her as a result of this failure to examine her. 

6.7. However, she is examined three days later by a different doctor 
when she had been noted to have a left sided facial droop and it 
seems quite likely that she had a further small stroke at this time 

6.8. 

6.9. 

6.10. 

as part of her multiple infarct disease. · 

Essentially she makes no improvement in rehabilitation during her 
two months in Gosport War Memorial. She remains extremely 
dependent, eati.ng very little and reliant on very considerable 
nursing input. There is ongoing discussion about the possibility of 
a long term nursing home placement. 

• - ... •"! ..... ~ ,. • ....,. \oL ..... ... - _ ... _- ~- . """ .. ~ • 

On 15th November she is noted to be quite unwell, the diagnosis 
was not entirely clear and I wonder whether something was 
actually starting on 1st November when there was an episode of 
vomiting. The patient is examined and that examination is 
recorded in the notes. Howe.ver, -by 18th November, she·has very 
rapidly deteriorated and Or Barton makes a record in the notes 
that because of her deterioration in general condition, oral opiates 
should be started in a small dose. Based on the nursing 
assessment of her distress and breathlessness, this was an 
appropriate response to someone who has an extremely poor 
prognosis, multiple chronic illnesses and is making no significant 
progress after 3 months in. hospital. A symptomatic response to 
this lady's problems are-a reasonable clinical decision. 

She receives 5 mgs ·a hourly of Oramorphine on the 181
h and ~9th 

December, which I believe to be an appropriate dosage and 
therapeutic regime. No improvement is made and she starts on 
Diamorphine pump at 20 mgs on 20th November. lt would appear 
that the decision to start this was a nursing one as no specific 
medical note is made on that day, however I believe this to have 
been a reasonable decision for a patient who is dying. 

6.11. Diamorphine is specifically prescribed for pain and is commonly 
used for pain cardiac disease. However, it is also widely used for 
the distress and agitation that may be associated with terminal. 
illness. Diamorphine can be mixed with Cyclizine (to prevent 
vomiting) in the same syringe driver. Diamorphine 
subcutaneously after Oramorphine is usually given a maximum 
ratio of ~ to 2 (for example up to 1 0 mgs of Diamorphine for 20 
mgs of Oramorphine). On this occasion Sheila Grego~ had been 
receiving 20 mgs of Oramorphine a day on 18th and 19 where an 
absolute minimum dose of Diamorphine would have been ~ 0 mgs 
in the syringe driver over the first 24 hours. However the 

.15 



GMC100096-0255 

Version 2 of complete report 1st November 2005- Sheila Gregory 

increased to 20 mgs over 24 hours after 2 days of 20 mgs of 
Oramorphine would be within the range of acceptable clinical 
practice. 

6.12. Seen on th~ 22°d, she is now very ill with a rapid pulse, a rapid 
respiratory rate with a clear sounding chest. This suggests to me 
that the agonal event may well have been a pulmonary embolus. 
However, this would not be surprising after a long period of poor 
mobilisation, following a fractured neck of femur.· 

6.13. A remaining concern regarding the clinical management is the 
. anticipatory prescribing of strong opioid analgesia on both the first 
. and se9ond drug charts written between 3m September and 17th 
Nov~mber .. Except where this would be. useful as part on normal 
clinical management (for example after a heart attack), there 
appears to be no clinical justification for this prescribing pattern. 
However, although this may represent poor clinical practice, no 
harm ·came to Mrs Gregory as a result of it. 

7. OPINION· 

7 .1. Sheila Gregory a 91 year old-lady with a number of serious chronic 
diseases suffers a fall and fractured neck of femur in August 1999. 
She is admitted to the Haslar Hospital and making little rehabilitation 
progress and with a very poor prognosis, she is transferred to the 
Gosport V:Jar Memorial Hospital. 

7.2. There is some weakness in the documentation of her condition in 
particular on her admission to the Gosport War Memorial Hospital ' 
and on the 181

h November when her definitive final clinical 
deterioration is documented. If clinical examinations were 
undertaken they have not been recorded. General Medical Practice 
(GMC2001) states that "good clinical care must include adequate 
assessment of the patient's condition, based on the history and 
symptoms and if necessary an appropriate examination" ..... "in 
providing care you must clear, accurate, legible and 
contemporaneous patient records which must report the relevant 
clinical findings, the decisions made, the information given to patient's 
and any drugs or other treatment pres9ribed". The tack of clinical · 
examination both on admission and more important Mrs Gregory care 
deteriorated represents poor clinical practice to the standards set by 
the General Medical Council. 

Despite the above I am satisfied that Mrs Gregory's death was of 
natural causes and that her overall clinical management in Gosport 
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was just adequate. 
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9. EXPERTS' DECLARATION 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 
I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. 
I have done my best, in preparing . this report, to be accurate and 
complete. I have mentioned all matters, which I regard as relevant to the 
opinions I have expressed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am 
aware, which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report, which has been suggested to 
me by anyone, including the lawyers. instructing me, without forming my 
own independent view of the matter. . 
Where, in my view, there is a range of reasonable opinion, J have 
indicated the extent of that range in the report. 
At the time of. signing the report I consider it to be complete and 
accurate. I will notify those instructing me if, for any reason, I 
subsequently consider that the report requires any ·correction or 
qualification. · 
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9. 

10. 

I understand that this report will be· the evidence that I will give under 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 
I have attached to this report a statement setting out the sub~tance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

I 

10: STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge I 
·have made clear which they are and I believe them to be true, and the opinions I 
hCix.e ep.cP..r~~~§.~9 .. ~~pre~e.nt my true and complete professional opinion. 

• ' - "T 'T i. - c -
0 

oc ~ "'' .. .,... -<' 0° o ' .... ~' : ~ 0 
' •' >, • '' " ' o I 

Signature: _________________ Date: ----~--
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1. INSTRUCTIONS 

To examine and. provide a preliminary overview of the case of Sheila Gregory . 

. 2. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Sheila Gregory (BJC/21 and JR/12). 

[2] Full set of medical records of Sheila Gregory on CD-ROM (BJC/21 ). 

·[3]Hampshire Constabulary summary of care of Sheila Gregory. 

3. COMMENTS 

Note: These comments are based on a preliminary read through the case notes 

of Sheila Gregory. They are made without prejuc!Jce and a more detailed review 

may produce a report with differing comments and conclusions. 

· · · For brevity and·in keeping with the purpose of this overview I have restricted my 

comments under the following sub-headings. 

Was pain clearly documented as a problem and assessed? 

On the 15th August 1999, Mrs Sheila Gregory fell and fractured her right hip 

(neck of femur) and was admitted to the Royal Hospital Haslar. The fracture 

was treated surgically with a dynamic hip screw on the 16th August 1999. For 
I 

postoperative analgesia, Mrs Gregory required occasional. doses of 'weak' 

opioid analgesics as required (p.r.n.); initially she took no more than tw~ doses 

of tramadol 1 OOmg (which may have worsened her confusion) and subsequently 

co-dydramol (2 tablets; each tablet contains paracetamol 500mg and 

dihydrocodeine 1 Omg) per day. Pain did· not appear to be a problem when Mrs 

Gregory was reviewed by Or Tandy on the 24th August 1999, nor in the transfer 
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letter written on the day of her transfer to Dryad Ward on the 3rd September 

1999, at which time she was mobilising with a zimmer frame and the help of one 

other person. There was no mention of pain as a problem in the medical or 

nursing notes on her transfer to Dryad Ward. On an assessment sheet, which 

although undated appears as to have been filled in at the time of her transfer, 

the section on pai~ is completed to suggest that pain was present but controlled 

(page 243 of 346). 

On the 6th September 1999, the medical notes ·record·,that· Mrs··Gregory had 

•• 
pain and tenderness in the right 'snuff box' (wrist). This could have been injured 

( when she fell, and an X-ray was carried out to exclude a fracture. I presume it 

was because of this wrist pain, that paracetamol was commenced regularly (1 G 

four times a day) and continued until 23rd October 1999, after which the 

administration became erratic. There was no further mention bf any pain in the 

medical notes. In the ~ursing care plan, other mentions of pain were; 

• · 22nd October 1999 - indigestion, given Gaviscon (an antacid) 

• 25th October 1999 - pai0 in the right leg, given paracetamol 

•• 
• 16th November 1999 - 'discomfort', site not specified,· given paracetamol 

( • 17th November 1999 - pain in neck (followed by unintelligible word ?arm; 

page 204/346), given paracetamol 

• 19th November 1999 - breathless and pain in s~oulder, given frusemide (a 

diuretic) but no additional analgesia. Was receiving regular morphine at this 

point. 

Apart from the pain in the right wrist, no medical assessment is documented 

and the underlying cause of these other pains is unclear. Nevertheless, they 

were generally treated with paracetamol only. 
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Was t(le management of the pain appropriate? 

On her transfer to Dryad Ward on the 3rd September 1999, Mrs Gregory was 

prescribed 2 co-dydramol tablets p.r.n., as at Royal Hospital Haslar. In my 

opinion, this was appropriate. 

She was also prescribed oral morphine (Oramorph) 5-1 Omg every 4h p.r.n. lt is 

unclear from the medical notes why this was considered necessary, particularly 

as Mrs Gregory had only been requiring occasional doses of co-dydramol. 

__ .... ,. ~ '\-Q ., ...... ~!c·~-... t•o ~ ,f.~~. ~-·· •1~ .... • 

Some practitioners do use small doses of morphine rather than dihydrocodeine, 

and although a dose of 5-10mg is in keeping with the BNF recommendations, 

given Mrs Gregory's advanced age, a dose of morphine 2.5mg p.r.n. may well 
. -

have -sufficed. lt would also have equated more closely to· her dose of eo-

dydramol; morphine is 10 tin:es more potent as dihydrocodeine and hence two 

tab.lets of co-dydramol (20mg dihydrocodeine) is equivalent to 2mg morphine. 

On the day of her transfer, Mrs Gregory was also prescribed diamorphine 20-

200mg SC/24h, hyoscine (hydrobromide) 200-BOOmicrogram SC/24h and 

midazolam 2Q-BOmg SC/24h by syringe driver. There is nothing documented 

· · that supports the prescription of these drugs; at the time of her transfer there 

was no suggestion that Mrs Gregory had symptoms that required these drugs in 

these doses. Further, the medical plan for Mrs Gregory' was for gentle 

rehabilitation. However, Mrs Gregory did not receive. any diamorphine by 

syringe driver until 20th November 1999. _ 

The subsequent prescription and administration of opioids does not appear to 

have been primarily for pain, and the exact' reason for their use should be 

clarified. On the 17th November 1999 the nursing summary notes record that 

Mrs Gregory was not very well in the evening_ and was becoming quite 

distressed and breathless at times and that morphine 5mg was given to relieve 
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her distress with good effect. In my opinion, opioids are not indicated as a non

specific treatment of 'distress.' If Mrs Gregory was distressed because of her 

breathlessness, it would have been most appropriate to have first assessed and . . 

"' treated any underlying cause, when possible and appropriate. There are many 

reasons why someone may become breathless, many of which are relevant 

given Mrs Gregory's past medical history, e.g. chest infection, asthma/chronic 

obstructive airways disease, atrial fibrillation and heart failure. The latter may be 

particularly relevant as Mrs Gregory's· only ·hear.t.failure treatment she had been 

receiving (captopril) was discontinued at Haslar, possibly because of low blood 

pressure pari-operatively. 

On the 18th November 1999, she was seen by Or Barton, and the medical 

notes conclude that Mrs Gregory may have had a further CVA (cerebrovascular 

accident; a stroke), although the medical history/physical findings that led to this 

conclusion are not·documented. There was.no documentation of breathlessness· 

or distress, and no documentation that a physical examination had taken place. 

Oral morphine was commenced regularly (Smg every four hours and 10mg at 

night). The nursing summary note seems .to indicate that the morphine was 

commenced because Mrs Gregory was feeling anxious. In my opinion, this is 

not an appropriate use of morphine . . . 

Tt)e drug chart was rewritten on the 18th November 1999, and again included 

prescriptions for diamorphine (now in a range of 2Q-80mg SC/24h), hyoscine 

(hydrobromide) 200-BOOmicrogram SC/24h and midazolam 20-BOmg SC/24h 

by syringe driver .. On the afternoon of the 20th November 1999, a syringe driver 
. . . 

was commenced containing diamorphine 20mg and cyclizine (an anti-emetic) 

50mg se over 24h. This was continued on the 21st November 1999 and Mrs 

Gregory died at 17.20h. Mrs Gregory had been experiencing na.usea and 
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· vomiting and this is an indication for the use of a syringe driver containing an 
j 

anti-emetic. The cyclizine was prescribed as a range (50-200mg/24h) but I note 
_,) 
' 

Mrs Gregory received a stat dose of SOmg at 13.15h on 20th November 1999. 

The dose in the syringe driver (50mg/24h) was smaUer than that generally given 

(150mg/24h). In order to cqmment on the appropriateness of the use of the 

diamorphine, clarification is required on the indication for the oral morphine . 

...... · ·--- ..... ~,, .... _.,,"Were-excessive doses of morphineldiamorphine/midazolam administered? 

In my opinion, on the day of her transfer, the prescription of diamorphine 2Q-

200mg SC/24h ·and midazolam 20-BDmg SC/24h by syring~ driver appears 

unnecessary and inappropriate. 1:-!owever, Mrs Gregory did not receive any 

diamorphine by syringe driver until 20th November 1999. 

On the 18th November 1999, -Mrs Gregory w_as seen by Dr Barton and 

commenced on oral morphine Smg- every 4h and _1 Omg at -nigh_t. T~e. reason for 

this should be clarified. lt is not unusual for a double dose to be given at 22.00h, 

to tsy and avoid the need for a 02.00h dose. This starting dose is in keeping with 

the BNF (i.e. 30mg/24h). However, given Mrs Gregory's advanced age, a 

smaller dose may well have sufficed and would have_ been more appropriate in 

my opinion (i.e. 15mg/24h). Mrs Gregory received this dose of oral morphine for 

48h, between the 18-20th November 1999. 

The drug chart was rewritten on the 18th November 1999 and again included 

prescriptions for diamorphine 2D-80mg se over 24h, hyoscine and midazolam. 

Mrs Gregory commenced a syringe driver containing 20mg of diamorphine on 

the 20th November at 17.00h. To calculate an appropriate dose of Se 

diamorphine, the daily oral morphine dose is divided by 2 or more generally 3. 

Given that Mrs Gregory had been receiving 30mg/24h of oral morphine, her Se 
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diamorphine dose should thus have been 1 D-15mg/24h rather than the 

20mg/24h she received. Although these figures do not differ greatly, they may 

be important in an elderly· patient and it should be ascertained how Dr Barton 

calculated or determined that the dose of diamorphine 20mg/24h was 

appropriate for Mrs Gregory. 

Was the death of the patient anticipated? 

Mrs Gregory was a frail 91 year-old·with.significantmedical problems, namely 

heart fai.Jure, atriaf fibrillation and a probable cerebrovascular accident (CVA) 

who had fell and fractured her right hip. She was confused at times. Following 

transfer to Dryad ward Mrs Gregory was slow to mobilise. She possibly 

sustained a further small stroke causing the left side of her face to droop and 

her to lean to the left when standing. Her mobility failed to improve significantly. 

· On the 27th .September 1999, she was noted to be. 'generally less.well' and on . 
. ··- . 

the 11th October 1999, 'very dependent and delightfully (usually) confused' and 

the aim then became nursing home placement. On the 15th November 1999, 

she was noted to. be trailer, less well and to have a chest infection. She also had . 

occasional bouts of nausea. On the 18th November 1999, a further 

deterioration' in Mrs Gregory's general condition wa_s noted and it was 

considered that she may have had a further CV A. She was commenced on oral 

opioids for a reason that remains to be Clarified. J'fTrs Gregory subsequently 

declined further and was commenced on a syringe driver on the 20th November 

1999 and died on the 22nd November 1999 at 17.20h. Earlier on that day, Mrs 

' 
Gregory was reviewed by Or Re id, who noted her to be able to give short verbal 

responses, to have a respiratory rate of 24 breaths/min and her chest clear at 

(unintelligible word; page 70/346). 
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Thus, Mrs Gregory's physical decline had been documented over several 

weeks. Part of her deterioration appeared to have been the symptom of 

breathlessness. lt is unclear from the medical notes, what the underlying cause 

of this was, although it may have been multifactorial; Mrs Gregory had 

asthma/chronic obstructive airways disease, heart failure and a chest infection. 

The use of frusemide IM and subsequently orally does suggest that heart failure 

was considered to be a contributing factor. Contrary to this would be the finding 

. - ~of-a clear chest on the 15th and the 22nd November 1999; in heart failure., .... ·.".--. 

generally crackles, caused by excess fluid, ?re audible in the chest. 

The reason for the prescription of the oral morphine and subsequently , the 

diamorphine remains to be clarified. However, the fact that Mrs Gregory was 

capable of responding and had a respiratory rate of 24 breaths/min suggests 

that the dose of diamorphine she was receiving was not excessive to the point 

·.··of rendering her unresponsive or depressing her -respira~ion .. 

4. CONCLUSION 

·In summary, pain did not appear to be a major problem for Mrs Gregory at the 

time of her transfer to Dryad Ward. Any pain present appeared satisfactorily 

controlled with p.r.n. doses of co-dydramol 2 tablets, twice a day at most. During 

Mrs Gregory's time on Dryad Ward, she appears to have experienced a number 

of pains. Apart from the pain . in the right wrist, no' medical assessment is 

documented and their underlying cause is unclear. Nevertheless, they were 

· generally treated with paracetamol only. Thus, in my opinion, from a pain point 

of view, there was no justification for the prescription of diamorphine, hyoscine 

and midazolam to be given in -a syringe driver on. the day that she was 

transferred to Dryad Ward and when the drug chart was rewritten on the 18th 
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November 1999. However, she did not receive any diamorphine until 20th 

November 1999. One obvious conclusion, that should be explored further, is 

that the use of these drugs, in these doses, was part of a 'standard' approach, 

that had little, if any, immediate consideration or relevance to an individual 

patient. The reasoning behind such an approach should be identified. 

In my opinion, from a pain point of view, there was no justification for the 

prescription of the regular oral morphine on the 18th November 1999 and the 

. indication for its use needs. to be. oet!3rrnin~.Q~.lLJ.twas. for anxiety, as the nursing 

notes suggest, this in my opinion is not an appropriate use of morphine . 

However, opioids are indicated for the relief of symptoms other than pain, e.g. 

cough and breathlessness, and Mrs Gregory did have breathlessness. In my 

experience, morphine is widely used to relieve breathlessness (generally 

occurring at rest) in patients with cancer. lt is used less in.non-cancer conditions 

causing . breathlessAess, although this practic,e may:~ be increasing .. 

Nevertheless, it is generally used for· symptomatic relief of breathlessness that 
. . 

persists despite the optimal treatment of the underlying cause. In this regard, 

there is a lack of documentation in the medical notes that an assessment was 
. . 

made of Mrs Gregory's medical condition around the times that breathlessness 

seemed a particular problem, e.g. 17th and 19th November 1999. If a thorough 

medical assessment of Mrs Gregory's breathlessness on the 17th November 

1999 had Gonsidered it to be due to heart failure,.then appropriate management 

of her heart failure could be seen as a more appropriate response to her 

episodes of breathlessness and anxiety rather than the use of morphine per se. 

On the 19th November 1999, a stat dose of frusemide 40mg was given IM at 

15.45h because of breathlessness. In my experience, it is generally the case 

that a patient who is considered to· be a degree of. heart failure sufficient to 
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warrant parenteral frusemide, also warrants a medical review. Given this 

occurred at 15.45h, I would have considered it appropriate for Or Bartonlthe 

doctor on call to have assessed Mrs Gregory as soon as was possible the same 

day, and not to have left until the following morning. Even so, there was no 

medical ~otes entry for 20th November 1999, although regular oral frusemide 

40mg once a day was prescribed. I am not a cardiologist however,_ and the 

opinion of one could be sought if considered necessary regarding the above . 

. . .The use of" a syringe driver with an .anti-emetic was reasonable, given tb?tt. M,~$ --, .. , _, __ ,, 

Gregory was experiencing nausea and vomiting, and this is an indication for its 

use . .The appropriateness of the_ use of diamorphine depends on the indication 

for the oral morphine. 

However, the above issues aside, Mrs Gregory's decline ·was noted over a 

number of weeks and this would be in keeping with a natural decline into a 

~ terminal phase. ·Further;- whatever the -reason v,:as for. the use of diamorphine, 

the physical findings on the day of. Mrs Gregory's death would suggest that the 

dose she was receiving was unlikely to have been excessive to the degree that 

it rendered her unresponsive or was associated with respiratory depression. 
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SUMMARY OF CONCLUSIONS: 

Mr Arthur Cunningham a 79 year-old gentleman, suffers from long-standing 
Parkinson's disease with multiple complications followed by a fairly rapid decline-in 
health leading to his first admission to the Gosport War Memorial Hospital on 21st 
July, 1998 and a final admission 21st September, 1998. 

Mr Cunningham receives terminal care including subcutaneous Diamorphine and 
Midazolam through a syringe driver and dies on 26th September 1998. 

The expert opinion is: 

Arthur Cunningham is an example of a complex and challenging problems in 
geriatric medicine. He suffered from multiple chronic diseases and gradually 
deteriorated with increasing medical and physical dependency. lt is always ra-- -···
challenge to clinidans to identify the point at which to stop trying to deal with 
each individual problem or crisis, to an acceptance the patient is dying and that 
symptom control is appropriate. · 

In my view, Mr Cunningham was managed appropriately, including an 
appropriate decision to start a syringe driver for managing his symptoms and 
agitation as part of his terminal illness in September 1998. . 

My one concern is the increased dose of Diamorphine in the syringe driver on 
25th and 261n September 1998, as I was unable to find any justification for this 
increase in dosage in either the nursing or the medical notes. In my view this 
increase in medication may have slightly shortened life for at most no more than 
a few hours to days, however, I am not able to find evidence to satisfy myself . 
that this is· to the standard of "beyond reasona~le doubt". . · 

1. INSTRUCTIONS (-
~- · To examine tne medical records and comment upon the standard of care afforded 

to the. patient in the days leading up to her death against the acceptable standard of 
the day. Where appropriate, if the care is felt to be sub-optimal, comment upon the 
extent to which it may or may not disclose criminally culpable actions on the part of 
individuals or groups. 

2. ISSUES 

2.1. Was the standard of care afforded to this pati~nt in the .days leading up 
to her death in keeping with the acceptable standard of the day. 

2.2. If the care is found to be suboptimal what treatment should normally 
have been proffered in this case. 
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2.3. If the care is found to be suboptimar to what extent may it disclose 
criminally culpable actions on the part of individuals or groups. 

3. CURRICUlUM VITAE · 

• 
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4. DOCUMENTATION 

This Report is based on the following documents: 

[11 Full paper set of medical records of Arthur Cunningham · 

. ·[2] Full set of medical records of Arthur Cunningham on CD-ROM. 

(3] Operation Rochester Briefing Document Criminal Investigation Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for Medical 

~rts .. 

[5] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[7} Palliative Care Handbook Guidelines on Clinical 

Management. Third Edition, Salisbury Palliative Care Services (1995); 

Also referred to as the 'Wessex Protoeors.' 

5. CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to the 
page of evidence). 

5.1. During the 1980's Mr Cunning ham noted a tremor in his left hand and by 
1987 a clinical diagnosis of Parkinson's disease had been made and he had 
been started on Sinemet a drug specifically for the treatment of Parkinson's 
disease (445). He then remains on Sinemet in one form or another for the 
rest of his life. In 1992 another drug called Selegiline is added to his 
Sinemet (445). His only previous problem had been a lumbar spinal fusion 
following a war accident (375) that left him with chronic back pain and foot 
drop. 

5.2.1n 1992 he had a percutaneous nephrolithotomy for kidney stones. (9). 
During that admission he was written up for Omnopon 1 0 - 20 mgs and 
received a dose of 20 mgs (12). There were no ill effects~ 
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5.3. He was assessed in December 1994 (439 and 441) for declining mobility. 
He was noted to have a weight of 1 02 kgs, a mental test score of 1 0 out of 
10, and a Waterlow score of 13 (391) suggesting some dependency .. His 
wife had died in 1989 (439). His Barthel was 17 (433) some help needed 
was with dressing. The problems were assessed to be due to be 
Parkinson's disease, a weak leg from his war injury and obesity. 

5.4. He was followed up in 1995 with a diet and change to his Sinemet regime in 
the Day Hospital. He was also treated with Ranitidine and Gaviscon, 
presumably for acid reflux (425) and was on regular Co-proxamol tor pain 
(425). Subsequently Enarapril was started for hypertension (399 and 417). 
In March 1995 his weight was 99.4 kgs ( 407) and he was disCharged shortly 
after from the Day Hospital (400). 

5.5.1n September 1997 the GP requests a domiciliary visit (379). He notes that 
he has been diagnosed with diabetes and· was now losing weight (379). 
The. GP refers to diabetes being diagnosed in 1986 when this should have
been 1995 (555). His Parkinson's disease has deteriorated and he is now 
getting dyst~nic movements. Dystonic movements are writhing and jumpy 
movement that occur as a side effect of drug therapy in people who have 
had Parkinson's disease for many years. These movements often occurs at 
times of peak drug levels and may alternate with periods of severe stiffness -
and immobility at times of low drug levels. lt was also noted that he had lost 
some lowe~ body strength (379). He. was now spending most of his time in 
his chair (379). His drugs included the regular. analgesia, Solpadol (381 ). 

5.6.An assessment in September 1997 (375, 377) finds he has weak lower . 
limbs and has difficulty in transfers. He can walk indoors slowly with sticks. 
He has· a poor appetite and daily home care. He is documented to have 
very weak flex!on and extension of the left hip, wasting of the left quadriceps 
and left foot drop (377) .. lt is suggested that he comes to the Day Hospital 
for physiotherapy. His weight in October 1987 (629} is 84 kgs. However in 
November 1987 he cancels further appointments (355). In September 1997 
his white cell count is 4.'0 and his platelet count is 112. 1t is likely that his 
haematological abnormalities date from this time. 

5.7.1n March 1998 he is seen again in outpatients with new episodes of 
shortness of breath (139- 141 }. The diagnosis is not clear but was thought 
possibly to be cardiac in nature. However a chest x-ray (519)was normal. 
There is no further investigation of this problem. One note suggests that he 
had just moved to a nursing home ( 141 ). 

5.8. In June 1998 he is seen at the Merlin Park Residential Home by Or Lord, 
following a GP request (345). He is noted to have significant weight loss, is 
transferring very unsteadily, is occasionally breathless and has had two falls 
in the home. He remains on a five- times a day dose of his Sinemet and is 
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also on a hypertensive drug Amlodlpine, Diazepam and drugs for 
constipation. Examination (349) finds .that he has markedly dystonic 
movements and records that the home had noticed visual hallucinations 
after he moved in. Or Lord feels that he is on too much Levodopa (the 
main drug in Sinemet). She feels the Sinemet is causing his dystonic 
movements, too low a blood pressure on standing leading to falls, and his 
halfu.;inations. The notes state that Mr Cunningham never agreed with this 
diagnosis. Dr Lord also feels that he is depressed (349). 

~.9. On 22/ld June 1998 he is brought to the Gosport War Memorial Hospital by 
Social Services as he was refusing to stay at Merlin Park (343). He is 
described as a difficult and unhappy man (59). No-acute health problems 
are found (343). Social Services place him in the Alvestoke Nursing Home 
(341). .. 

5.1 0. On 6!h July 1998 he is seen again at the Gosport War Memorial Hospital 
{339) and is noted to have decreased mobility and his weight has now 
decreased to 68.7 kgs. He is not happy with his new nursing home 

.placement His functional status has declined and his Barthel is 9/20 (334). 
His blood count that day shows a normal haemoglobin but a white cell count 
of 2. 7, platelets of 103 (650). The reduced white count particUlarly his 
neutrophil count and reduced platelets count is thought to be due to •Jikely 
myelodysplasia known since February 199r (68). This was never 
confirmed with specialist haematologist investigation. 

5. 11. On 8th July he i.s seen by Or Scott Brown a psychiatrist and is thought to 
be depressed (117). Other problems including his Parkinson's disease and 
his myeloproliferative disorder are noted (115). 

5.12. On 20th July his care is discussed with Or Lord in the Day Hospital ( 111 
_ and 113). 1t is thc;>ugh his Parkinson's disease is stable but because of 

concern about his weight loss, he is referred for a speech and language 
assessment, which subsequently occurs on 27th July (1 01 ). T.his finds he 
has difficulty in initiating swallow but there is no aspiration. This likely to be 
a complication of his Parkinson's disease. 

5.13. On 21st July he' is admitted to Mulberry Ward with depression (323) his 
weight is 65.5 kgs {303) a bed sore is now noted (293) he is thought to have 
dementia (67) and there is a documented mental test-score in June of 23 
out of 29 on the Folstein Mini Mental State Examination {343). He is found 
to be constipated (289) is restless and demanding at night (271) (269), 
nursing notes comment that he can be awkward and difficult (242). 
Waterlow scores are recorded on a number of occasions, all between 19 
and 20 suggesting very high risk of further pressure sore development (309 
and 310). He is documented to have various urine tract infections including 
proteus (207) and enterococcus on two occasions (211) (205). On 
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admission his white cell count is 2.9 neutrophil count 1.4 and platelet count 
of 97 (201 ). On 1 ih August his white count is 3.5 his neutrophil count 1.8 
and platelets 135. The blood form states uknown myelodysplasia" (193). 
On admission his albumin is 26 (185) his urea is 6 and his creatinine 59, his 

. prostatic-specific antigen is 6.4 (179) normal is less than 4. This raised level 
is not investigated any further, it might represent either benign pros!ate 

·disease or early prostatic cancer. 

5.14. During his admission to Mulberry ward he has a fall on the 24th July (70). 
He is described as quite demanding, wanting staff to come and see him 
every few minutes (70), he is depressed and tearful on 24th July (71}, he is 
rude and abusive to a member of staff on 26th July (72) and apologises later 
in the day (73). Or Lord sees him on 27th July (74) a·nd finds that there were 
no particular new problems. He is still low in mood on 3rc1 August (79) 
callin~ o_ut for assistance quite a lot (80}. He needs a lot more assistance 
on 10 August (83}. On 17th August he became noisy, shouting for help 
and very af;>usive, refusing medication (85). He is assessed for a further 
move to the Thalassa Nursing Home on 17th August (86). He is again 
c6nfused in the middle of the night on 18th August (87). On 25th August it is 
noted that he has not passed m·uch urine (90}. Blood tests carried out on 
26th August (175) find a Sodium 134, Potassium 5.1, Urea 28 and 
Creatinine 301. He has gone into acute renal failure and is examined and 
found to have a large palpable bladder (90). He is catheterised. On 28!11 
August there is a significant improvement in his renal function, Sodium 140, 
Potassium 4.1, Urea 15.6, Creatinine 144 (173). By the time of his 
discharge to his current usual medication of Sinemet, pain killers and anti
hypertensive drugs; Mirtazapine (an anti-depressant), Carbamazepine 100 
mgs nocte, Triclofos 20 mls nocte and Risperidone 0.5 mgs early evening, 
have aJJ been started as psychotropic medication to help control his mood 
and agitation (161 and 163). · 

5.15. He is seen by Or Lord on Mulberry Ward on 27th August the day before his 
discharge, the day after he has had a catheter put in. She finds him much 
better in mood and eating better with a weight of 69.7 kgs (327). There 
were 2 litres of urine passed after he was catheterised (91 ). He cannot 
wheel himself but Or Lord is happy for him to be dischar~ed to the ThaJassa 
Nursing home with a follow up in the Day Hospital on 14 September. He is 
then discharged to the Thalassa Nursing Home on 28th A~gust. 

5.16. On 11 ttt.september (99) he is seen by the Community Psychiatric Nurse 
who says that he has settled well into the Thalassa Nursing Home and his 
mood seems goad. _ 

5.1!- On 14rn September he is seen in the Gosport War Memorial Day Hospital 
his weight is 68.6 kgs (323), brighter and says he is eating not too badly 
(459). His blood pressure is a little low at 108/58 and his pulse is 90 (323)~ 
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There is no comment on his pressure sore although, he is subsequently 
given a prescription for Metronidazole from m a swab to the sores on your 
bottom" (317). He is presumably still catheterised. 

5.18. He appears to have a routine appoin.tment at the Day Hospital on 17th 
September (908) for therapist assessment lt is noticed that the pressure 
sore is exudating markedly. During this session it is recorded that he would 
not comply with dressings and then would not. wake up after bed rest. He 
was refusing to eat or drink and expressing a wish to die. The nursing · 
notes state that he is seen by Or lord (909) who thinks he may need 
admission on Monday when reviewed again. I have not found any medical · 
notes relating to this. 

5.19. On 21st September (642) he is again seen in the Day Hospital by Or lord ,. . 
(909). He js recorded to be very frail with his tablets not swallowed and in · 
his mouth. He has a very offensive large necrotic $acral ulcer. His weight is 
69 kgs (642). A care plan is made by Or lord (643) to stop unneeded 
drugs, to admit to hospital for treatment of the sacral ulcer, to nurse on the 
side, for a high protein diet and for Oramorph pm for pain. The notes state 
the nursing home should keep the bed open for the next three weeks at 
leasJ and the prognosis is poor {643). 

5.20. He is taken to Dryad Ward (645) and seen by Or Barton who says to make 
comfortable, give adequate analgesia and that ~I am happy for the nursing 
staff to confirm death". The next medical note (which is out of sequence 
(644)) on 24th September, states, "remains very poorly, Son has visited 
again today and is aware of how unwell he is. Analgesia is controlling pain 
just. I am happy for the nursing staff to confirm death•. 

5.21". 25th September (Or?) Brook writes, uremains very poorly on syringe driver 
for TLCn. There is then a nursing note on 26th September, the ~atient died 
at 23.25 on 26ffl September and the final medical note is on 28 September 
saying "death certificate discussed with Or lord, 1 - Bronchopneumonia, 2 
- Parkinson's Disease, Sacral Ulcer". 

5.22. The nursing notes are more detailed on 21~ September. He is admitted 
. (867) but at 20.30pm is noted to have remained agitated and was pulling off 

his dressing (880). "Syringe driver is commenced •as requested" and he is 
peaceful. On 22n4 September the Son is told that the Oi"amorphine pump 
has been ."started for pain relief and to allay his anxiety". His Barthet is 0/20 
(873)and Waterlow 20, suggesting high risk. The patient is recorded as 
astating he had HIV disease" and. trying to remove his catheter. 

5.23. 23rd September (868) it is recorded that he is chesty overnight and 
Hyoscine is added. The Son and wife are angry that a syringe driver was 
commenced and the nurses "explain it was to control pain•. He is agitated 
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at night that evening (8713). 

5.24'. On 24!h September the night staff and the day staff report pain and in the 
notes his Midazolam is increased to 80 mgs a day and his Diamorphine to 
40 mgs. The nursing notes record that Or Barton saw the Son, confirming 
the medical notes (643}. 

5.25. On 25th September Midazolam is continued at 80, he is on. Diamorphine 
60 mgs and is recorded as being peaceful (876). Finally on 25th September 

. the notes record his Diamorphine is increased to 80 mgs and Midazolam to 
100 mgs. 

5.26. Drug Chart Analysis: . . . . 
• ~~· .. .' ;· •• l ~ f •• 

His original drug chart on admission to the ward on 21st September (752) 
prescribes Oramorphine 2.5-10 mgs orally 4 hourly, he receives 5 mgs at 
14.50prn on 21st and 10 mgs at 20.15pm. He is also written up (753) for all \ 
his current anti-Parkinsonian and anti-psycllotic medication but the notes 
demonstrate that on some dat~s the drugs are missing and on almost a 11 
occasions he is too ill to be able to take the medication on 21st- 24th 
September. 

5.27. Diamorphine is 20 -200 mgs subcuta_neous/y in 24 hours is written up on 
21st September (756) and on the 21st at 23.1 Opm, 20 mgs is started. On 
22nd September 20.29pm, 20 mgs is started and on 23rd September at 
9.25am, 20 mgs is started. On 24th 40 mgs is started in the syringe driver at 
10.55am, on 25th 60mgs is in the syringe driver (837) and on 26th 80 mgs. 

5.28. Midazolam 20-80 mgs is written up on 21st September (756) and 20 mgs 
is given on 21st, 22nd and 23m. On the 23rd though, this is increased to 60 
mgs, BD mgs on the 24th. He receives another 80 mgs on 25th and 100 mgs 
written up in 24 hours on 26th (837). . . 

5.29. Hyoscine 200- 800 micrograms sub cut in 24 hours is written up 400 
micrograms are given on 22nd and 23rd September and 800 micrograms on . 
24th. This is then re-prescribed. Hyoscine 80-2 grams sub cut" in 24 hours 
(837) and he receives 1,200 micrograms on 25111 and 26th. 

6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

6. 1. This section will consider if there are any actions so serious they might 
amount to gross negligence or any unlawful acts or deliberate unlawful 
killing in the care of Mr ArthurCunningham. Also if the actions or 
·omissions by the medical team, nursing staff or attendant GP's 
contributed to the demise of Mr Cunningham, in particUlar, whether 
beyond reasonable doubt, actions or admissions more than minimally, 
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negligently or trivially contributed to death. 

6.2. Mr Cunningham's two main problems were lumbar spinal fusion as a 
result of a war injury, which left him his weakness. in his lower legs and 
his progressive neurological disease, Parkinson's disease. Parkinson's 
disease is a degenerative disease of the central nervous system, which 
causes tremor, body rigidity and akinesia (stiffness in movement). lt was 
first noted in 1980 presenting with a tremor, he was certainly on 
treatment by 1987. The natural history is often a good response to 
treatment. over 5 years and then gradual increasing problems. Late 
Parkinson's disease becomes increasingly difficult to controf with drugs; 
the patients get difficulty in swallowing, severe constipation, and often in 
fater stages a dementing illness . 

6.3. There are complications with the drugs as·the disease progresses, as 
the drugs are harder to keep in an effective therapeutic range. Too 
much and the patients get marked writhing or shaking movements call 
dystonias, too little and the patient may cease up completely. The 
longer-term side, effects of the drugs also include postural hypotension 
(loss of blood pressure when standing, leading to falls) and mental state 
deterioration, including hallucinations. To try and combat this, complex 
regimes are used with multiple doses at different times of days, 
sometimes combined with other drugs. There is no cure for the 
condition. 

6.4; In 1992 he is troubled .with kidney stones but has an uneventful 
operation. 

6.5. In 1994 he has a decline in his conditions with reduced mobility. This is 
.a multiple factorial problem caused by his Parkinson's disease, weak 
legs as a result of his war injury and his obesity of 102 kgs. He· is now 
living alone as his wife had died in 1989. He uses an electric wheelchair 
effectively and his Barthel is 17 but most of the help he currently needs 
is with dressing. 

6.6. Further problems occur include hypertension, which is treated in 1995, 
and diabetes mellitus (high blood sugar), _which is diagnosed later in the 
year. 

6.7.By September 1987 he is getting considerable problems in managing his 
mobility as well as his Parkinsonian drug regime with significant dystonic 
movements. He is now on multiple drugs to treat his various medical . 
conditions. He is referred to the Day Hospital for more physiotherap·y-to 
try and support him and to change his drug regime but he cancels 
further appointments in November 1997 (355). 

16 

~-·' I • ;. I ~ , 



•• ( 

GMC1 00096-0287 

Version 2 of complete report 11th July 2005 - Anhur Cwmingharn 

6:~. By March 1998 ( 141) when he is seen in the Day Hospital within the 
Outpatients it .mentions that he was now in Solent Cliff Nursing Home, 
though when seen in June 1998 (345) he has moved to the Merlin Park 
Residential Home. Throughout this gentleman's last illness there is a 
pattern of him being persistently dissatisfied with the care he receives, 
either in hospital or in the various homes he is cared for in, leading to 
multiple moves. This often complicates assessment as one institution 
never gets entirely used to him, his management and his behaviour. 

6.9. By June 1998 there is now a very marked change in his health. There 
has been massive weight loss from 102 kgs in 1994 (441), 84 kgs in 
October 1997 (629) to 68.7 kgs documented by Jury 1998 (339). He is 
walking.vecy. unsteadily, is.h~ving falls in the home, having hallucinations 
at night, he is depressed and h.9s .. mafked dystonic movements. He is 
not happy with the suggestion that he actually needs less medication 
rather than more to help manage his condition. 

6.10. Whether the result of genuine unhappiness with the home or depression 
on top of what is now probably becoming an early dementing illness (his 
mental test score on 22nd June (343) was 2~/29), he refuses to stay at 
Merlin Park. Social Services become involved and he is seen in the Day 
Hospital when no new acute problems on top of his known chronic 
problems are detected. Social Services manage to place him in the 
Alvestoke Nursing Home {341 ). · 

6.11. However, he is not happy at all with this placement when he is seen in 
the Day Hospital on 6th July 1998 (339). The plan is to investigate his 
weight lass and to reduce his Sinemet treatment. His Barthef is now 
9/20. A further medical complication that has developed, probably since 
·early 1997 (68), is that he has an abnormality of his full blood count with 
a reduced white cell count and a reduced platelet count. This suggests 
a problem with his bone marrow. Although the blood film say this is 
likely to be mye/odysplagia (a pre-malignant' condition of the bone 
marrow where there is partial bone marrow farture, but it has not 
progressed to Leukaemia) no definitive haematological investigations 
appear to have been undertaken. The main effect of this condition is he 
is likely to be much more susceptible to infections. 

6.12. He is seen by the psychiatric team on ath July ( 117) and then is admitted 
to hospital on 21st July to Mulberry Ward with a primary diagnosis of 
depression, probably on top of an underlying mild dementing illness 
(67). For the first time a bed-sore is noted in the nursing notes (293) 
although this is not commented on in the thorough medical clerking that 
was undertaken on ·admission (66). 
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6.13.There is no doubt that there has been a very significant decline in this 
gentleman's general health. He has now lost over 40 kgs of weight, 
including 25% of his body weight in the last year. He had rapidly 
deClining mobility, an early bedsore, he has started to develop mental 
impairment and his Parkinson's disease has become increasingly 
difficult to manage. 

6.14.Admission is characterised by descriptions of restless and demanding 
behaviour and occasionally aggression. I suspect he has a low-grade 
delirium (delirium is acute confusion on top of, in this case, an early 
underlying dementing illness). Probably being caused by a combination 
of his drugs and the urinary tract infections that are documented on 
serial urine samples. He is started on drugs for his (understandable) 
depressive illness, which in ·themselves may complicate-his· drug 
regime. Finally he is treated with major tranquillisers to try and control 
his moods and behaviours. 

. I 

6.15. The outcome of this admission is that he is now on multiple medications 
to try and control multiple symptoms. Yet there is very little improvement 
or change in his behaviour, as noted in the nursing cardex. 

6.16.He is planned to the Thalassa Nursing home on 28th August as his 4th 
residential move of the year. However, on the 25th August he is noted 
to be passing less urine and a blood test on 26tta August shows that he 
has gone into quite significant acl.Jte renal failure. On examination he is 
found to be in retention of urine and is catheterised and two litres of 
urine is passed (91). 

6.17. The retention of urine in itself is likely to have had multi-factorial causes, 
including the drugs he was on, his proven urinary tract infections and he 
may also have had an undiagnosed prostatrc problems based on a 
raised PSA (179). However, he responds weU to catheterisation and his 
renal function is dramatically improved by 28th when he is discharged, 
with a Urea of 15.6 and a Creatinine of 144 (173). 

6.18.Following discharge things appear to go not too badly, the CPN seeing 
him on 11th September (99) states that his mood seems good and he is 
settled well. On 14tn September when he is seen in the Day Hospital, 
his weight remains unchanged on 68.6 kgs (323) ·he is brighter and 
says eating not too badly" (459). However, his blood pressure is rather 
low on 14tn September at 108158 (323) and the pressure sore must be 
causing concern as a swab is sent (317). 

6. 19. He then has a routine review, for a therapist assessment on 171t1 
September. The nursing notes give a clue that he is quite unwell that 
day (908 and 909), they refer to the pressure sore now exudating 
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markedly, he would not comply with his dressings, he would not wake 
up after bed rest and was refusing to eat or drink. He was apparently 
expressing a wish to die. This suggests to me he was acutely delirious 
again and the underlying aetiology could well be sepsis from pressure 
sore or sepsis (which is very ~mmon) from his urinary tract after a 
recent catheterisation. The nursing notes say that he is seen by the 
consultant but I was not able to find any medical notes. The nursing 
notes suggest that Or Lord considered that she needed to review him on 
21st and might need admission at this stage. lt is below normal 
acceptable good medical practice to not make a record when seeing a 
patient, particularly if there has been a significant change in their 
condition. 

" _.,....,T",o .. ""r•l_~"fjT •' ~ _..,. 

6.20.Mr Cunningham is reyiewed again on 21st September (642) When he has 
.rapidly deteriorated, is very ili and very frail. He has an offensive large 
necrotic sacral ulcer and is not able to swallow with tablets in his mouth. 
1-le is admitted to hospital appropriately. Or Lord asked for a 
management plan, including nursing him on his side, a high protein diet, 
Oramorph PRN for pafn and writes to the nursing home tci keep th~ bed 
open for three weeks at least, the prognosi~ is poor. 

6.21. This gentleman is very seriously ill, with multiple problems and has been 
in decline for at least three months. The consultant has to make a 
judgement whether these are easily reversible problems, which would 
need intensive therapy, including drips and surgery to the pressure sore 
in an acute hospital environment or whether this is likely to be the 
terminal event of a progressive physical decline. 

6.22. In my view the combination of acute problems on top of his known 
progr~ssive chronic problems, including the large necrotic pressure 
ulcer would mean that active treatment in an acute DGH was very likely 
to be futile and "therefore inappropriate. lt was appropriate to admit him 
into a caring environment for pain relief and to observe and provide , 
symptomatic support. In my experience it is unusual for a consultant to 
write "poor prognosis" in the notes unless they believe the patient is 
terminally ill and death is likely to be imminent. 

5.23.He is admitted to the ward, Dr Barton sees_ him and writes, "make 
comfortable· in the notes (645). As the patient has just been seen and 
examined by a consultant who has made a care pfan, I think it is 
reasonable for no further clerking or examination to have been carried 
out, although many doctors would automatically do that, if briefly, so that 
they know the baseline of the patient. As suggested Oramorphine· is 
written up and Mr Cunning ham receives two doses on 21st. . 
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6.24. However, a syringe driver has also been wri~en up on admission (756) 
for Diamorphine and Midazolam. There is nothing in the medical notes 
that specifically explain why was it written up, when the drugs should be 
started or what dose. tt would be normal medical practice to write a 
comment on such management plan in the notes, but it is not negligent 
by itself, to fail to do so. · 

. . 

6.25. The nursing notes state that he remains agitated, pulling pff his 
dressings fater in the day (880). A decision is. made, with the drugs 
written up (who decides?) to start him o"n Diamorphine 20 mgs with 20 
mgs of Midazolam in a syringe driver .. 

6.26. The dose of Diamorphine is within an acceptable starting range for 
patients in pain. Midazolam is also widely used for. terminal . 
restles~ness; the dose prescribed is from 5 - ao mgs per 24 hours. The· ~ 
starting dose is within the range of 5 - 20. mgs per 24 hours that is 
acceptable for older patients (Palliative Care. Chapter 23 ·in 
Brocklehurst's Text Book of Geriatric Medicine 5th Edition 2003). 
Diamorphine is compatible with Midazolam and can be mixed in the 
same syringe driver. As the patient was terminally ill and restless, 
despite his previous doses of Omnopon, I think this was a reasonable 
management decision. 

6.27.By 29th he is clearly delirious and is now totally dependent with a Barthel 
of 0/20. There does riot appear to have been very good communication 
with the Son as anxieties are raised about his management (868). The 
dose of Diamorphine and Midazolam remain unchanged on 22"~ and. 
23rd. although he is a little agitated at night on 23rd (876)-and both day 
and night staff report pain on 24th (869). At this stage Diamorphine is 
increased to 40m mgs and the Midazolam to 80 mgs. In my view, the 
dose of Diamorphine prescribed was appropriate, however the four-fold 
increase in Midazolam 20 mgs on the 23ra to 80 mgs on the 24th 
appears excessive. 

6.2B.After the pain on 24th there is no further distress noted in either the 
medical notes (645) or the nursing notes (869). Despite this, the 
Oiamorphine is increased to 60 mgs a day on 251h and 80 mgs on the 
26th and the Midazolam is put up to 1 00 mgs a day on the 261

h. In my 
view it was reasonable to increase the palliative care regime of 
Diamorphine and Midazolam on both 23n:l and 24th September. He was 
in pain and he was agitated. 1t might well have been better to increase 
the Diamorphine (as pain does seem to be a major issue here with the 
bed-sore} rather than the Midazolam to ensure that this dying man was 
symptom free and did require an increase in medication on the 24th. 
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6.29. The dose of Diamorphine is then increased on both the 25th and 26th· to 
. 60 then 80 mgs (837) and Midazolam is increased again on 26tr~ 

September to 100 mgs. There is no justification given for this in either 
the nursing or the medical notes, nor at any stage is it possible to tell 
from the notes whether the decision to change the drug dosages was a 
medical or a nursing decision or which doctor or nurse made that 
decision. 

6.30.1n my view the dose of Diamorphine and Midazolam was excessive on 
25th and 26th and the medication may have slightly ~hortened life. . 
However I cannot find evidence to satisfy myself to the standard of 

. I 

gbeyond reasonable doubt". I would have expected a difference of at 
most, no more than a few hours to days if a lower dose of either or both 

--·· ·af the drugs had been used instead during the last few days. 

7. OPINION · 

8 

7.1. Arthur Cunningham is an example of a complex and challenging problems 
in geriatric medicine. He suffered from multiple chronic diseases and 
gradually deteriorated with increasing medical and physical dependency. lt 
is always a challenge to clinicians to identify the point to stop trying to deal 
with each individual problem or crisis, to an acceptance the patient is now 
dying and that symptom contrql is appropriate. · 

7.2.1n my view, Mr Cunningham was managed appropriately, induding an 
appropriate decision to start a syringe driver for managing his symptoms 
and agitation as part of his terminal illness in September.1998. 

7.3. My one concern is the increa~ed dose of Oiamorphine in the syringe driver 
on 25th and 26th September 1998, as I was unable to find any justification for 
this increase in dosage in either the nursing or the medical notes. In my 
view this increase in medication may have slightly shortened life for at most 
no more than a few hours to days, however, f am not able to find evidence 
to satisfy myself that this is to the standard of "beyond reasonable doubt". 
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9. EXPERTS" DECLARATION 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9 . 

10. 

I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 
I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. 
r have done my best, in preparing. this· report, to be accurate and 
complete. I have mentioned all matters, which I regard as refevanno the 
opinions I have expressed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am 
aware, which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report, which has been suggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. 
Where, in ITIY view, there is a range of reasonable opinion, I have 
indicated the extent of that range in the report. 
At the time of signing the report I consider it to be complete and 
accurate. r wilt notify those instructing me if, for any reason, r 
subsequently consider that the report requires . any correction or 
qualification. · 
I understand that this report will be the evidence that., will give under 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 
I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my_ report are within my own knowledge 1 
have made clear which they are and I believe them to be truel and the opinions. 1 
have expressed represent my true and complete professional opinion. 
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1. SUMMARY OF CONCLUSIONS 

Mr Cunniflgham was a frail 79 year old widower who lived in a nursing home. . . . 

. He had suffe,red from Parkinson's disease for many years and had an 

abnormal blood count possibly due to myelodysplastic syndrome.- He had 

longstanding back pain due to an old war injury, that required rf1aximal doses 

of weak (step 2) opioids. His behaviour could be difficult and this was the 

reason for a recent admission under the care of Dr Banks, consultant in old 
• • _;""., •1: -- ~+ '"I•· ··-· 

age psychiatry. During this admission, his abnormal behaviour and disturbed 

nights were . considered to be due to . a combination of depression and 

dementia. An antidepressant (mirtazapine), a mood stabiliser 

(carbamazepine), an antipsychotic (risperidone) and a sedative/hypnotic 

(triclofos) were commenced. These resulted in an improvement in Mr 

Cunningham's mood and sleep, which was maintained after his return to the 

nursing home. 

Mr Cunningham was followed up at Dolphin Day Hospital on the 14th, 17th and 

21st September 1998. ov·er this time, his sacral pressure sore worsened 

despite antibiotics and his general condition appeared to deteriorate; he was 

difficult to wake and was refusing to talk,_ drink or swallow medication and 

expressing a wish to die. On the 21st September and was -admitted direct to 

Dryad. Ward for treatment of the sore, a high protein diet and for 'oramorph 

·(morphine solution) p.r.n. 'as required' if pain'. Dr Lord noted that Mr 

Cunningham's prognosis was. poor but asked that the nursing home keep the 

bed open for the next three weeks at least. 

During this admission, the medical care provided by Dr Barton fell short of a 

good standard of clinical care as defined by the General Medical Council that 

included ·th~ lack of clear note keeping, adequate assessment of the patient 
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and the prescription of a large dose range of diamorphine (up to 200mg) that 

was likely to be excessive to Mr Cunningham's needs. The lack of access to 

stat se doses of diamorphine and midazolam, made some of the increases in 

the doses of_ diamorphine and midazolam he received in the syringe driver 

difficult to justify, especially when the increment was larger than generally 

seen. Further, other strategies of managing Mr Cunningham's pain on turning 

that may have been more successful were not pursued. In this regard, Or 

Barton could be seen as. a doctor who breached the .. d~tY--~f-care she o~ed to 

Mr Cunningham by failing to provide treatment with a reasonable amount of 

skill and care. This was to a ·degree that disregarded the safety of Mr 

Cunningham by unnecessarily exposing him to the risk of receiving excessive 

doses of diamorphine. In the event, however, Mr Cunningham did not receive 

such high doses. 

Dr Barton could be seen as a doctor who, whilst failing to keep clear, accurate, 

and contemporaneous patient r.ecords had been attempting to allow Mr . 

Cunningham a peaceful death, albeit with what appears to be a lack of 

sufficient knowledge regarding the use of diamorphine as detailed above. In 

my view, Mr Cunningham was dying in an expected way, the use of 

diamorphine, midazolam and hyoscine were justified given that both his 

chronic pain and behavioural disturbances required medication, and 

subsequently for retained secretions in his terminal phase. The starting doses 

used and the doses he subsequently received of diamorphine, midazolam and 

·hyoscine were not unusual ·and had been arrived at in a step wise fashion. 

Although in my view,. alternatives existed that would have better managed his 

pain on turning, other practitioners may well have followed a similar course to 

Or Barton. 
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2. INSTRUCTIONS 

To examine the medical records and comment upon the standard ·of care 

afforded to the patient in the days leading up to· his death against the 

acceptable standard of the day. Where appropriate, if the care is felt to be 

suboptimal, comment upon the extent to which it may or may. not disclose 

criminally culpable actions on the part of individuals or groups. 

3. ISSUES 

3.1 Was the standard of care afforded to this patient in the days leading up 

to his death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatment should normally 

have been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

4. BRIEF CU~RICULUM VITAE 

Code A 
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Code A 

5. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Arthur Den.nis Brian Cunningham, 

including the entry in the Death Register. 

[2] Full set of medical records of Arthur Dennis Brian Cunningham on CD

ROM. 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4J Hampshire Constabulary Operation Rochester Guidance for 

Medical Experts. 
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[5] Hampshire Constabulary Summary of Care of Arthur Cunninghani. 

[6] Palliative Care Handbook Guidelines on Clinical Management, Third 

Edition, Salisbury Palliative Care Service~ (1995); Also referred to as 

the 'Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration of Medici_nes by Nursing Staff Policy (January 

1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 ). 

iv) Compendium of Drug Therapy Guidelines, Adult Patients (1998). 

v) Draft Protocol for Prescription Administration of Diamorphine by 

Subcutaneous Infusion, Medical Director (December 1999}. 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

[8] General Medical Council,· Good Medical Practice· (July 1_998). 

[9] British National Formulary (BNF). Section on Prescribing in Terminal 

Care (March 1998). 

[1 0] British National Formulary (BNF). Section on Prescribing in the 

Elderly (March 1998). 

6. CHRONOLOGY/CASE ABSTRACT 

Events at Mulberry· ward, 21st July 1998 until the 28th August 1998 

Mr Cunningham, a 79 year old widower who lived in Thalassa Nursing 

Home was admitted to Mulberry Ward, Gosport War Memorial Hospital 

(GWMH) under the care of Or Banks, consultant in old age psychiatry, for 
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assessment of his physical and mental wellbeing (page 241 of 928). This 

was precipitated by the staff at the nursing home finding Mr Cunningham's 

behaviour difficult. it was considered that these behavioural problems 

related to. the combination of depression and dementia (pages 67, · 453 of 

928). Mr Cunningham also had long-term problems relating to Parkinson's 

disease, constipation and was known to have an abnormal full blood count 

(low white cells and platelets; cells that help fight infection and the blood to 

clot respectively)(pages 67 and 68 of 928). The ·ratter was discussed with 

Dr Cranfield, consultant ha~matologist, who considered it probably due to 

myelodysplastic syndrome (see technical issues) or possibly drug-related 

and it was noted that 'He [Mr Gunningham] is more susceptible to infection. 

Medical help should be sought early rather than later' (page 68 of 928). 

Repeated blood counts however, were stable and satisfactory, e.g. white 

cells 4.0 (neutrophils 2.8) x 1 09/L and platelets 113 X 1 09/L on. the 26th 

August 1998 (page 191 of 928). 

Mr Cunningham was also known to the geriatric services and Or Lord, who 

had seen him several times over previous years. This mainly related to his 

Parkinson's disease (initially diagnosed in 1988) impairing his mobility, and 

the difficulties encountered with undesirable effects as the dose of his 

antiparkinsonian medication was increased; these ·included abnormal 

involuntary movements (dyskinesia), confusion (with hallucinations) and 

postural hypotension (low blood pressure on standing)(pages 345, 349, 

· 351, 375, 377 of 928). Mr Cunningham had also injured his lumbar spine 

and both ankles in an aeroplane crash in 1945, requiring lumbar spine 

fusion and bone grafts. This led to numbness and weakness· in the left leg 

and he was invalided out of the RAF. Backache, thought related to this 
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injury, had been reported as a considerable problem but that So/padol 

{codein·e 30mg and paracetamol SOOmg), five to eight a day (i.e. 15Q-

240mg codeine/day) was effective (pages 139 and 375 of 928). Other 

previous problems included a kidney stone (1992),· a transurethral 

resection for an enlarged prostate (1992), diabetes mellitus (1994 ), initially 

tablet and subsequently diet controlled and high blood pressure (pages 7, 

50, ~5. 375, 445, 305, 379 of 928). 

During his stay on Mulberry Ward, Mr Cunning ham was commenced on an 

antidepressant, mirtazapine (page 71 of 928). lt was noted that he would 

often call out for the first couple of hours in bed (page 72 of 928). The 

nurses commented that it took a long time to get him comfy at night having 

to make adjustments to his back rest and pillows etc. (page 72, 73 and 80 

of 928) and he did complain of pain in th~ base of his spine (page 73 of 

928). On the 4th August 1998, this led to his paracetamol being switched 

for co-proxamol 2 tablets fourtimes a day, a similar strength·arialgesic to 

the Solpadol he had required before (page 80 of 928). 

On the 17th August 1998 he had a very disturbed night with shouting and 

was subsequently commenced on an anti-epileptic drug carbamazepine 

100mg at night (page 87 and 161 of 928), presumably as a mood 

· stabiliser. The following night he was described as confused with paranoid 

and delusional ideas (page 87 of 928) and a sedative, triclofos 20ml (2g) at 

night was added. it was commented that this would be for a few nights, 

although this was continued long-term (page 88 and 161 of 928). Due to 

ongoing problems, on the 19th August 1998, an 'atypical' antipsychotic.· 

risperidone 0.5mg was added at 6pm (page 88 of·928). An-antipsychotic is. 

usually indicated in confused patients with paranoid and delusional ideas. 

Page 9 of 44 



GMC1 00096-0304 

Dr A.Wilcock Arthur Dennis Brian Cunningham (BJC/15) September 27th 2005 

However, they risk worsening Parkinson's disease (see technical issues) 

and this may be why other approaches were tried first. An 'atypical' 

antipsychotic like risperidone would be less likely to worsen Mr 

Cunningham's Parkinson's disease compared to a 'typical' antipsychotic 

such as haloperidol. Mr Cunningham's mood and nights subsequently 

improved. 

On admission to Mulberry ward, the skin over Mr Cunhingham's pressure 

areas was intact (page. 248 of 928). He was, however, at high risk of 

pressure sore 'development, scoring 19-20 on a Waterlow Score (>15 

indicates high risk; >20 a very high risk of pressure sore 

development)(page 309 of 928). On or around the 23rd August 1998, a 

nursing care plan was started for a broken area on his sacrum that was 

treated with a thin DuoDERM dressing (page 293 of 928). 

Mr Cunningham also had two urinary tract infections requiring antibiotics 

(pages 205 and 207 of 928) and developed· renal impairment due to 

urinary retention, necessitating urinary catheterisation, following which 

his kidney function .· improved .(urea 15.6mmoi/L, creatinine 

144micromoi/L)(pages 173 and 175 of 928). 

Mr Cunning ham was reviewed by Dr Lord whilst on Mulberry Ward. Initially 

Dr Lord considered that his Parkinson's- disease was stable and that his 

deteriorating mobility was more likely related to a weak pelvic girdle due to 

his old spinal injury (pages 74 and 105 of 928). · Dr Lord suggested 

continuing the same dose of his antiparkinsonian medication (1-dopa} and . 

to only add an ·extra controlled release formulation (Sinemet CR) at night if 

thought necessary. This was subsequently added by Or Bank's team the . 
. . 

same day (page 75 of 928). On a subsequent review on the 27th August 
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1998, Dr Lord considered that Mr Cunningham's Parkinson's disease had 

indeed deteriorated (pages 91, 92, 97 .of 928) and offered to follow him up 

at Dolphin Day Hospital. Or Lord also noted that Mr Cunningham was 

eatin~ better and had gained weight from 65.5 to 69.7kg during his 

admission (pages 325, 327 and 329 of 928). 

Mr Cunningham was discharged from Mulberry Ward on the 28th August 

1998 on the following medication: Careldopa as Sinemet-110 (carbidopa 

10mg/levodopa 100mg) one tablet four times a day; careldopa as Sinemet 

CR (carbidopa SOmg/levodopa 200mg) one tablet at night 

(antiparkinsonian medication); co-proxamol two tablets four times a day 

(analgesic); mirtazapine 30mg at night (antidepressant); risperidone 0.5mg 

at 6pm ('atypical' antipsychotic); triclofos 20ml (2g) at night (hypno_tic); 

carbamazepine 100mg at night (anti-epileptic; mood stabiliser}; amlodipine 

Smg once a day (for high f?lood press·ure); co-danthramer two capsules at 

night; magnesium hydroxide 1 Omg twice a day; senna two tablets at night 

(laxatives) (pages 162, 453 of 928). 

Mr Cunningham's improved mood and nights appear to have been 

maintained on his return to Thalassa Nursing · home; on the 11th 

September 1998, a community psychiatric nurse noted 'settled well back at 

the_ Nursing Home .... no management or behavioural problems ... 

Compliant, mood ·seems good' (pages 93 and 99 of 928}. 

Events at Dolphin Day Hospital. 14th September 1998 until 21st 

September 1998. 

Mr Cunningham was reviewed by a doctor at. Dolphin Day Hospital on .the 

14th September 1998. Due to increasing stiffness from his Parkinson's 
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disease, the care! dopa (Sinemet-11 0) was increased to five times a day. 

Other plans were to liaise with the nursing home about his bowel habit, 

with a view to rationalising his laxative therapy, and his behaviour/sleep 

with. a view to stopping his benzodiazepine p.r.n. ('as required'}. lt is 

unclear if Mr Cunningham was still taking a benzodiazepine p.r.n. He was 

not given a supply of diazepam on discharge from Mulberry Ward (pages 

162, 163 of 928}. The Dolphin Day Hospital nursing records note that Mr 

Cunningham reported that he was happy at Thalassa, that the nursing 

home staff said his bowels were satisfactory and· that he slept well. The 

nursing staff at Dolphin Day Hospital were aware of his sacral sore and 

took a photograph (page 639 of 928); they clarified that he had a pressure 

relieving Spenco mattress and wheelchair cushion at the nursing home. 

The nursing home staff were asked to redress the sore later that week and 

it would be checked again at Mr Cunningham's next day hospital 

attendance (page 907 and 908 of 928). 

Mr Cunningham next attended Dolphin Day Hospital on the 17th 

September 1998. lt was noted that his sacral pressure sore appeared 

infected and he was commenced on an antibiotic, metronidazole 200mg 

three times a day (page 317, 459 of 928). The nursing not~s entry for this 

visit report that the occupational therapist (OT) was to order a wheelchair 

and a Roho cushion. They noted that the,pressure sore was exuding++ but 

not redressed due to reduced compliance from Mr Cunningham, although 

no specific details are given. lt was noted that he would not wake after a 

rest on bed and was refusing to talk, drink or swallow medication but 

expressed a wish to die. lt was noted he was seen by Or Lord, and that the 
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plan was to possibly admit him when next reviewed (pages 908, 909 of 

928). 

On the 21st September 1998, Mr Cunningham was reviewed_ at Dolphin 

Day Hospital by Or Lord who· noted that he was very frail. Tablets were 

found in his mouth some hours after they had been given. There was an 

offensive smelling large ne-crotic sacral ulcer with a thick black scar and 

grazes over his buttocks (photographed, pgge 64 of 928). In addition there 

was a small black scar and redness over the left lateral malleolus (ankle). 

Or Lord listed Mr Cunningham's problems as 'sacral sore (she specified 'in 

nursing home' possibly meaning that this is where it developed. My 

understanding is that it started during his admission to Mulberry ward, but 

considerably worsened at the nursing home), Parkinson's disease· (she 

considered this no worse), old back injury, depression and element of 

dementia, diabetes mellitus - diet (controlled) and catheter for urinary 

retention' (page 642 of 928). Or Lord admitted Mr Cunningham direct to 

Dryad Ward that day, stopped the amlodipine (his blood pressure was 
' • normal/low for someone his age), the co-danthram.er laxative (this. can 

irritate the skin around the perineum/_sacrum), the metronidazole and 

asked for Mr Cunningham be nursed on his side and to apply Aserbine to 

the sacral ulcer; this is a desloughing agent, that helps to ablate local 

infection. She also noted that. Mr Cunningham should receive . a high 
. . 

protein diet and 'oramorph (morphine solution) p.r.n. 'as required' if pain' 

(page 643 of 928). Or Lord asked that the nursing home keep the bed 

open for the next three weeks at least and noted that Mr Cunningham was 

agreeable with the admission. Or Lord also-noted- that Mr Cunningham's. 

prognosis was poor (page 457, 642, 643, 909 of 928). 
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Events at Dryad Ward, Gosporl War Memorial Hospital, 21st September 
.. 

1998 until 26thBeptember 1998. 

. 21st September 1998 

An entry in the medical notes reads 'Transfer to Dryad Ward. Make 

comfortable. Give· adequate analgesia. I am happy for nursing staff to 

confirm death' {page 645 of 928). The drug chart us.ed in the day hospital 

was continued as an inpatie~t. This. revealed that Mr Cunningham had 

prescriptions for regular co-proxamol, mirtazapine, risperidone, Sinemet-

110, Sinemet CR, senna, carbamazepine, magnesium hydroxide and 

triclofos. Prescriptions for his· amlodipine, co-danthramer and 

metronidazole had been crossed out (pages 753, 755 of 928). On the 

p.r.n. 'as required' section Oramorph 2.5-10mg up to every four hours and 

Actrapid insulin 5-10 units according to a sliding scale were prescribed 

(page 752 of 928). On another section,. the where the word 'regular' 

prescription has been crossed out and replaced with p.r.n. and circled, Mr 

Cunningham was also prescribed diamorphine 2Q-200mg, hysocine 

(hydrobromide) 200-BOOmicrogram · and midazolam 2D-80mg all 

subcutaneously (SC) over 24h (page 756 of 928). Finally, he was 

. prescribed metrotop, a topical antibiotic gel (page 756 of 928). Mr 

Cunningham received 5mg ciramorph at 14.50pm and 1 Omg at 20.15pm 

(page 753 of 928). A syringe driver containing diamorphine 20mg and 

midazolam 20mg was commenced at 23.1 Opm (page 756 of 928). 

At· 18.00h Mr Cunningham took co-proxamol (but . none thereafter), 

Sinemet-110 and magnesium hydroxide. Following his admission, it does 
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not appear as though · Mr Cunningham received· any . mirtazapine, 

'risperidone, Sinemet CR, carbamazepine or triclofos (753 and 755 of 928). 

The 'Exception to prescribed orders' section of the drug chart gives 

· 'sedated' as the reason that Mr Cunningham did not receive his co

proxamol, Sinemet CR and senna at 22.00h (page 754 of 928). 

The nursing summary notes read 'Admitted from DOH with history of 

Parkinson's, dementia and 'diabetes diet controlled diabetic. Catheterised 

on previous admission for retention of urine. Large necrotic sore on 

sacrum. Seen by Or Barton. Dropped left foot. Back pain from old spinal 

injury. 14.50h Oramorph 5mg given prior to wound dressing. A later entry 

notes 'Remained agitated until approximately 20.30h. Syringe driver 

commenced as requested. Diamorphine 20mg, midazolam 20mg at 

23.00h. Peaceful following (page 867 of 928). 

The nursing care plan entry relating to the ulcers note~ 'Dressing applied 

to buttock at 18.30h. Aserbine cream to black necrotic area and zinc and 

caster oil to surrounding skin: very agitated at 17.30pm, Oramorph 

1 Omg/5ml at 20.20pm. Pulled off dressing to sacrum (page 880 of 928). 

Nursing care plan entry relating to settling for the night notes 'Driver 

commenced at 23.1 Opm · containing diamorphine 20mg and midazolam 

20mg. Slept soundly following. BS (qlood sugar) at 23.20pm 3.4mmol/L. 

2 glasses of milk taken when awake. Much calmer this am. Sacral sore 

oozing but left exposed as requested' (page 876 of 928). 

22nd September 1998 

The drug chart reveals that Mr Cunning ham took Q'oses of Sinemet-11 0 at 

06.00, 09.00, .12.00 and 18.00h, magnesium hydroxide at 09.00h and 
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senna at 22.00h (page 753 and 755 of 928). The 'Exception to prescribed 

orders' section of the drug chart gives 'not in stock' as the reason that Mr 

Cunningham did not receive his Sinemet CR and carbamazepine and 'on 

syringe driver' _as the reason he did not receive the triclofos at 22.00h 

(page 754 of 928). 

The nursing summary notes read 'Mr Farthing has telephoned. Explained 

that a syringe -driver containing diamorphine and midazolam was 

commenced yesterday evening for pain relief and to allay his anxiety 

following an episode when Arthur tried to wipe sputum on a nurse saying 

he had HIV and was going to give to her. He also tried to remove his 

catheter and emptied the bag and removed his sacral dressing throwing it 

across the room. Finally, took off his covers and exposed himself (page 

867 of 928). Syringe driver changed to 20.20h contains diamorphine 20mg 

and midazolam 2Dmg, appears less agitated this evening (page 868 of 

928). 

Nursing care plan relating to the ulcer notes '23.00h. Dressing came off . 

Reapplied as above' (page 880 of 928). Further entries on the 24th, 25th 

and 26th of September all report renewal of the dressing with no comments 

' 
that it was of any discomfort or distress to Mr Cunningham (page 880 of 

928). 

Nursing care plan entry relating to settling for the night nates 'Driver 

running as per chart. Very settled night. Blood sugar 5mmoVL at 06.00h 

(page 876 of 928). 

\ 

23rd September 1998 
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The drug chart reveals that Mr Cunning ham took Sinemet-11 0 at 06.00h . 

(page 753 of 928). The 'Exception to prescribed orders' section of the 

drug chart gives 'unable to take' as the reason that Mr Cunningham did not 

subsequently receive his co-proxamol, risperidone, Sinemet-11 0, 

carbamazepine and triclofos (page 754 of 928). A syringe driver containing 

diamorphine 20mg, hyoscine 400micrograms and midazolam 20mg se 

over 24h was commenced at 09.25h. This was discarded at 20.00h to be 

replaced by one containing diamorphine 20mg, hyoscine 400microgram 

and midazolam 60mg (page 756 of 928). 

The nursing summary notes read 'Seen by Dr Barton. Has become chesty 

overnight to have hyoscine added to driver. Stepson contacted and 

informed of deterioration. Mr Farthing asked if this was due to the 

commencement of syringe driver and informed that Mr Cunningham was 

on a small dosage which he needed. To phone him if any further 

deterioration' (page .868 of 928) An entry timed 13.00h reads 'Mr and Mrs 

Farthing. seen by me - Sister Jean Hambli~ and Staff Nurse Freda Shaw. 

Very angry that driver had been commenced. · lt was explained yet again 

that the contents of his syringe driver were to control his pain. lt was also 
' . 

explained that the consultant would need to give· her permission to 

discontinue the driver and we would need an alternative method of giving 

pain relief. Has also been seen by Pastor Mary for 1 Y2h this afternoon. He 

is now fully aware that Brian is dying and needs to made comfortable. 

Driver renewed at 20.20h with diamorphine 20mg, midazolam 60mg and 

hyoscine 400microgram. Family have visited. (page 868 of 928}. 

Nursing care plan entry relating to settling for the night notes. 'Became a 

little agitated at 23.00h, syringe driver boosted with effect. Seems in some 
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discomfort when moved, driver boosted prior to position change.. On back 

at time of report. Sounds chesty this morning. Catheter draining urine 

very concentrated (page 876 of 928). 

24th September 1998 

Entry in the medical notes reads 'Remains unwell. Son has visited again 

today and is aware of how unwell he is. SC a~algesia is controlling pain 

just. I am happy for nursing staff to confirm death.' This note is written out 

of sync, most likely in error, on the page preceding the first inpatient entry 

(pages· 643, 645 of 928). 

At 1 0.55h a syringe driver containing diamorphine 40mg, hyoscine 

BOOmicrogram and midazolam 80mg was commenced (page 756 of 928). 

The nursing summary notes read 'Report from night staff that Brian was in 

pain when being attended to. Also in pain with day staff especially his 

knees. Syringe driver renewed at 10.55 with diamorphine 40mg, 

midazolam 80mg and hyoscine BOOmicrograms. Dressing renewed this 

afternoon - see care plan. Son - Mr Farthing seen by Or Barton this 

afternoon and is fully aware of Brian's condition. In the event of death, 

Brian is for cremation' (page 869 of 928). A later entry timed 21.00h notes 

'Mr Cunningham's grandson telephoned, ·informed of grandfathers 

condition. Nursed on alternate sides during night, is aware of. being moved. 

Sounds "chesty" this morning. Catheter draining (page 869 of 928). 

Nursing care plan entry relating. to settling for the night notes 'All care 

given, nursed from side to side. Peaceful nights sleep. Syringe driver 

running as prescribed .. On back at time of report. Starting to sound chesty 

this morning (page 876 of 928) .. 
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25th September 1998 

An entry in the medical notes reads 'Remains very poorly. On syringe 

driver. For TLC (tender loving care)' (page 645 of 928). 

A new drug chart was written with prescriptions for diamorphine 40-

200mg, hyoscine 800microgram-2g and midazolam 2Q-200mg all se over 

24h (page 837 of 928}. Mr Cunningham received a syringe driver 

containing diamorphine 60mg, hyoscine 1200micrograms and midazolam 

BOmg (page 837 of 928). 

The nursing summary notes read 'All care given this a.m. Driver recharged 

at 1 0.15h, diamorphine 60mg, midazolam 80mg and hyoscine 

1 200~icrogram ....... Son present at time of report, carer also visited' (page 

869 of 928). 

Nursing care plan entry. relating to settling for the night notes 'peaceful 

night,· position changed still does not like being moved' {page 876 of 928). 

26th September 1998 

An entry was made in the medical notes by nurses Turnbull and Tubbritt to 

confirm Mr Cunningham's death at 23.15h (page page 645 of 928). 

A syringe driver containing diamorphine BOmg, hyoscine 1200microgram 

and midazolam 1 OOmg was commenced at 11.50h (page 837 of 928). 

The nursing summary·notes read 'Condition appears to be deteriorating 

slowly. All c·are given. Sacral sore redressed, mouth care given. Driver 

-~echarged and 11.50h, diamorphine 80mg, hyoscine 1200micrograms, 

midazolam 1 OOmg. No phone calls from family this a.r:n. Mrs Sellwood 

phoned to enquire on condition (page 869 of 928). A later entry timed 
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. 'night' reads 'Brian's condition continued to deteriorate' and noted that he 

died at 23.15h (page 869 and 872 of 928). 

Nursing care plan entry relating to settling for the night notes 'Condition 

continued to deteriorate. Relatives informed. Arthur died peacefully at 

23.15h' (page 876 of 928). 

28th September 1998 

An entry in the medical notes by Or Brook reads 'Death certificate (0/W 

(discussed with) Or Lord). I. Bronchopneumonia, 11. Parkinson's disease, 

sacral ulcer (p~ge 645 of 928). I note that the copy of the entry in what r 

have assumed to be the death register, records cause of death as la. 

Bronchopneumonia only (supplied by Hampshire Constabulary). 

7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Myelodysplastic syndrome 

This ·is a disorder of the stem cells in the bone marrow that reduces the 

effective production of various types of blood cells. lt is characterised by a 

progressive fall in one or more of the red, white or platelet cell counts 

causing, for example, anaemia, reduced immunity to infections or an 

increased risk of bleeding; 3G-40% of patients die of infection :t bleeding. 

In 20-40% of patients it transforms into a leukaemia. 

ii) Syringe drivers, diamorphine, midazofam, haloperidol, /evomepromazine 

(nozinan) and hyoscine hydrobromide 

A- syringe· driver is a small portable battery-driven pump used to deliver 

medication subcutaneously (SC) via a syringe, over 24h. Indications for its 
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use include swallowing difficulties· or a comatose patient. ln the United 

Kingdom, it is commonly used in patients with cancer in their terminal 

phase in order to continue to deliver analgesic medication. Other 

medication required for the control other symptoms, e.g. delirium, nausea 

and vomiting can also be added to the pump .. 

Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in 

syringe drivers as it is more soluble, allowing large doses to be given in 

very small volumes. lt is indicated for the relief of pain, breathlessness and 

cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF number 29 (March 

1995}). Others sometimes suggested dividing by 2 or 3 depending on 

circumstance (Wessex protocol). Hence, 60mg of morphine taken orally a 

day could equate to a daily dose of 20 or 30mg of diamorphine se. it is 

.usual to prescribe additional doses for use 'as required' in case symptoms 

such as pain breakthrough. The dose is usually 1/6th of the 24h dose. 

Hence for someone receiving 30mg of diamorphine in a syringe driver over. 

24h, a breakthrough dose would be Smg. One would expect it to have a 

2-4h duration. of effect, but the dose is often prescribed to be given hourly 

if required. As the active metabolites of morphine are excreted by the 

kidneys, caution is required in patients with impaired kidney function. 

Midazolam is a benzodiazepiile, a diazepam like dn,Jg. lt is commonly used 

in syringe drivers as a sedative in patients with ter~i~al. agitation. Sedation 

can be defined as the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving ·anxiety and tension. Although · 

drowsiness is a common effect of sedative drugs, a patient can be sedated 
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without being drowsy. Most practitioners caring for patients with cancer in 

their terminal phase would generally aim to find a dose that improves the 

patients' symptoms rather than to render them unresponsive. In some 

patients however, symptoms will ~:mly be relieved with doses that-make the 

patient unresponsive. A typical starting dose for an adult is 30mg a day .. A 

smaller dose, particularly in the elderly, can suffice or sedate without 

drowsiness. The BNF (March 1 995) recommends 2Q-1 OOmg SC over 24h. 

The Wessex protocol suggests a range with the lowest dose of 5mg a day . 

The regular dose would then be titrated every 24h if the sedative effect is 

inadequate. This is generally in the region of a 33-50% increase in total 

· dose, but would be guided by the severity of the patients s·ymptoms and 

the need for additional 'as required' doses. These are generally equivalent 

to 1/6th of the regular dose, e.g. for midazolam 30mg in a syringe driver 

over 24h, the 'as required' dose would be Smg given as a stat SC injection. 

The duration of effect is generally no more than 4h, and it may need to be 

given more frequently. As an active metabolite of midazolam is excreted by 

the kidneys, caution is required in patients with impaired kidney function. 

Haloperidol is an antipsychotic. Jt is frequently used in syringe drivers for its 

antipsychotic and anxiolytic effects in patients with terminal 

delirium/agitation or as an anti-emetic. Compared to other antipsychotics, 

like levomepromazine, it is less sedative but can cause more problems with 

extrapyramidal effects and should be used with caution in patients with 

parkinsonism or Parkinson's disease. Extrapyramidal effects include 

parkinsonism, acute dystonia, acute akathesia and tardive dyskinesia. 

Parkinsonism consists of tremor, rigidity and slowing of movements; acute 

dystonia is spasm of muscles including those involving the. eyes, head, 
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neck, trunk and limbs. They are usually abrupt in onset and associated with 

anxiety; acute akathesia is a form of restlessness of 'the muscles in which 

the person is compelled to move or change position and is associated with 

variable degrees of patient distress; tardive dyskinesia typically presents as 

involuntary chewing movements of the face and orofacial muscles. 

Levomepromazine is an antipsychotic. lt is frequently used in syringe 

drivers for its antipsychotic and anxiolytic effects in patients with terminal 

delirium/agitation or as an anti-emetic. lt is more sedative than haloperidol 

but less likely to cause extrapyramidal effects . 

Hyoscine hydrobromide is an antimuscarinic drug most commonly giv~n to 

reduce excessive saliva or retained secreti_ons ('death rattle'). lt also has 

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 

Repeated administration can lead to cummulation and this cari occasionally 

result paradoxically in an agitated delirium, highlighted in both in the BNF 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 600-

2400microgram se over 24h (BNF (March 1995)) or 400-600microgram as 

a stat se dose. The Wessex protocol gives a dose. range of 40Q-

1200microgram over 24h. 

The titration of the dose of analgesic, antipsychotic or sedative medication 
-

is guided by the patients symptom control needs. The number and total 

dose of 'as required' doses needed over a 24h period are calculated and 

this guides the increase necessary in the regular dose of the drugs in ,the 

syringe driver in a way that is proportional to. the patients needs. The ideal 

outcome is the relief of the symptoms all of the time with no need for · 

additional ·'as _required' doses. In practice, this can be difficult to achieve 

and the relief of the symptom~ for the majority of the time along with the 
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use of 1-2 'as required' doses over a 24h period is generally seen as 

acceptable. 

ii;j Boosting syringe drivers 

Given that it was in widespread use, I am assuming that Dryad Ward had 

access to the Graseby MS26 syringe driver that has a boost button, but 

this· should be clarified. . The use of the boost button is generally not 

recommended as, for example: 

· 1) The dose delivered by the boost is generally insufficient 

Generally, the contents of a syringe being delivered by a Graseby MS26 

syringe driver wourd be made up to a certain rength, e.g. SOmm to be 

infused over 24h, i.e. just over 2mm/h. One actuation of the boost button 

moves the plunger on the syringe driver 0.23mm. In relation to the 

recommended rescue dose for breakthrough pain, this is .likely to be 

inadequate. For example, a reasonable breakthrough dose is generally 

1/6th of the 24h dose and this would equate ~o about 8mm. Nevertheless, 

boosting also presents a problem on how the amount and frequency of the 

boosting is prescribed and how it is recorded by the nursing staff. 

2) There is no lockout period 

Although each booster dose is small, there is nothing to stop the boost 

button being repeatedly depressed and released. Hence; the potential 

exists for the contents of the syringe driver to be administered much more 

· quickly than the intended 24h. 

3) The overall duration of the infusion is reduced 

This may cause problems in some settings, e.g. the community . 

.4) There are us.ually several drugs in the syringe driver 
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lt may only be indicated to boost the dose of one of the drugs in the 

syringe driyer, but all of the contents are unavoidably boosted. 

Hence, rather than boosting a syringe driver, usual practice is to ensure 

that patients have access to stat'p.r.n. medication, that they may require to 

control their sy.mptoms, in appropriate doses to be given subcutaneously, 

e.g. an analgesic, sedative and antipsychotic. 

iv) The principle of double effect 

The principle of double effect states that: 
S' 

'If measures taken to relieve physical or mental suffering cause the death 

of a patient, it is morally and legally acceptable provided the doctor's 

intention is to relieve the distress and not kill the patient.' 

This is a universal principle without which the practice of medicine would 

be impossible, given that every kind of treatment has an inherent risk. 

Many discussions on the principle of double effect have however, involved 

the use of morphine in the terminally ill. This gives a false impression that 

the ·use of morphine in this circumstance is _a high risk strategy. When 

correctly .used (i.e. ·in a dose appropriate to a patient's need) morphine 

does not appear to shorten life or hasten the dying process in patients with 

cancer. Although a greater risk is acceptable in more extreme 

circumstances, it is obvious that effective measures which carry less risk to 

life will normally be used. Thus, in an extreme situation, although it may 

occasionally be necessary (and acceptable) to render a .patient 

unconscious, it remains unacceptable (and unnecessary) to cause death 

deliberately. As a universal principle, it is also obvious that the.principle of 
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double effect does not allow a doctor to relinquish their duty to provide care 

with a reasonable amount of skill and care. 

' 
8. OPINION 

Events at Mulberry Ward 21st July 1998 until 28th August 1998 

Mr Cunningham was a 79 year old man who suffered from depression and 

dementia. He also had Parkinson's disease and probable myelodysplasia, 

which left him more susceptible to infection. He had chronic back pain 

caused by an injury to his lumbar spine. This meant that it could take a 

long time to get him comfortable at night, requiring several adjustments to 

his backrest and pillows. The pain was helped by regular co-proxamol and 

previously codeine, about 240mg/day, but not by paracetamol alone. 

Mr Cunningham was considered to be depressed and was commenced on 

an antidepressant. His behaviour was erratic and he had a number of 

disturbed nights. He was subsequently commenced on carbamazepine 

and triclofos without apparent success. Carbamazepine is an anti-epileptic 

drug. I am not familiar with its use for a disturbed night per se in the 

depressed and demented elderly, but I am aware that it can be given as a 

mood stabilising drug, usually in the setting of a manic-depressive 

disorder. Triclofos is a chloral hydrate derivative. I am not familiar with the 

use of triclofos as ·a hypnotic in the confused, depressed and demented 

elderly. The addition of the atypical antipsychotic risperidone did however, 

appear to coincide with an improvement with Mr Cunningham's nights and 

subsequently during the admission his mood improved. He was· at high 

risk of developing a pressure sore and the skin over his sacrum broke 
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down during the' admission. He developed two urinary tract in.fections and 

required catheterisation for urinary retention. By the time of his discharge 

he was eating better and had gained weight. His mood, behaviour and 

nights had improved and this was maintained on his return to Thalassa 

Nursing Home. There are no issues relating to the standard of care or · 

treatment preferred to Mr Cunningham during his admission to Mulberry 

Ward . 

Events at Dolphin Day Hospital, Gosporl War Memorial Hospital, 14th 

September 1998 until 21st September 1998 

Mr Cunningham appeared happy at Tharassa and the staff reported that 

his behaviour was manageable and he slept well. The sacral pressure 

· sore had progressed despite pressure r~lieving aids at -the nursing home. 

The day hospital staff appropriately examined, photographed, swabbed 

and redressed the sacral area and arranged follow up. Over. the 

subsequent two visits the sacral pressure sore worsened despite an 

antibiotic. On the 17th September 1998, Mr Cunningham's physical and 

mental state appeare,d to be deteriorating; he was difficult to wake after 

resting on a bed, refused to talk, drink or swallow medication and 

expressed a wish to die. When Or Lord saw Mr Cunningham on the 21st 

September 1998, tablets were found in his mouth some hours after they 

had been given .. Dr Lord noted that Mr Cunning ham was very frail and that 

his prognosis was poor. Prognostication can be difficult, but increasing· 

immobility and difficulty with swallowing/taking oral medication are 

recognised poor prognostic factors. However, it does not appear as though 

Or Lord necessarily anticipated that Mr Cunningham was imminently dying 
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as she admitted him for more intensive therapy to his ulcer, as opposed to 

terminal care; she recommended a high protein diet, indicating that he 

might live long enough to benefit from this, and asked the nursing home to · 

keep his bed open for the next three weeks at least. D"r Lord also asked 

that Mr Cunningham receive Oramorph p.r.n. for pain, underlining~ lt 

should be clarified if this represents an intentional emphasis, and if so, the 

significance of this. There are no issues relating to the standard of care or 

treatment preferred to Mr Cunningham ~uring his attendance at Dolphin 

Day Hospital. 

Events at Dryad Ward Gosport War Memorial Hospital 21st September 

until 26th September 1998 

Compared to the notes during Mr Cunningham's stay on Mulberry Ward 

and attendance at the Dolphin Day Hospital, infrequent entries in the 

r:nedical notes during his. stay on Dryad Ward make it difficult to closely 

follow Mr Cunningham's progress over the last six days of his life. There 

are three short entries prior to the confirmation of death, taking up half a 

page in length. In summary and in approximate chronological order, there 

is no formal clerking on Mr Cunningham's admission to Dryad ward. 

Instead, there is a short entry that gives the impression that Mr .J' 

Cunningham was for terminal care which is at some variance to Dr Lord's 

assessment. The Oramorph was prescribed p.r.n. as requested by Or 

Lord. In addition, diamorphine 20-200mg, hysocine (hydrobromide) 20Q-

800microgram and midazolam 2Q-80mg subcutaneously (SC) over 24h 

we"re prescribed p.r.n. On the 21st September, Mr Cunningham received 

Oramorph Smg at 14.50h prior to a wound dressing, which is a reasonable 
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approach to try and minimise discomfort and an appropriate dose given his 

existing analgesic use. He was then reported to be very agitated at. 

17.30h. Nevertheless, he took his regular co-proxamol at 18.00h and a 

wound dressing applied at 18.~0h. At 20.20h he was given ·oramorph 

1 Omg. The reason for this is unclear and it should be clarified if the 

Oramorph was given for pain or anxiety. Oramorph is not indicated for 

anxiety per se, particularly in the confused elderly, and risks aggravating 
.. 

the confusion. lt should be clarified why a 1 Omg dose was considered 

necessary rather than repeating the 5mg dose. Given that he was 

'sedated' at 22.00h, it is possible that the 1 Omg dose was excessive for Mr 

Cunningham. 

An entl)' in the nursing notes on the 22nd September, in response to 

enquiry by the family, retrospectively reports that the syringe driver was 

commenced on the 21st September tor pain relief and anxiety following an 

episode the evening before (time not specified) when Mr Cunningham 

exhibited abnormal and. possibly delusional behaviour. Given that Mr 

Cunningham was prone to such behaviour, it would have been particularly ·. 

appropriate in my view to ensure that he .continued to receive his usual 

carbamazepine, risperidone, mirtazapine and triclofos as recommended by 

the old age psychiatry team. 1t should be clarified why this was not done on 

the . day of his admission. He may have been having difficulty_ with 

taking/co-operating· with taking oral medication, although he managed 

sdme of his medication that day. lt should also be clarified who decided to· 

commence the syringe driver containing diamorphine 20mg and 

midazolam 20mg at 23.1 Oh. Diamorphine is not indicated for anxiety per. 

se, particularly in the confused elderly, and risks aggravating the 
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confusion. If it was for pain, 20mg is in keeping with the starting dose 

range (10-20mg/24h) that many would use for a patient with inadequately 

relieved pain despite the maximal use of co-proxamol/codeine. A number 

of practitioners probably would use midazolam in this setting, although as it 

impairs memory, it .can sometimes aggravate rather than i.mprove 

confusion and the use of an antipsychotic is preferable in my view. His 

Parkinson's would limit the use of the most commonly used antipsychotic, 

haloperidol, although a small dose of levomepromazine could have been a 

reasonable alternative in my view (see technical issues). A midazolam 

dose of 20mg is in keeping with the . usual starting dose range (5-

30mg/24h). 

Nevertheless, most practitioners in my experience, would initially prescribe 

small stat PO/SC doses. of an· analgesic, sedative anxiolytic and 

antipsychotic to be used p.r.n. (e.g. diamorphine 2.5mg, midazolam2.5mg, 

levomepromazine 6.25mg respectively would be reasonable given Mr 

.Cunningham's age and frailty). Firstly, this is because the needs of 

patients vary greatly· and makes judging their requir~ments difficult; 

sometimes multiple increasing doses are needed; sometimes, .a small one-

off dose is adequate as the 'crisis' is temporary. For example, whilst there 

are a number of possible causes for Mr Cunningham's agitation, one may 

have been that he was a patient with dementia reacting to the initial move 

to unfamiliar surroundings and unfamiliar staff. In these circumstances, 

non-drug approaches, maintaining his usual medication and, if necessary, 

intermittent. sedation could be seen as more appropriate initial responses 

rather than commencing a ·syringe driver· straight away. Hence, the 

patients' p.r.n. requirements guide the need for regular analgesia/sedation 
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and the appropriate dose. Secondly, the continuing use of additional ·p.r.n. 

doses informs the need to increase the regular analgesia/sedation and 

guides an appropriate dose increment. lt should be clarified why this 

approach was not considered appropriate for Mr Cuhningham. 

Mr Cunningham's behaviour did appear to settle on the syri~ge driver and 

on the 22nd September there were no reports of pain during the night or 

when his dressing was reapplied to the sacral ulcer. lt is unclear how 

sedated he was, but he was able to take his Sinemet-110 orally regularly 

on the 22nd September,~ but again, n·~ carbamazepine, risperidone, 

mirtazapine or triclofos were given. 

From the 23rd September Mr Cunningham's condition deteriorated; he was 

unable to take his oral medication and had become chesty. This was most 

likely the start of a bronchopneumonia. Given his overall condition, 

biological prospects and his expreS$ion of the wish to die, it was 

reasonable in my view not to pursue aggressive therapy. Hyoscine 

hydrobromide 400microgram was· added to the syringe driver to try and 

reduce secretions: This was appropriate and the dose within the usual. 

starting dose -range (40D-600microgram/24h). However, it should be borne 

in mind that hyoscine can worsen an agitated delirium (see technical 

issues). Mr Cunningha~·s son appeared angry that the syringe driver had 

been comm~nced and the .reasons for this s_hould be further explored. lt 

was explained to him that the consultant would need to give her 

permission to discontinue the driver. He saw the pastor and subsequently 

appeared accepting of the situation. lt should be clarified if Or Barton or Or 
' 

Lord were made aware of this.consultation and Dr Lord specifically asked 

to comment. As Mr Cunningham was no longer able to take his usual 
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analgesic and sedative medication, a syringe driver would be· clearly 

indicated at this point. The syringe driver was renewed at 20.00h with an 
\ . 

increased dose of midazolam (increased from 20mg to 60mg). lt should 

be clarified who decided to increase the dose and why. There were no 

comments relating to agitation in the notes prior to its renewal and it is 

unclear why 60mg was chosen as opposed to an increase to 30mg or 

40mg tor example. Later, at 23.00h the nursing notes document that the 

syringe driver was boosted when Mr Cunningham became agitated and 

also prior to changing his position. lt should be clarified what usual 

practice, guidelines or policy existed on Dryad Ward with regard to 

boosting syringe drivers. This-practice is not generally recommended (see 

technical issues). 

The medical notes entry on the 24th September reports that the analgesia 

was 'just' controlling Mr Cunningham's pain. lt is not clear from the rnedical 

n~tes exactly what pain this relates to, although the night staff had reported 

he appeared to be in some discomfort on turning and the day staff reported 

that he was in pain when· attended to, especially his· knees. No additional 

details are given that would help in considering appropriate management, 

e.g. was it short-lived or prolonged etc. Mr Cunningham had Parkinson's 

disease and was_ immobile and highly likely to experience muscle. and joint 

stiffness that could lead to pain on turning/moving his knees. Pain on 

turning, often settles quickly once in the new position. If not, it is usually 

managed by keeping the number of turns to a minimum, and by giving 

supplementary stat se doses of diamorphine ± midazolam prior to turning. 

Increasing the regular opioid is not always satisfactory, as the dose of . 

opioid required to eliminate all pain on movement can be excessive for the 
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patient whom for the majority of the time is resting and pain free. A dose of 

opioid that is excessive to a patients' need is associated with undesirable 

effects such as nausea, vomiting, sedation, confusion and respiratory 

depression. Mr Cunningham's diamorphine was increased from 20mg to 

40mg. At 1 00%, this is a greater increment than usual (33-50% of the 
. . . 

preceding dose) and it should be clarified why this was felt necessary. 

Increments of this magnitude may be appropriate, but are usually 

indicated/justified by the amount of additional p.r.n. doses of diamorphine a 

patient may be requiring. Mr Cunningham's midazolam was increased from 
. . 

60mg to BOmg and the hyoscine from 400microgram to BOOmicrogram. 

Similar to the reasons stated above, providing supplemehtary stat doses of 

midazolam prior to turning is often more effective than increasing the 

regular sedative. 

On the 25th September 1 998 the dose of the diamorphine in the ·syringe 

driver was increased to from 40mg to 60mg (i.e. a 50% increase) and the 

hyoscine from 800microgram to 1200microgram. There is no entry in the 

medical notes explaining this but the nursing notes suggest it was for pain 

on turning. Again, in my experience, when a patient is in pain on turning 

but at all other times pain free, settled and relaxed, it is more effective and 

more appropriate to provide additional analgesia and/or sedative prior to" 

turning rather than increase the overall dose. 

On the 25th the diamorphine was further increased from 60mg to 80mg (a 

25% increment) and the midazolam from 80mg to 1 OOmg. There is no 

' 

reason documented for this increase and this should be clarified. Mr 

Cunningham died at 23.15h. Mr Cunningham's death was not unexpected, 

he was frail, immobile and susceptible to infection. Bronchopneumonia is 
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the most likely cause of death. I am uncertain why Parkinson's disease 

and sacral ulcer that appear to have been put on the death certificate were 

not on the copy of the entry of what I assume to be the death register and 

this should be clarified. 

Was the standard of care afforded to this patient in the days leaqing up to 

. his death in keeping with the acceptable standard of the day? 

The overall care given to Mr Cunningham whilst on Mulberry Ward or 

attending Dolphin Day Hospital, Gosport War Memorial Hospital was not 

substandard. 

The medical care provided by Or Barton to Mr Cunningham following his 

transfer to Dryad Ward, Gosport War Memorial Hospital is suboptimal when 

compared to the good standard of practice and care expected of a doctor 

outlined by the General Medical Council (Good Medical Practice, General 

Medical Council, October 1995, pages 2-3) with particular reference to: 

• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and clinical signs including, where 

necessary, an appropriate examination 

• in providing care you must keep clear, accurate, and contemporaneous 

patients records which report the relevant clinical findings, the decisions 

. made, the information given to patients and any drugs or other treatment 

prescribed 

• in providing care you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs 

• in providing care you must be willing to consult colleagues. 

·Specifically: 

Page 34 of 44 . 



e ·,, 

GMC1 00096-0329 

DrA.Wilcock Arthur Dennis Brian Cunningham (BJC/15) September 27th 2005 

i) The notes relating to Mr Cunningham's transfer to Dryad Ward are 

inadequate. On admissio~, even when a patient is already known to the 

service, they are usually clerked highlighting in particular the relevant 

history, examination findings, planned investigations and care plan. 

ii) lt is unclear why the syringe driver was prescribed p.r.n. on the 21st 

September 1998. No instructions were given on th.e drug chart on when the 

syringe driver should be commenced, what drugs it should contain, in what 

dose, how this would be decided and ·by whom. The dose of diamorphine 

was initially written as a wide. dose range of 20-200mg with no justification 

given for this in the medical notes. Based on. Mr ·Cunningham's existing 

opioid dose, whilst a starting dose of 20mg was reasonable, the higher 

doses are likely to be excessive for his needs. In patients with cancer, it is 

unusual if opioid requirements have to be increased by more than 3-fold in 

the terminal phase (check Lancet paper - may need to adjust), i.e. in Mr 

Cunning~am's case, an increase from 20mg to 60mg would not be that 

unexpected. The need·for a 10-fold increase however, i.e. 20mg to 200mg, 

is rarely necessary and likely to be excessive for his needs. Similarly, the 

indications . for the prescription of the hyoscine hydrobromide and 

midazolam should have been documented in the medical notes. 

Hi) lt is unclear why Mr Cunningham received the 10mg dose of morphine. 

iv) lt is unclear why the syringe driver was commenced on the 21st September 

1998. The nursing notes retrospectively suggest that the syringe driver was 

commenced to allay Mr Cunningham's anxiety and pain. lt is not clear who 

decided to start it, the drugs and the doses to use. lt should be clarified 

why, if he was able to take oral medication, his us~al medication had not 
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been offered to him, or if he-was unable to take oral medication, why stat 

SC doses of a sedative or analgesic were not considered appropriate. 

v) Justification for continued increase in diamorphine, midazolam and 

hyoscine. Mr Cunningham's diamorphine was increased four-fold and his 

midazolam five-fold over a six day period. This appeared from the nursing 

notes to be due to Mr Cunningham being 'aware of being moved/does not 

like being moved'. The reason for the final increase is not clear. Mr 

Cunningham appeared comfortable in betw'een times 'peaceful nights 

sleep/'peaceful night'. In this setting increasing the regular 

analgesic/sedative is not always effective in my experience and other 

strategies could have been considered, e.g. minimising turning, stat se 

doses of diamorphine and/or midazolam prior to turning. Or Barton could 

have sought advice, particularly when several dose increments had not 

been effective in preventing Mr Cunningham's apparent distress on turning. 

Other practitioners may well have followed a similar course of action 

however . 

If the care is found to be suboptimal what treatment should normally have 

been preferredln this case? 

In relation to the above: 

Issue i (lack of clear documentation that an adequate ·assessment has 

taken place) 

A medical assessment usually consists of information obtained from the 

patient or others and existing medical records (the history), and the findings 

of a physical examination that is documented in a structured fashion. 

Although the history can be restricted to the most salient points, it is 

unusual to omit relevant sections, e.g. past medical history, drug history, 
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etc. For example, a read through Mr Cunningham's notes from his time on 

Mulberry ward, would help a doctor to appreciate the importance of 

ensuring the continuation of his mirtazapine, carbamazepine, triclofos and 
. ) 

risperidone medication. Or, in circumstances where this may not be 

possible, providing the use of oral or, if unable to use the oral route, 
. . . 

subcutaneous stat doses of a sedative and/or antipsychotic to be used as 

required. 

Clerking of a patient also provides a baseline for future comparison. If new 

problems subsequently develop, and abnormal physical findings are found 

on examination, it can be helpful for the doctor when considering the 

differential diagnosis and management to know if the findings are really 

new or old. A clear assessment and documentation of subsequent medical 

care are particularly useful for on-call doctors who may have to see a 

patient, whom they have never met, for a problem s.erious enough to 

requirf? immediate attention. 

Issue ii (lack of clear, accurate, and contemporaneous patients records 

which report drugs prescribed; prescribing only the treatment, drugs, or 

appliances that serve patients' needs) 

There should have been clear documentation in the medical notes as to 

why a· syringe driver containing possibly diamorphine, midazoiam and 

hyoscine was prescrib~d 'as required'. lt is unusual to prescribe a syringe 

driver 'as required' especially containing drugs with a range of possible 

doses. This is because of the inherent risks that would arise from a lack of 

clear prescribing instructions on why, when and by how much the dose can 

be altered within this range and by whom. For these reasons, prescribing a 
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drug as a range, particularly a wide range, is· generally discouraged. 

Doctors, based upon an asse~sment of the clinical condition and needs of 

the patient usually decide on and prescribe any change in medication. lt is 

not usual in my experience for such decisions to be left for nurses to make 

alone. 

If there were concerns that a patient may experience, for example, 

episodes of pain, anxiety or agitation, it would be much more usual, and 

indeed seen as good practice, to prescribe appropriate doses of 

morphine/diamorphine, diazepam/rriidazolam and levomepromazine 

respectively that could be given intermittently 'as required' orally or se. This 

allows a patient to receive what they need, when they need if. and guides 

the doctor in deciding if a regular dose is required, the appropriate starting 

dose and subsequent dose titration. 

The wide dose range of diamorphine 20mg-200mg, is not justified at all in 

the notes. Doses at the upper of this range are likely to be excessive for Mr 

Cunningham's needs; Doses of opioids excessive to a patient's needs are 

associated with an increased risk of drowsiness, delirium, nausea and 

vomiting and respiratory depression. 

The reasons for the inclusion of midazolaiTJ and hyoscine hydrobromide in 

the syringe driver should also have been documented. 

Issue iii (prescribing only the treatment, drugs, or appliances that serve 

patients' needs) 

lt is unclear why Mr Cunningham was given the 1 Omg dose of Oramorph. 

He had only received 5mg of Oramorph previously and this. was to cover a 

.dressing change. lt would be usual to repeat the same dose of opioid (i.e. 

Page 38 of 44 



e. 
~ ' 

GMC1 00096-0333 

Dr A.Wilcock Arthur Dennis Brian Cunningham (BJc/15) September 27th 2005 

5mg), unless it was ineffective in providing analgesia. Opioids are not 

indicated for the relief of anxiety and agitation per se. In a confused, elderly 

patient, opioids may worsen the confusion, particularly at doses associated 

with sedation. lt is possible that the 1 Omg dose may have contributed to Mr 

Cunningh?m being too 'sedate9' to take his 22.00h medication. 

Issue vi (lack of clear, accurate, and contemporaneous patients records 

which report drugs prescribed; prescribing only the treatment, drugs, or 

appliances that serve patients' needs) 

lt is not clear who decided to start the syringe driver on the 21st September 

1998~ the drugs it contained and the doses< to use. lt should be clarified 

why, if Mr Cunningham was able to take oral medication, his usual 

medication had not been given, or, if unable to take oral medication, why 

stat SC doses of a sedative or analgesic were not considered appropriate. 

Doctors, based upon an assessment of the clinical condition and needs of 

the patient usually decide on and prescribe any change in medication. lt is 

not usual in my experience for such decisions to be left for nurses to make 

alone. 

Morphine is used in palliative care for generalised pain related to muscle or 

joint stiffness due to immobility or painful pressure sores and the starting 

dose of diamorphine used were within the starting dose range considered 

re·asonable given Mr Cunningham's prior analgesic use and age. 

Issue v (lack of clear, accurate, and contemporaneous patients records 

which report drugs prescribed; prescribing.· only the treatment, drugs, or 

appHances that serve patients' needs; willing to consult colleagues) 
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If symptoms are 'difficult to control', this should prompt an adequate 

(re)assessment to carefully (re)consider the possible contributing factors to 

ensure that all reasonable steps had been taken. "If symptoms were not 

improving despite several increases in analgesic and sedative medication it 

would be seen as good practice for a doctor to seek additional information 

or advice from one of the consultants, another colleague or a member of the 

palliative care team. There is no documentation in the notes that suggests 

that Or Barton did this. 

If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

Dr Barton had a duty to provide good palliative and terminal care and an 

integral part of this is the relief of pain and other symptoms to ensure the 

comfort of the patient. In. doing so, as in ·every form of medical care 

provision, she would be expected to demonstrate a good standard of 

practice and care. In this regard, Or Barton fell short of a good standard of 

clinical care as defined by the GMC (Good Medical Practice, General 

. Medical Council, October .1 995 pages 2-3) with particular reference to a 

lack of clear note keeping, adequate assessment of the patient, providing 

treatment that could be excessive to the patients' needs and willingness to 

consult colleagues. 

In my view, given Mr Cunningham's circumstances, the use of diamorphine, 

midazolam and hyoscine was reasonable. The· niain issues of contention 

are firstly, the large dose range of diamorphine prescribed for the 'as 

required' syringe driver (200mg), ~s this was· likely to exceed the dose likely 

to be appropriate for Mr Cunningham. lt is unclear how Or Barton 
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determined or justified this dose. A dose of diamorphine excessive to Mr 

Cunningham's needs would be associated with an increased risk of 

drowsiness, confusion, agitation, nausea and vomiting and respiratory 

depression. Mr Cunningham's administered dose of diamorphine did not 

however, reach these high levels. 

Secondly, the lack of p.r.n. stat SC doses of diamorphine and midazolam 

meant that the there was a !ack of guidance to aid appropriate dose titration 

or justification for the continued increases in the doses of diamorphine and 

midazolam. Mostly these were increases within the 33-50% range that 

would be considered typical. Sometimes increases were greater than this 

(i.e. diamorphine 20mg to 40mg, 100%) or without documented· 

reason/justification, e.g. the diamorphine 60mg to 80mg and the ll)idazolam 

20mg to 60mg and subsequently 80 to 1 OOmg. it was not clear who 

determined these increases, Dr Barton or one of the nursing staff, and this 

should be clarified. However, my understanding is that Or Barton, as the 

prescriber, retains overall responsibility for the administration of these 

drugs. Finally, other strategies exist that could have been employed to 

manage Mr Cunningham's pain on turning, that in my view could have been 

more successful than continuing to increase the regular doses, and in this 

regard it is possible that the doses of diamorphine and midazolam Mr 

Cunningham received risked being excessive for the majority of the time he 

was still and comfortable. Even so, at the doses Mr Cunningham did 

receive, they were not excessive to the point of leaving hi~ unresponsive, 

as he reacted to being moved. 

In patients with cancer, the use of diamorphine and other sedative 

medications (e.g. midazolam, haloperidol, levomepromazine) when 
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appropriate for the patients needs, do not appear to hasten the dying 

·process. This has not been examined in patients dying from other illnesses 

to my knowledge, but one would have no reason to suppose it would be any 
' 

different. The key issue is whether the use and the dose of diamorphine and 

other sedatives are appropriate to the patients needs. Although the principle 

of double effect could be invoked here (see technical issues), it remains that 

a doctor has a duty to apply effective measures that carry the least risk to 

life. Further, the principle of double effect does not allow a doctor to 

relinquish their duty to provide care with a reasonable amount of skill and 

care. This, in my view, would include the use of a dose of strong opioid that 

was· appropriate and not excessive for a patient's needs. 

There appears little doubt that Mr Cunningham was 'naturally' coming to the 

end of his life. His death was in keeping with a progressive irreversible 

physical decline, documented over at least 10 days by different clinical 

teams, accompanied in his terminal phase by a bronchopneumonia. Or 

Barton could be s~en as a doctor who, whilst failing to keep clear, accurate, 

and contemporaneous patient records had· been attempting to allow Mr 

Cunningham a peaceful death, albeit with what appears to be an apparent 

lack of sufficient knowledge, illustrated, for example, by the reliance on 

large dose range of diamorphine by syringe driver rather than a fixed dose 

along with the provision of smaller 'as required' doses that would allow Mr 

Cunningham's needs to .guide the dose titration. Or Barton could also. be 

seen as a doctor who breached the duty of care she owed to. Mr 

Cunningham by failing to provide treatment with a reasonable amount of 

· skill and care. This was to a degree that disregarded the safety ot Mr 

Cunningham by unnecessarily exposing him to potentially . receiving 
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excessive doses of diamorphine. In the event, however, such large doses 

were not administered, and in my opinion, the use of diamorphine, · 

midazolam and hyoscine in these doses could be seen as· appropriate .given 
. . 

Mr Cunningham's circumstances. 
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1 0. EXPERTS' DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing 

2. 

3. 

4. 

5. 

6. 

reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 
I have set out in my report what I understand from those instructing me to . 
be the questions in respect of which my opinion as an expert are required. 
I have d_one my best, in preparing this report, to be accurate and complete. 
I have mentioned all matters which I regard as relevant to the opinions I 
have expressed. All of the matters on which I have expressed an opinion lie 
within my field of expertise. · 
I have drawn to the attention of the court all matters, of which I am aware, 
which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anyt~ing in this report which has been suggested to me 
by anyone, including the lawyers instructing me, without forming my own 
independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. · 

8. At the .time of signing the report I consider it to be complete and accurate. ( 
will notify those instructing me if, for any reason, I subsequently consider 
that the report requires any correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, 
subject to any correction or qualification I may make before swearing to its 
veracity.· 
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1 0. I have attached to this report a statement setting out the substance of all 
. facts and instructions given to me which are material to the opinions 

expressed in this report or upon which those opinions are based. 

11. STATEMENTOFTRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my true and complete 

" . 

professional opinion. 

Signature: ______________ Date: 
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1. SUMl\IARY OF CONCLUSIONS 

Mr Packnuin'did not experience a significant (life threatening) gastrointestinal (GI) bleed 

while an in-patient at Portsmouth Hospital. He developed a mild anemia of chronic disease 

secondary to his underlying medical. problems during that par:t of his admission. 

Mr Packman is likely to have suffered a significant GI bleed while an in-patient at 

GWMH. Medical assessment at that time was limited and be was managed with escalating 

• doses of opiate analgesia before he died on 3-9-99 
('" \ 

2. INSTRUCTIONS 

I was asked to prepare this report on the instructions of Detective Sergeant Dave GROCOTT 

of Hampshire Constabulary based at Fareham Police Station, Quay Street, Fareham, 

Hampshire POI6 DNA. 

3. ISSUES 

I was asked to consider the following issues. 

3. I Can you review the papers and establish beyond all reasonable doubt whether or 

not the gastrointestinal bleed was treatable? If it was, at what point should it have 

been offered? 

3.2 What treatment should have been considered in Mr Packman •s case? 

3.3 Should non-invasive exploration have been considered by doctors whilst Mr 

Packrnan was a patient at Haslar Hospi~l? 

3.4 .Was Mr Packman morbidly obese? If so was he unfit therefore for surgery? 

4. BRIE,:FCURRICULUM VITAE 
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Code A 
e 
(I 

5. DOCUMENTATION 

This Report is based on the following documents: 

[ 1] Full paper set of medical records of Geoffrey Packrnan · 

~ 6.0PINION 

Question 1 
Con you review the papers and establish beyond all reasonable doubt ~hether or not tile 
gastrointestinal bleed was treatable? If it was, at what point shpu/d it have been offered? 

Opinion: Mr Packman did not experience a significant (life threatening) gastrointestinaJ (GI) ble~d 
while an in-patient at Portsmouth hospital between 6-8·99 and transfer to GWMH on, or around 23-
8-99. There would therefore be no basis to investigate him during this part of his .admission with 
any invasive or non-invasive procedures. His medical state was stable and there were no medical 
reasons to delay transfer to a 'step-down• care facility from an acute hospital. 

Mr Packman was likely to have experienced a significant GI bleed approximately 3 days after 
transfer to GWMH. He was assessed as being unwell and was managed with escalating doses of 
opiate analgesia until he. died on 3-9-99. 
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Basis for opinion: Mr Packman was admitted because his GP and district nurse were 'unab1e to 
cope at home' despite '3x visits/day' .(by district nurse) [p40]. His main problems, recorded 
tluoughout his stay, were obesity [p40], leg oedema, cellulitis and poor mobility [p45] At the time 
of admission his haemoglobin was· 15.7 and platelets 237 [p43]. NB: This clinical record page is un-
labelled but a Jab print out confirming this result is on p213. He was treated with intravenous 
fluc1oxacillin and benzyl penicillin for groin and leg cellulitis [p46]. OveralJ he 'doesn't look ill' 
and was 'mainly a nursing problem' [p47] 

On 13-8-99 there is a comment about 'black stool ovemighC [p52]. But, clinical examination at 
that time showed a soft abdomen, normal bowel· sounds and normal brown stool presumably on 
rectal examination. Although a differential.ofbleeding or antibiotic related diarrhoea was proposed 
[p52], the presence of brown (normal) stool on examination is against significant upper or lower GI 
bleeding. 

On 20-8-99 [p53.J 'no further black motion' was recorded. No -symptoms of peptic ulceratio~ were 
elicite~ on questioping ('no nausea, no epigastric' pain'). The blood pressure was stable at 140/80. 

{ 11 Further proof to support an absence of significant GI bleeding is provided by the stable 
· haemoglobin (Hb) written as 12.9. A laboratory report dated the day before (19-8-99) [p215] 

confirms this result. 

Mr Packman's haemoglobin was 15.7 on admission (6-8-99) and as stated above was 12.9 on 19-8-
99. This is a decline of2-3 units. However, this i:s likely to be a trend towards the 'anemia of 
chronic disease' rather than a significant bleeding related fall in haemoglobin because: 
• The lab report dated 19-8-99 with the Hb of 12.9 also confirms a normal platelet count of 366 

[p215]. This normal platelet count is against significant bleeding as the platelet count may rise 
as a response to bleeding, especially if this has been occurring over a few days. 

• A normal urea at 5.4 [p53] is also against a bleed as this typically rises in the presence of 
significant upper (stomach or duodenum) GI bleeding. . 

• Mr Packmans ESR was typically raised-a marker of inflammation-due to his celluJjtis!Jeg 
ulceration (ESR 31 on 7-8-99 [p213] and ESR 68 on 19-8-99 [p215]). Chronic infection is 
associated with raised inflammatory markers (ESR) and 'anemia of chronic disease'- as in this 
case at this time. 

( 
a • On the same dates [p213, p2l5] the MCV was 87.8 on both occasions. This is a normal'mid 
W range' result; A normal MCV helps distinguish developing borderline anemia of chronic disease 

(secondary to infection/ceJluJitis-as in this case) from iron deficiency anemia typically due to 
bleeding, albeit slowly, where the MCV is below nonnal ('microcytic anemia' MCV <80) 

On 23-8-99 Mr Packrnan was t.-ansferred to GWWI ~here his problems were listed as obesity, 
arthritis, immobility and pressure sores. His mental state was 'very good' and he had 'no pain' 
[p54]. His Jack of significant pain is also supported by an undated assessment on p243 ticking the 
'No' box in relation to pain. While his pressure sores could be expected to give him a degree of 
discomfort, during the admission period at the previous hospital from7/8/99 to 23/8/99 the only 
analgesia he received was paracetamol lg 6 hourly [p177 and 179] -

On 25-8-99 Nursing staff report Mr Packman 'passing fresh blood PR'. A verbal message from Dr 
Reasle)j; was received to stop Clexane at that time ·[p62]. Use of Clexane (lo?t molecular weight 
heparin) was reasonable in view ofMr Packman's immobility to prevent deep vein thrombosis and 
pulmonary embolism. With signs of bleeding stopping heparin would be initial management. Mr 
Packman also ~ompiained of vomiting and was given metaclopramide 'with good effecf (p62]. 

Fresh blood PR is usually a sign of lower bowel GI bleeding. The commonest cause is 
· haemorrhoids. Under normal circumstances a non-urgent sigmojdoscopy examination would be 

Page 8 of Il 

--.... ----------~- - -·-



GMC1 00096-0348 

Dr Marshall Draft report of Geoffrey Packman . da!ed 1/04/05 

desirable to confirm this and exclude bowel cancer. This cou1d entirely reasonably be performed as 
an out-patient following hospital discharge. However, in brisk significant upper Gl bleeding there is 
no time for the blood to be digested from stomach to rectum and produce the characteristic black 
and offensive smelling melena. It is therefore observed as 'passing fresl} (bright red blood) PR'. 
This latter possibility is most likely to have occurred in Mr Packrnan's case because: 

• _He vomited [p62]-usually associated with upper GI bleeding. 
• Was 'unwell' at lunchtime [p62] and Dr Barton was called. Haemorrhoidal bleeding rarely 

makes the patient unwell but significant upper GI bleeding invariably does. 
• Experienced a further deterioration in the afternoon complaining of 'indigestion'[p62]. A 

symptom suggestive of upper GI pathology. 
• Clearly was more unwell and so Mrs packrnan was called in [p62J 
• A lab report dated the same day as Mr Packrnan became unwell (26/8/99) showed an Hb of 

7.7 [piOSJ Yet a result from 2 days earlier (24/8/99) showed an Hb of 12.0 (p207] He had 
'"--- ,_,.. -- ~ ... __ ,., _, _ .. the;refore lost at least 4 units of blood in that time. ~oth lab reports are ·monogrammed by 

e 
I, 
• .. 

NAB. There is however no documentation in terms of action taken. ..-~ ·· ··· · · 
• During these 2 dates the platelet count had fallen from 309 to 257. The fall in platelet count 

observed as evidence of bleeding superficially contradicts previous comments about 
bleeding being associated with a rise in platelet count. However, while in slow bleeding 
there is an opportunity for the bone marrow to try and correct the loss of platelets needed 
for coagulation by producing more and tending to cause a rise above normal levels, in 
Uflcontrollable haemorrhage there is no time for the bone marro-w to respond. The net result 
is that platelets are consumed by the body's attempts to arrest haemorrhage fa.Ster than they 
can be produced by the bone marrow and the platelet count falls as a consequence. This 
may have occurred in Mr Packman's case. 

At around this time a verbal order was received to give 1 Omg diamorphine from Dr Barton [p62]-

0n the s~e date (26-8-05) an assessment in the nl'edical notes by 'NAB' states Mr Packman 
'clammy and unwell'. A differential ofMI (myocardial infarct) or GI bleed was put fornard [p55J. 
It was stated that he was 'not well enough to transfer' and so diamorphine was commenced [p55]. 
No attempt is apparently made to ascertain why Mr Packman had become so acutely unwelL There 
are no clinical observations either in terms of direct questioning of the patient or of examination 
findings being-recorded. 'Simple' treatment for an MI would be aspirin by mouth. Diamorphine 
would be appropriate if the patient was experiencing severe chest pain, and is standard practice, but 
typically as a single dose. There is no record ofMr Packman complaining of chest pain at this time 
and we know that in general tenus he did not have severe, opiate requiring, pain (see above). No 
ecg was performed to Jook at the possibility of an MJ further. Poor copy quality ecgs are in the 
record on pl83,185,186,187 and 188; These appear normal and are undated. The top right corner 
marks them as 'AandE.' It is likely therefore that they were performed in AandE at admission rather 

· than at this time. · · 

The alternative diagnosis considered was 'GI bleed' [pSS]. On the evidence available this appears 
more likely than ML It was also considered more likely by the assessing doctor as the cl[nical 
details stated on the laboratory request form of26/8/99 were 'bleeding pr.' This report was 

·· monograrnmed by NAB [p205J. 

No documentation in terms of attempting to examine for signs of bleeding or to offer any form of 
resuscitation is available. 'Resuscitation' means supporting the patient with intravenous fluids, 
oxygen and other measures to stabilize a clinical situation. On none of the drug. charts reviewed are 
intravenous 'fluids' that might be used in resuscitation prescribed. 'DNR, or' Do not resuscitate' 
orders refer specifically to not commencing cardiopulmonary resuscitation if the heart stops. Mr 
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packman was in this 'DNR' category reasonably (high chance of technical futility) [p46] but not in 
a group in whom no resuscitation is attempted if they simply becomes unwell. 

Question 2 and 3 

What treatment should lzave been considered in Mr Packman 's case? Should non-invasive 

exploration have been considered hy doctors whilst Mr Packman was a paiient at Has/ar , 

Hospital? 

Opinion : Transfer for endoscopic therapy should have been considered in Mr Packman's case 
when the possibility of a GI bleed was first seriously considered when he deteriorated (26-8-99,[ 
p55]). Endoscopy can only occur after resJ.Iscitative "rrieasun!s have been taken such as intravenous 

. fluids, oxygen etc. Endoscopic therapy allows accurate diagnosis of the site and cause ofbleeding. 
(.It also alJows further procedures to try and stop the. bleeding and is 'bread and butter' emergency 

' gastroenterology available in any endoscopic unit. In the majority of patients the procedure can be 
performed on an 'early elective basis (jdeally the morning after admission [or event))' This British 
Society of Gastroenterology (BSG) guideline is followed in our unit and will be followed closely by 
other UK centres as it is from the National Body [see references] 

The critical determinant would be how fit Mr Packman was after resuscitative measures for the 
ambulance transfer to endoscopy. 

Question4 

Was Mr Pockman morbidly obese? If so was he unfit therefore for surgery? 

Mr Packman was obese and it is stated throughout his record. The definition of 'morbidly obese' 
depends on knowing height and weight to calculate Body Mass Index (BMI). This information is 
not however available in this record. The balance of evidence is that he was obese and likely to 

( -meet the BMI definition of 'morbidly obese'! if calculated. · 

Mr Packman would represent a high risk for surgery. It would be difficult to justify the potential 
mortality of elective surgery in a morbidly obese patient. However each situation is judged on its 
merits. A failure of endoscopic therapy to stop bleeding is an indication for emergency suigery. In 
these situations it has to be put to the patient and family that death during or soon after surgery is a 
high probability but it is essential to proceed with this high-risk option as the only possible way to· 
save life. Rarely.limits are 'pre-set) if the patient is seriously unwell such as 'for endoscopic 
therapy only' or "limit to 10 unit transfusion." These are however technical discussions between 
endoscopist, surgeon and anaesthetist. · 

9. LITERATURE/REFERENCES 

British Society of Gastroenterology (BSG) Endoscopy Committee: Management of non-variceal 

upper gastrointeslinal haemorrhage: guidelines Published in Gut October 2002 supplement no iv 

vol51 
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EXPERTSt DECLARATION 

.. , 

11. 

1. I understand that my overriding duty is to the court, both .in preparing reports and in 
giving oral evidence. I have complied and will continue to comply with that duty. 

2. I have set out in my report what I understand· from those instructing me to be the 
questions in respect of which my opinion as an expert are required. 

3. I have done my best, in preparing tl)is report, to be accurate and complete. I have 

4. 

5. 

6. 

7. 

8. 

mentioned all matters which I regard as relevant to the opinions I have expressed. All 
of the matters on which I have expressed an opinion lie within my field of expertise. 
I have dravro to the attention of the court all matters, of which I am ·aware, which 
tiifght adversely affect my opinion. . 
Wherever I have no personal knowledge, I have indicated the source of factual 
information. · 
I have not inc1uded anything in this. report which has been suggested to me by anyone, 
including the lawyers instructing me, without forming IT:Iy own independent view .of -
the matter. 
Where, in· my view, there is a range of reasonable opinion, I have indicated the extent 
of that range in the report. 
At the time of signing the report I consider it to be complete and accurate. I wili notify 
those instructing me if, for any reason, I subsequently consider that the. report requires 
any correction or qualification .. 

· 9. I understand that this report will be the evidence that I will give under oath, subject to 
any correction or qualification I rimy make before swearing to its veracity. 

I 0. I have attached to this report a statement setting out the· substance of aU facts and 
instructions given to me which are material to the opinions expressed in this report or 
upon which those opinions are based. · 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge I 
have made clear which they are and I believe them to be true, and the opinions I have 
expre~~-~~.!:~P..r.:~~-~!lt!!l.Y.!!:Y_e...~l!.9 complete professional opinion. · 

; 
; 
; 

sign•ture=J Code A 
; 
; 
; 
; 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

i---__ Date: 26/~/6£ 
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Geoffrey Packman statements 20th June 2006 

CONTENTS· 

1. INSTRUCTIONS 

2. 

3. 

4. 

To examine and comment upon the witness statements. in the 
case of Geoffrey Packman. In particular, if they raise issues 
that would impact upon any expert witness report prepared. 

DOCUMENTATION 

This report is based on the following document: 
. . .... ~ . . 

2.1 Witness statements to the hospital care and death of 
Geoffrey Packman provided to me by the Hampshire 
Constabulary (June 2006). In total 27 statements . 

2.2 Report regarding Geoffrey Packman (BJC/34) Or 0 Black 
30th October 2005. 

COMMENTS 

3.1 Comments on Witness Statement (2.1) 

3.1.1 I have read all the statements in particular the 
statements of Nurse Hamblin and Hallman . Based on· 
these and the previous statement of Or Bartqn I feel that I 
need to produce a new version of my expe'rt statement, 
taking into account some _clarification overthe drug chart. 

CONCLUSION 

. 4.1 Having read all the documents above provided by 
Hampshire Constabulary, I would wish to make changes to 
my expert· report, and enclose a new version (2oth June 
2006). 
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CONTENTS 

1. INSTRUCTIONS 

To examine and comment upon the witness statements in the 
case of Geoffrey Packman. In particular, if they raise issues 
that would impact upon any expert witness report prepared. 

2. DOCUMENTATION 

This report is based on the following document: 

2.1 Witness statements to the hospital care and death of 
Geoffrey Packman provided to me by the Hampshire 
Constabulary (June 2006). In total 27 statements. 

. 2.2 Report regarding Geoffrey Packman (BJC/34) Or D Black 
30!tJ October 2005. 

3. COMMENTS 

4. 

· 3.1 Comments on Witness Statement {2:1) 

3.·1 .1 I have read all the statements in particular the 
statements of Nurse Hamblin and Hall man.· Based on 

' these and the previous statement of Dr Barton I feel that I 
need to produce a new version of my expert statement, 
taking into account some clarification ·aver the drug chart. 

CONCLUSION 

4.1 Having read all the documents above provided by 
Hampshire Constabulary, I would wish to make changes to 
my expert report, and. enclose a new version (20th June 
2006). 
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Version 3 of complete report 20th June 2006- Geoffrey Packman 

SUMMARY OF CONCLUSIONS 

Mr Geoffrey Packman was a 68 year old gentleman with a number of chronic 
problems, in particular, gross (morbid) obesity. He is known to have had leg 
ulcers and is admitted with a common complication of severe cellulitis .. His 
immobility and infection leads to significant and serious pressure sores in 
hospital. He develops a probable gastric or duodenal ulcer (again commo"n in 
patients who are seriously ill), which continues to bleed slowly, then has a 
massive gastro-intestinal haemorrhage in the Gosport War Memorial Hospital 
which is eventually the cause of death. 

GMC1 00096-0381 

There are a number of weaknesses in the clinical care provided to Mr Packman: 
- gastro-intestinal haemorrhage is suspected in Portsmouth, but although never 
disproven he is continued on his anticoagulant. · 
- despite the high risks being identified at admission, he does develop pressure 
sores rapidly during his admission in Portsmouth. 
-on assessment on 251

h August a further bleed does not lead to medical 
attention. 
- on 26th August when he is identified as seriously ill, examination is either not 
undertaken or recorded in the notes and an investigation which is performed is 
never looked at or commented on. Gosport War Memorial Hospital also has 
communication difficulties as the laboratory simply cannot contact the hospital. 
- a difficult clinical decision is made without appropriate involvement of senior 
medical opinion. 
- prescribing management and use of drug charts by.both the nursirig and 
clinical staff, in particular for controlled drugs, is unacceptably poor. 

Despite all of the above it is my opinion that Mr Packman died of natural causes 
and these deficiencies probably made very little difference to the eventual 
outcome. 

1.1NSTRUCTIONS 

' . 
To examine the medical records and comment upon the standard of care 
afforded to the patient in the days leading up to his death against the acceptable 
standard of the day. Where appropriate, if the care is felt to be suh-optimal, 
comment upon the extent to which it may or may not disclose criminally 
culpable actions on the part of individuals or groups . 

. 2.1SSUES 

2.1. Was the standard of care afforded to this patient in the days 
leading up to his death in keeping with the acceptable standard of 
the day. 
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2.2. If the care is found to be suboptimal what treatment should 
normally have been proffered in this case. 

2.3. If the care is found to be suboptimal to what extent may it 
disclose criminally culpable actions on the part of individuals or 
groups. 

3. CURRICULUM VITAE 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
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Code A 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.·-••·-·-.,-·.,_·.-·~·-~-=·...:c-=·-·-·-·-·-·-· 

4. DOCUMENTATION 

( 

- This Report is based on the following documents: 
\ 

( -'· 

[1] Full paper set of medical records· of Geoffrey Packman (BJC/34) 

'[2] Operation Rochester Briefing Document Criminal Investigation Summary. 

[3] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 

[4] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[5] Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury"Palliative Care Services (1995); 

Also referred to as the 'Wessex Protocols.' 
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5. CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to the 

page of evidence). 

5.1. Geoffrey Packman a sixty eight year old gentleman in 1999 was 
admitted as an emergency on the 6th August 1999 to Portsmouth 
Hospitals NHS Trust following an attendance at A&E (40,42). 

5.2. Mr Packman had suffered from gross (morbid) obesity for many 
··-·~. --.~-- years;-he had also had venous leg ulceration for at.least five years 

(44), he was hypertensive and had a raised prostatic specific 
antigen, suggesting prostatic pathology. (8) , 

5.3. Following a fall at home he was completely immobile on the floor 
and two ambulance crews were needed to bring him to accident 
and emergency ( 42). He was currently receiving District Nursing 
three times a week for leg ulcer management(255). He had 
become increasingly immobile complicated by the fact that his 
wife who Jived with him and provided care was being investigated 
for breast cancer. The admission clerkirig showed that he not 
only had leg ulcers but he had marked cellulitis, was pyrexial and 
in atrial fibrillation. Cellulitis was both in his groin and the left 
lower limb (45). He was totally dependent needing all help (143) 
with a Barthel of 0 (163). His white cell count was significantly 
raised at 25.7 (48), his liver function te.sts were abnormal with an 
AST of 196 and his renal function was impaired with a urea of 
14.9 and a creatinine of 173 {47). These had all been normal 
earlier in the year. He was treated with intravenous antibiotics 
(45) in a special bed (187). 

5.4. He appeared to make some progress and on gth August his 
cellulitis was settling (48) . A Haemolytic Streptococcus sensitive 
to the penicillin he had been prescribed was identified (225). On 
11th August the nursing card ex (134) stated that there appeared to 
hav.:: been a deterioration of his heef ulcers with a "large necrotic 
blister on the left heel". His haemoglobin on 12th August (211) 
was 13.5. 

5.5. On 13th August white count was improved at 12.4 (50,52), his U's 
and E's were normal and th~ notes 'recorded a planned transfer to 
the Gosport War Memorial Hospital on 16th August. 

5.6. Later on the 13th black bowel motion is noted but the doctor who 
examines him records a brown stool only. lt is not clear whether 
he has had a gastro intestinal bleed (52). On 16th August no 
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comment is made on the possible gastrointestinal (G.I) bleed , but 
on 20th August his haemoglobin is noted to be 12.9 (53) no further 
black stools have been reported so he is planned for transfer on 
23rd August. Albumin at this stage is now reduced at 29 (190). 

5.7. On 17th August sacral sores are now noted in the nursing cardex 
(118) which by the 20th are now recorded as "deep and 
malodorous" (125). · 

5.8. He is-transferred to the Gosport War Memorial Hospital ori 23rct 
August (54}. A reasonable history ar:tq examination is undertaken 
which notes that there was a history of'poss'[6'1e~melaena::·the.. . 
clinical examination recorded suggests that he is stable. Blood 
tests are requested for the next day. The drug chart (168) 
suggests that his weight is 148 kgs but it is not clear if this is an 
estimate or a measurement. He is very dependent with a Barthel 
of 6 and a Waterlow score of 18, putting him in high risk.· His 
haemoglobin on 24th is 12 (207). The nursing cardex on the 24th 
notes the multiple complex pressure sores on both the buttocks 
and the ~acrum (96-1 00). 

5.9. On 25th August the nursing cardex reports that he is passing blood 
rectally and also vomiting (62,82). · 

5.10. On 26th August a doctor (Dr Barton) is asked to see him and 
records that he is clammy and unwell. (55) The notes suggest 
that he might have had a myocardial infarction and suggests. 
treating him with Diamorphine and Oramorphine overnight. lt 
records that as an alternative there might be a G.l. bleed but this 
is recorded as unlikely because he has not had haematemesis. lt 
also notes that he is not well enough to transfer to an acute unit 
and he should be kept comfortable, including "I am happy for the 
nursing staff to confirm·death". His Clexane (an anticoagulant 
given to prevent pulmonary embolus) is now stopped. The 
nursing cardex (62) on the same day records further deterioration 
throughout the day with pain in his throat and records a verbal 
request for Diamorphine. A full blood count is taken (this fact is 
not recorded in the notes) but the result is filed in the notes 
recording a haemoglobin markedly reduced at 7.7 (205). lt also 
states "many attempts were made to phone Gosport War · 
Memorial Hospital but no response from switchboard". These 
significant results are not commented on at any stage in the 
nursing or clinical notes. 

5.11. On 27th August' (63) the nursing notes record some improvement 
in the moming but discomfort in the afternoon especially with 
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·dressings. On 28th August both the medic?-1 (55) and the nursing 
records (63) are noted to be very poorly with no appetite. Opiates 
are to continue over the weekend. 29th August he is sleeping for 
long periods (63) and on 30th he is still in a very poor clinical 
condition but eating very small amounts of diet. He is re
catheterised the same day (55). 

5.12. On 31st he is recorded as passing a large amount of blood rectally 
(83) and on the gth September (55 and 64) he is reviewed by a 
consultant Or Reid who notes that he is continuing to pass 

_. --.. ·,v: _ "· ._rn~.lg~fla stool, there are pressure sores across the buttocks and 
posterior aspects of both thighs, he is now significantly confused.· 
Or Reid records that he should be for TLC only and that his wife is 
now aware of the poor prognosis. Nursing notes (64) note that 
the dose of drugs in the syringe driver should be increased; the 
previous doses were not controlling his symptoms. The nursing 
notes of the 2nd September (62) record the fact the Diamorphine is 
again increased on the 2nd to 90mgs and on 3rd September he 
dies at 13.50 in the afternoon (55, 64). 

5.13. Drug Chart review: There are two drug charts. Chart 1 (174-178} 
confirms his original admission to Portsmouth Hospital Trust in 
particular the appropriate use of the antibiotics, Penicillin, 
Flucloxacillin and the prescription of the anticoagulant Clexane. 
This goes from 6th August - 23rd August. · 

5.14. The second drug chart (168-172) goes from his admission to the 
Gosport War Memorial Hospital on 23rd August to his death on the 
3rd September. The once only part of this drug chart on 26th 
August states Diamorphine IM 10 mgs verbal message given 
18.00 hours. Then there is two days later on 28th August, 
Diamorphine IM 10 mgs signed Dr Barton. This is never given, 
this may be a retrospective attempt to legitimise the prescription 
given verbally 2 days before. 

5.15. On the 'as required' part of the drug chart only Gaviscon and 
Temazepam are written up. On the regular side of the drug chart 
Doxazosin, Frusemide, Clexane (until 25th August) Paracetamol, 
Magnesium, Metoclopramide and Loperamide are all written up. 
Though some of these drugs like the Magnesium appear to have 
been given in a "as required" fashion. Oramorphine (171) though 
written up regularly is never given. Diamorphirie 40- 200 mgs 
subcut in 24 hours is prescribed on the 26th (171) and appears to 
have been given as 40mgs on 30th, 31st, 1st changed to 60 mgs 
on 1st September and 90mgs on 2nd September. The drug chart 
is extremely confusing (171) as these prescriptions have not been 
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properly put in the day and date boxes required, and the nursing 
staff appear to be putting two days of prescribing into a single day 
box. Midazolam 20 - 80 mgs subcut in 24 hours is written up and 
Midazolam is probably given 20 mgs on the 30~ and 31th August,· 
40mgs on 1st September, changed to BOmgs on 1st September 
and given BOmgs on 2"d September. 

5.16. On the next regular page of the drug chart (172) Oramorphine 1 o-
20mgs 4 hourly is written up and is signed up to have been given 
for 4 doses daily on 27th, 28th and 29th August, with two further 

-doses in the morning of the_ ;30th_ A~;Jgu.st l_c~f)no! tell from the 
drug chart whether 1 Omgs or 20mgs is g-iven~ ·-o'ramorphine is 
written up 20mgs at night and given on 26th, 27th, 28th and 291

h 

August. Hyoscine is written up but never given, although it is 
prescribed as a regular prescription. 

6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

6.1. This section will consider whether there were any actions so 
seriD!JS that they might amount to gross negligence or any 
unlawful acts, or deliberate unlawful killing in the care of Geoffrey 
Packman. Also whether there were any actions·or omissions by 
the medical team, nursing staff or attendant GP's that" contributed 
to.the demise of Geoffrey Packman, in particular, whether beyorid 
reasonable doubt, the actions or omissions more than minimally, 
negligibly or trivially contributed to death. 

6.2.· Mr Packman had a number cif chronic diseases prior to his 
tenninal admission. The most serious was his gro~s (morbid) 
obesity which led to severe immobility and non-healing leg ulcers. 

6.3. He then develops an infection (cellulitis) of his leg ulcers which 
has spread to his groin causing his high white count, his pyrexia, 
then his total immobility requiring appropriate admission to the 
Portsmouth Hospitals NHS Trust. On admission he is recognised 
to be at high risk of pressure sore development and appears to 
have been put on a special bed. 

6.4. He appears to make reasonable progress from the point of view of 
his cellulitis and is treated with appropriate antibiotics, however is 
noted to have developed buttock and sacral pressure sores .by . 
17th August which are in a serious condition by 20th August. -

6.5. In the meantime, a black stool is noted on 13th August and the 
question of whether this is melaena (blood leaking from the upper 
gastro-intestinal tract which turns black when passing through the 

14 



.. .( (-

( l ._·e 

Version 3 of complete report 20111 June 2006 - Geoffrey Packman 

gastro-intestinal tract) and whether he has a gastric or duodenal 
· ulcer. Normally this would be investigated with an endoscopy. 
However this would be quite a major procedure on such a 
dependent gentleman. Although in retrospect it is easy to say that 
this was the first bleed, it would not have been clear at the time, 
the lack of further melaena and the fact that haemoglobin does 
not significantly fall over the next week, suggests that 
conservative management was appropriate. However, he is not 
put on any prophylactic anti-ulcer medication and his 
anticoagulant is continued., In retrospect both of these decisions 

. . .e.·'"" .... may have contributed to his subsequent problems .. 

6.6 . 

6.7. 

He is transferred to the Gosport War Memorial Hospital on 23rd 
August. The prognosis for a patient with gross obesity, who is 
catheterised, and who has recent deep and complex pressure· 
sores is terrible. In my experience such patients almost invariably 
deteriorate despite the best efforts of staff and die in hospital. He 
is appropriately clerked on admission and indeed appropriate 
investigations carried out including haemoglobin which· is now 12. 
Although by itself this is a normal haemoglobin his level of 
haemoglobin has very slowly drifted down and again in retrospect 
suggests that he was starting to bleed slowly. 

On 25th August the nursing staff note that he is passing blood 
rectally and he is vor:niting, although the medical staff do not 
appear to have been asked to seem him. However on the 26th 
August" he is seen when he is unwell, very cold and clammy. Dr 
Barton suggests the. likeliest diagnosis is a myocardial infarction, 
although appropriately she does think of a gastro-intestinal bleed. 
No examination is recorded in the notes, nor are some simple and 
appropriate investigations undertaken (for example an ECG), to 
try and differentiate these two problems. However a blood count is 
sent to the laboratory and haemoglobin has now fallen to 7.7. Mr 
Packman has had a massive gastro-intestinal bleed, this is now a 
re-bleed arid in itself would be a marker of significant risk of death. 
Proven re-bleed needing more than 4 units of blood would in a 
previously fit patient over 65 be an indication tor an emergency 
operation. However as the laboratory cannot inform the hospital 
of this result, no-one would appear to have brought it to medical or 
nursing attention. · 

6.8. Despite this there is an important decision to be made on the 26th 
August. Whatever the cause, Or Barton identifies that the patient 
is seriously ill and the acute problems whether a G. I. bleed or a 
myocardial infarction would not be appropriately managed in a , 
community hospital. Or Barton makes the decision that the · 

15 

GMC1 00096-0395 



( . 

e 

( --
•• > 

GMC1 00096-0396 

Version 3 of complete report 20th June 2006- Geoffrey Packrnan 

6.9. 

6.10. 

patient is too ill for transfer and should b~ managed 
symptomatically only at Go sport. In my view this is a complex and 
serious decision that should be discussed with the consultant in 
charge of the case as well as with the patient and their family if 
possible. I can find no evidence of such a discussion in the notes. 
1t is my view however, that in view of his other problems it is within 
boundaries of a reasonabre clinical decision to provide 
symptomatic care only at this stage. The chances of surviving 
any level of treatment, including intensive care unit and surgery 
were very small indeed. 

-··Mr Packman deteriorates fu.rth-er in the-evening and is prescribed 
a single dose of Diamorphine as a result of a verbal request. In 
paragraphs 5.13- 5.16 I h?:: /~Gentified significant failiog~-the 
way the drug chart has been used and written up. Controlled· ,. 

·drugs are given on at least one occasion based on a verbal 
request and the prescription apparently written 2 days later. 
Regular drugs are written up and never given. The drug chart is 
used in a most irregular fashion and I do not believe that the 
standards of medical prescribing or nursing delivery meet the 
expectations of regulations on the prescription in the use of 
controlled drugs. 

From the 26th August Mr Packman is dying and after a single dose 
of Diamorphine on the 26th August, receives regular Oramorphine, 
then Diamorphine, and Midazolam until his death. Both 
Oramorphine and Diamorphinewhile specifically prescribed for 
pain are commonly used to manage the stress and restlessness 
of terminal illness. Diamorphine is compatible with Midazolam · 
and in itself is particularly used to termfnar restlessness, and can 
be mixed in the same syringe driver. lt is very difficult to assess 
the starting dose of Oramorphine and he appears to receive 60mg 
in total on the 26th. Calculating the dose would be complicated in 
this case due to his the massive obesity which might well effect 
the oral dose required , together with his serious pressure sores 
which would be extremely painful on being dressed. He appears 
subsequently to have been started on 40mgs of Diamorphine in 
24 hours with 20mgs of Oramorphine (equivalent to another 
1 Omgs of Diamorphine) at night, together with 20mgs of 
Midazolam. The dose of s/c Diamorphine is usually given in a 
ratio of 1:2, so 2Dmg might have been the equivalent of the day 
time dose of 40mg of Oramorphine. However I can find no 
evidence in the notes that there were any significant side effects 
from the Oramorphlne or the Diamorphine, and his symptoms do· 
seem relatively well controlled as described in the nwsing notes. 
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6.11. 

6.12. 

6.13. 

7. OPINION 

He is reviewed by a consultant (Or Reid) on 1st September where 
it has now become absolutely clear that it is a gastro-intestinal 
haemorrhage which is causing his death on top of his other 
problems. Or Reid is happy with the management and later in the 
day the Diamorphine is increased because the previous dose is 
no longer controlling his symptoms .. Further increase of 50% in 
dosage occurs on 2nct September and he dies the following day. 

In my view, based on the evidence in the notes, the doses of 
Oramorphine and Diamorphine used although higher than might 
have been conventional at the start, were required to control Mr 
Packman's symptoms and did not contribute in any significant 
fashion to his death. 

In my view a death certificate should read:· 
.1a.Gastro-intestinal haemorrhage 
2 Pressure sores and morbid obesity 

· 7.1. Mr'Geoffrey ·Packman was a 68 year old gentleman with a number of 
chronic problems, in particular, gross (morbid) obesity. He is known 
to have had leg ulcers and is admitted with a common complication 
of severe cellulitis. His immobility and infedion leads to significant 
~nd serious pressure sores in hospital. He develops a probable 
gastric or duodenal ulcer (again common i~ patients who are 
seriously ill), which continues to bleed slowly, then has massive 
gastro-intestinal haemorrhage in the Gosport War Memorial Hospital 
which is ·eventually the cause of death. 

7.2. There are a number of weaknesses in the clinical care provided to Mr 
Packman: 

GMC1 00096-0397 

- gastro-intestinal haemorrhage is suspected in Portsmouth but 
although never disproven, he is continued on his anticoagulant. 
-despite the high risks being identified at admission, he does develop· 
pressure sores rapiqly during his admission in Portsmouth. 
-on assessment on 25th August a further bleed does not lead to 
further medical attention. 
-on 26th August when he is identified as seriously ill, examination is 
either not undertaken or recorded in the notes and an inv-estigation 
which is performed is never looked at or commented on. Gosport 
War Memorial Hospital also has communication difficulties as the 
laboratory simply cannot contact the hospital. 
- a difficult clinical decision is made without appropriate involvement, 
of senior medical opinion. 
-·prescribing management and use of drug charts by both the nursing 

17 



( -

GMC1 00096-0398 

·Version 3 of complete report 20th June.2006- Geoffre.y Packman 

and clinical staff, in particular for controlled drugs, ~s unacceptably 
poor. 

Despite all of the above it is my opinion. that Mr Packman died of 
natural causes and these deficiencies probably made very little 
difference to the eventual outcome. . 

8 LITERA TU RE/REFERENCES. 

1. 
2. 

3. 

4. 

5. 

Good Medical Practice, General Medical Council 2002 
Withholding withdrawing life, prolonging treatments: Good Practice 
and decision making. General Medical Council 2002. 
Palliative Care, Welsh J, Fallen M, Keeley PW. Brocklehurst Text 
Book of Geriatric Medicine, 6th Edition, 2003, Chapter 23 pages 
257-270. . ' 
The treatment of Terminally Jll Geriatric Patients, Wilson JA, Lawson, 
PM, Smith RG. Palliative Medicine 1987; 1:149-153.· 
Accuracy of. Prognosis, Estimates by 4 Palliative Care Teams: A 
Prospective Cohort Study. Higginson IJ, Costantini M. BMC Palliative 
Care 2002:1:129 · 

6. The Palliative Care Handbook. Guidelines on Clinical Management, 3rd 
Edition. Salisbury Palliative Care Services, May 1995. 

9. EXPERTS' DECLARATION 

2. 

3. 

4. 

5. 

6. 

7. 

I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence .. I have complied and will continue to 
comply with that duty. 
I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. 
I have done my best,· in preparing this report, to be accurate and 
complete. I have mentioned all matters, which I regard as· relevant to the 
opinions I have expressed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. · 
I have drawn to the attention of the court all matters, of which I am 
aware,.which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report, which has been suggested to 
me by anyone, including the lawyers instructing ·me, without for:ming my 
own independent view of the matter. 
Where, in my: view, there is a range of reasonable opinion, I have 
indicated the extent of that range in the report. 
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8. At the time of signing the report I cor.lsider it to be complete and 
accurate. I will notify those instructing me if, for any reason, ., 
subsequently . consider that the report requires any correction or 
qualification. 

9. I understand that this report will .be the evidence that I will give under 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 

10.- I have attached to this report .a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENTOFTRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge 1 
have made clear which they are and I believe them to be true, and the opinions 1 
have expressed represent my true and complete professional opinion. 

Signature: __________________ Date: ______ _ 
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SUMMARY OF CONCLUSIONS 

Ruby Lake an 84-year-old lady with a number of chronic diseases, suffers a fall 
and a fractured neck of femur in August 1998. She is admitted to hospital and 
has operative treatment but develops post-operative complications including 
chest infection, chest pain and confusion at night and subsequently deteriorates 

· and dies in the Gosport War Memorial Hospital. 

In my view a major problem in assessing this case is the poor documentation in 
Gosport Hospital in bath the medical and nursing notes, making a retrospective 
assessment of her progress difficult. Good Medical Practice (GMC 2001) states 

· that "good clinical·care must include-adequate assessment of the patient's 
condition, based on the history and symptoms and if necessary, an appropriate 
examination" .......... "in providing care you must keep clear, accurate, legible 
and contemporaneous patient records which report the relevant clinical findings, 
the decisions made, the information given to patients and any drugs or other 

·- ·----treatments prescribed" .... "good clinical care must include -taking suitable ---.. - ..... -
prompt action where necessary'' .... "prescribe drugs and treatments, including 
repeat prescriptions only when you have adequate knowledge cif the patient's 
health and medical needs". The. lack of detail in particular in the medical notes, 
the lack of recording of why decisions were made or if the patient was properly 
examined represent poor clinical 'practice to the standard set by the General 
Medical Council. 

In my view the combination of a lack of a documented clinical examination, the 
lack of prescription of appropriate oral analgesia on admission to Gosj:lOrt, the 
decision to start a syringe driver without documentation of a clinical diagnosis or 
the reason for it in the medical notes, together represent a negligent ~tandard of 
medical care. 

· Without a proven diagnosis, it is possible that the combination of Diamorphine 
and Midazolam together with the Hyoscine in a syringe driver contributed in part 
to Mrs Lake's death. However, I am unable to satisfy myself to the standard of 
beyond reasonable doubt that it made more than a minimal contribution. 

1.1NSTRUCTIONS 

To examine the medical records and comment upon the standard of care 
afforded to the patient in the days leading up to her death against the 
acceptable standard of the day. ·Where appropriate, if the care is felt to be sub
optimal, comment upon the extent to which it may or may not disclose criminally 
culpable actions on the part of individuals or groups. 

2.1SSUES · 

1 
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1. SUMMARY OF CONCLUSIONS 

Mr Packman was· a 67 year old man with obesity impairing his mobility, 

swelling of his legs and leg ulcers admitted to the Queen Alexander 

Hospital because of cellulitis (infection of the skin) affecting his left leg and 

groins. He also had pressure sores over his buttocks and thighs. He 

improved with treatment with antibiotics. He passed loose black stools, 

suggestive of melaena (blood in the stool) on a couple of occasions;~but~his .~· ·, · .. , ..... 

haemoglobin was stable, excluding a significant gastrointestinal bleed. He 

was transferred to Dryad Ward for rehabilitation. 

During his admission to Dryad Ward •. the medical care provided by Or 

-
Barton and Or Reid was suboptimal; there was a lack of clear, accurate and 

contemporaneous patient records, inadequate assessment of Mr 

Packman's condition: a ·Jack of consultation with colleagues and the use of 

diamorphine and midazolam in doses likely to be excessive to Mr 

Packman's needs. 

Mr Packman became acutely unwell on the 26th. August 1999. A blood test 

revealed a large drop in his haemoglobin which made a significant 

gastrointestinal bleed likely. This is a serious and life-threatening medical 

emergency which requires urgent and appropriate medical care. The 

commonest underlying cause, a peptic ulcer, can however, be cured. Mr 

Packman should have been transferred without delay to the acute hospital. 

However, Mr Packman was not transferred; the blood test result was not 

obtained or acted upon and he went on. to receive doses of diamorphine 

and midazolam which were not obviously justified and likely to have been 

excessive to his needs. 
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In short, Dr Barton in particular, but also Dr Reid, could b~ seen as doctors 

who breached 'the duty of care they owed to Mr Packman by failing to 

. ' 

provide treatment with a reasonable amount of skill and care. This was to a 

degree that disregarded the safety of Mr P~ckman by failing to adequately 

assess his condition and taking suitable and prompt action when he 

became unwell with a gastrointestinal bleed. He was not appropriately 

assessed,· resuscitated with fluids, ·transferred or discussed with the on-call 

medical team. · The use of regular morphine and subsequent use of 

diamorphine and midazolam in doses likely to be excessive to Mr 

Packman's needs were inappropriate. lt is the inappropriate management of 

Mr Packman's gastrointestinal haemorrhage together with his exposure to 

unjustified and inappropriate doses of diamorphine and midazolam that · 

· ·. contributed more than .minimally, negligibly or trivially to his death. As a 

result Dr Barton and Dr Reid leave themselves open to the accusation of 

gross negligence. 

-( 2. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 

afforded to the patient in the days leading up to his death. against the 

acceptable standard of the day. Where appropriate, if the care is felt to be 

suboptimal, comment upon the extent to which it may or may not disclose 

criminally culpable actions on· the part of individuals or groups. 
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3. ISSUES 

3.1 Was the standard of care afforde~ to this patient in the days leading 

up to his death in keeping with the acceptable standard of the d9-y? 

3.2 If the care is found to be suboptimal what treatment should normally 

have been proffered in this case? 

' . ,-.. ... - 3_.3 If the care is found to be suboptimal to what extent may it disclose 
....... ~···- j•;-'!o"!- . .:.:.': .... .:'1,..\:..t t-.~-~ ... ~ • .,. ... ,h ~·' ~ .... 

criminally culpable actions on the part of individuals or groups? 

4. BRIEF CURRICULUM VITAE-

-( 
Code A 
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Code A 

5. DOCUMENTATION 

This Report is based OIJ the following documents: _ 

[1] Full paper set of medical records of Geoffrey Packman, including the 

medical certificate of cause of death. 

[2] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

(3] Hampshire Constabulary Operation Rochester Guidance for 

Medical Experts. 

[4] Hampshire Constabulary Summary of Care of Geoffrey Packman. 

(5J Palliative Care Handbook Guidelines on Clinical Management, Third 

Edition, Salisbury P~lliative Care Setvices (1995); Also referred to as 

the 'Wessex Protocols.' 

[6] Portsmouth Health Care NHS Trust Policies: 
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i} Control of Administration of Medicines by Nursing Staff Policy 

{January 1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for A~sessment and Management of Pain (May 2001 ). 

iv) Compendium of Drug Therapy Guidelines, Adult Patients (1998). 

v) Draft Protocol for Prescription Administration of Oiamorphine by 

· Subcutaneous Infusion, Medical Director (December·.t999).'~-~···"'''"'-" 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

[7] General Medical Council, Good Medical Practice (July 1998). 

[8] British National Formulary (BNF). Section on Prescribing in Terminal 

Care (March 1999). 

· [9] British National Formulary (BNF). Section·on Prescribing·in the 

Elderiy (March 1999). 

[1 0] Statement of Or Jane Barton as provided to me by Hampshire 

Constabulary (undated). 

[11] Statement of Dr Jane Barton RE: Geoffrey Packman, 17th November 

2005. 

[12] Draft Report regarding Statement of Or Jane Barton RE: Geoffrey 

Packman (BJC/34), Dr A Wilcock, 26th January 2006. 

[13] Draft overview of Geoffrey Packman (BJC/34), Or A Wilcock, 5th 

November 2005. 

[14] Draft report regarding Geoffrey Packmanr Or Jonathan Marshal!, 

1st April 2005. 
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6. CHRONOLOGY/CASE ABSTRACT 

Events at Queen Alexander Hospital, 6th-23rd August 1999 

Mr Packman, a 67 year old man who lived with his wife and daughter, was 

admitted on the 6th August 1999 to Queen Alexander Hospital following a 

fall at home. ~ue to his obesity he was unable to get up and two ambulance . 

.. -.,-~,CJ~'!Y~ .. ,.W~J~.,.9!=1H§<;i to __ assist (page_42 of ~83). He was initially_ ~een_ in 

Accident and Emergency and then Anne Ward where he was clerked by the 

Senior House Officer (SHO) who noted his five year history of lower leg 

oedema (swelling) that had got worse over the past six months; bilateral leg 

ulcers for one month; increasing erythema (redness) of the groin for three 

weeks which had become uncomfortable; increasing weakness and 

_ difficulty· mobilising for one week .(page 44. of 283) .. Mr Packrnan's past . . . ..--

medical history included hypertension (l')igh. bloocj pressure) since 1985 and 

arthritis (unspecified). He was receiving doxazosin 4mg once a day, 

felodipine mr Smg once a day and bendrofluazide Smg once ~ day, possibly 

all for his hypertension, although the latter (a diuretic, 'water tablet') is also 

given for oedema. Systemic enquiry revealed a poor urinary stream, 

constipation for one week and no problems with chest pain or shortness of 

breath. Mr Packman's wife was undergoing tests for possible breast 

cancer. He was a non-smoker. District nurses visited three times a week to 

apply dressings to his legs and normally he was able to mobilise around the -

house and occasionally outside with the use of a stick (page 44 of 283). On 

examination he was obese, had an elevated temperature (37.6°C), an 

irregular heart rate of 80 beats per minute, fine crackles in the mid zones of 

his chest bilaterally, a soft, non-tender abdomen and erythema of both 
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groins particularly on the left which leaked clear fluid. Both· legs were 

swollen particularly the left which was also erythematous. There was 

bruising on his buttocks in the shape of a toilet seat. The SHO summarised 

Mr Packman's main problems as leg oedema, cellulitis (infection in the 

subcutaneous tissues of the skin) in the groin and left lower leg, immobility 

due to his obesity/oedema/infection and atrial 'fibrillation (irregular heart 

rhythm) (page 45 of 283). lnvestigations .. were· undertaken'"(blood tests, 

blood cultures, urine analysis, chest x-ray, electrocardiograph. (ECG), 
\ 

swabs from his groin and leg ulcers) and treatment commenced with 

intravenous antibiotics to treat the infection, and his dose of diuretics 

increased by switching the bendrofluazide to furosemide 80mg once a day 

(pages 45 and 174a of 283). The results of the investigations were in 

keeping with cellulitis: a raised- white -cell count- of 2S. 7x1 09/L, 90% 

neutrophils (page 213 of 283); a C-reactive protein (CRP) of 191 mg/L, 

(normal range <5mg/L; page 202 of 283); haemolytic streptococcus, a 

bacteria known to cause cellulitis, grown from the sores in his groin and 

buttocks · (pages 227 Stnd 229 of 283) and an elevated aspartate 

aminotransferase at 1941U/L (normal 12--401U/L; page 202 of 283). There 

was also renal impairment; urea and creatinine were elevated 14.9mmoi/L 

(normal 3-7.6mmoi/L) and 173micromol/L (normal 6Q-120micromoi/L; page 

202 of 283) respectively. Other results revealed a marginally low albumin (a 

protein) at 36g/L (normal range 37-50g/L), a normal haemoglobin (15.7g/dl; 

page 213 of 283) and negative blood and urine cultures (pages 221 and 

231 of 283). An ECG was reported as showing atrial fibrillation, a common 

arrhythmia which causes the heart to beat irregularly, but at a satisfactory 
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rate of 85 beats per minute (pages 45 and. 185 of 283). Mr Packman was 

catheterised because of urinary incontinence (page 144 of 283). 

Mr Packman was reviewed later the same day by a more senior doctor (a 

registrar) who listed Mr Packman's problems as cellulitis of the left leg, 

chronic leg oedema, poor mobility, morbid obesity, hypertension and 

possible atrial fibrillation. He agreed with the plan to treat the cellulitis with 

·---·· ' ...... , •. ·"-- ·-, .. int"r'ave·na'Us antibiotics (flucloxacillin · and penicillin G) and because of Mr 

Packman's immobility, obesity and cellulitis, also commenced low molecular 

. weight heparin (enoxaparin (clexane)) to thin the blood and reduce the risk 

of a deep vein thrombosis in the leg. The registrar also suggested a repeat 

ECG rhythm strip, which subsequently confirmed atrial fibrillation (pages 48 

and 185 of 283; although I am unable to comment given the quality of the 

-copy) and, as the felopdipine and doxazosin may· have been exacerbating 

Mr Packman's oedema, to consider other drugs to treat his hypertension. 

Mr Packman was deemed not appropriate for cardiopulmonary resuscitation . 

in the event of a cardiorespiratory arrest because of his 'pre-morbid state 

and multiple medical problems' (page 46 of283). 

The medication chart indicates that during his st~y on Anne Ward, Mr 

Packman received the antibiotic benzylpenicillin 1.2G intravenously four 

times a day from 6-11 th August 1999, after which it was continued as an · 

oral equivalent, penicillin v-soomg four 1imes a: day·until18th August 1999 

(pages 174a and 177 of 283). Similarly, the antibiotic flucloxaciffin 1G was 

given intravenously four times a day from the 6-9th August 1999, after 

which it was continued oraUy·as flucloxacillin 500mg four times a day until 

the 18th August 1999 (pages 174a and 177 of 283). The antihypertensive 
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doxazosin 4mg once a day was continued unchanged (page 174a of 283) 

but the felodipine was reduced and subsequently discontinued on the 19th 

August 1999 (page 174a of 283). The diuretic furosemide 80mg once a day 

and the heparin enoxaparin 40mg twice a day were continued throughout 

his stay (pages 174a, 177 and 179 of 283). Paracetamol 1 G was given at 

20.1 Oh on the 6th August and 07 .15h on the 7th August as once only, nurse 

prescribed doses, probably to redo<?e~his ··temperature -as there was no 

mention of pain (page 130 of 283); thereafter it was. prescribed regularly 1 G 

tour times a day and continued throughout his stay, although intermittently 

doses were declined (pages 174, 174b, 177 and 179 of 283). 

Gaviscon, an· antacid, generally given for the relief of dyspepsia 

(indigestion) was prescribed p.r.n. 'as required'; three doses were taken on 

the 8th ahd orie dose each ori the 9-1-2th and'14th ~ugust 1999' (page 17 4 -

' 

of 283). 

During his stay on Anne Ward, Mr Packman improved. His temperature and 

cellulitis began to settle and he was switched to .oral antibiotics (pages 48 

and 49 of 283). Dr Reid reviewed Mr Packman on the 9th August 1999, who 

recorded more oedema in the left than the right foot and more arthritis in the 

left than the right knee and hip, although this was mild (page ~8 of 283). Mr 

Packman's weight was recorded as 148.6kg on 12th August 1999 (page 

121 of 283}. On the 13th August 1999, blood test results had improved; 

white blood cell count and CRP had fallen and his renal function returned to 

normal (pages 196, 200, 211 of 283). Following discussion with Mrs 

packman, because of Mr Packman's immobility, pressure sores and social 
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circumstances, the plan was to transfer him to Dryad Ward for rehabilitation 

(pages 50, 108, 121, 122 of 283). 

According to his observation chart, some time on the evening of the 11th 

August, Mr .Packman's blood pressure was measured as he was 'feeling 

dizzy'; it was 'normal' for him at 170/90 but his pulse was not recorded and I 

can find no other mention of this episode (page 159 of 283). An entry on the 

·comments sheet on the 11th August 1999 at 13.45h reports loose black 

stools (suggestive of melaenaf which is blood in the stool, see technical 

issues; page 133 of '283). Mr Packman opened his bowels several times 

between the 11-13th August, with no mention of melaena (pages 134 and 

135 of 283). An entry made by Or Tandy on the 13th August 1999 noted 

'black stools overnight- nil today, says bowels looser than usual. No pain. 

Abdomen soft. Bowel sounds' normal. PR (digit~! examination' of the· rectum)· 

normal brown stool. Chase haemoglobin to rule out bleed. ? Antibiotic 

related diarrhoea. Stool chart' (pages 52, 53 of 283). Mr Packman's 

haemoglobin was checked and was essentially stable;· 13.5g/dl (12th 

August} 12.9g/dl (19th August), 12.9g/dL (20th August), (pages 209,211, 

215 of 283). 

Blood tests carried out on the _14th August 1999, revealed normal thyroid 

function tests, that the aspartate aminotransferase had returned to normal 

(401U/L), but that his albumin had fallen to 29g/L (normal 37-SOg/L; pages 

196 and 198 of 283). 

On the 15th August Mr Packman was incontinent of loose faeces (page 136 

of 283). An entry dated 16th August 1999 noted that Mr Packman had 

pressure sores over his buttocks, sacrum and thighs that required daily 
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dressings and that he V!as faeca!ly incontinent (page 51 of 283). An entry 

dated 18th August 1999 reported that he was stable, and that his wounds 

looked better, and the antibiotics were discontinued on the 19th August 

(page 51 of 283). A communication sheet entry on the 19th August 1999 at 

06.00h noted that Mr Packman twice passed small amounts of black tarry 

stools (pages 119 and 137 of 283). A later entry the same day reported 

bowels open smaH amountwith· no·mention·of'melaena (page 138 of 283). · 

An entry dated 20th August 1999 notes no further black motions, no 
. . . 

nausea, epigastric pain or tenderness (page 53 of 283). Blood test results 

on the 20th August revealed a stable haemoglobin at 12.9g/dl and an 

improved albumin at 34g/L (pages 192 and 209 of 283). 

Mr Packman's Barthel score· had improved from 0 to 6 representing 

·improve-ments iri ·continence of bowels, ability to undertake his own· 

· grooming (washing face, cleaning teeth etc.) feeding himself independently 

and being able to transfer with major help from having been unable to 

transfer (page 163 of 283). Nevertheless, he remained in bed, using a 

monkey bar to raise himself off the bed and otherwise being moved with a 

hoist (page 148 of 283). The sores in his groin had improved (page 149 and 

1.50 of 283) but the sacral pressure sore persisted,. with dressings needing 

frequent changing due either to being sodden with exudate or soiled with 

faeces (page 150 of 283). 
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Events at Dryad Ward, 23rd August 1999 until 3rd September 1999. 

23rd August 1999 

An entry was made in the medical notes on 23rd August 1999, which I 

assume. was done on Dryad ward, although this should be clarified (page 54 

of 283). The clerking doctor noted that Mr Packman's ongoing problems 

were obesity, arthritis in his knees, immobility, pressure sores and 

constipation. They noted that Mr Packman was 'on a high protein diet,-?·_. ... _.,,~ .. , . ..,..,..~""'·· 

melaena 13th August 1999, haemoglobin stable' but was better in himself, 

with a good mental test score and no pain. There was little to find on 

examination .bar his obesity, sw<;JIIen legs and pressure sores (page 54 of 

283). 

The nursing summary notes recorded that Mr Packman had been 

'transferred from Anrie Ward following an episode of immobility and s·acral 

sores. Catheterised. On profile bed, hoist only. Able to feed himself. Mrs 

Packman is awaiting a decision re mastectomy at Queen Alexander 

Hospital tomorrow' (page 62 of_ 283). Several nursing care plans were 

produced: 'Requires full assistance to settle at night' (page 78 of 283); 'Due 
J 

to immobility ... prone to constipation' (page 82 of 283); 'Urinary catheter' 

(page 84 of 283); ~Pressure sore areas' (page 96 of 283). 

The drug chart reveals he was continued on regular doxazosin 4mg once a 

day, furosemide . 80mg once a day, enoxaparin 40mg twice a day, 

paracetamol 1 G four times a day; commenced on magnesium hydroxide 

10ml twice a day (a laxative), subsequently taken intermittently; two doses 

on the 24th, one dose on the 25th, two doses on the 28th, 29th and one 
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dose on tlie 30th (page 170 of 283) and p.r.n. 'as required' gaviscon 

(undated but most probably on the 23rd August)(pages 168, 170 of 283). 

24th August 1999 

A handling profile noted in the section for pain 'needs to be controlled' 

(page 90 of 283). This is at odds with the medical notes entry for the 23rd 

· August 1999 that states .. 'n'O·painh(page"54--of 283). Pain is not mentioned 

anywhere else. His bowels were well open (no melaena specified) and 

swabs taken from his pressure sores for microbiology (pages 82 and 97 of 

283). 

Blood test results revealed a haemoglobin of 12g/dl and a white cell count 

of 12.2x1 09/L (Page 207 of 283); a marginally raised urea 8.9mmol/L 

{normal 3.D-7.6n'fmoi/L) and a reduced albumin 31 g/L (normal 37-SOg/L). 

Both forms were signed with the initials 'JAB' {pages 190 and 207 of 283). 

Note: the biochemistry results form given as page 190, differs in my two 
. . 

files·, one having a more complete- set of results for the 24th August 1999. 

Temazepam 1 0-20mg was prescribed p.r.n. and he t~ok 1 Omg at 22.1 Oh 

(page 168 of 283). 

25th August 1 {}99 

Mr Packman was noted to have 'bowels open medium, formed, leaking 

some fluid' and later 'several loose bowel a~?tions throughout the afternoon 

and evening- 7-8. Some fresh blood present, ? due to medication- same. 

stopped. For review later' (pages 82 and 83 of 283). The nursing summary 

notes recorded that Mr Packman had .been passing fresh blood PR? due to 
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the enoxaparin (clexane). A verbal order from Dr Beasley was to withhold 

the 18.00h dose and review with Dr Barton in the morning. Mr Packman 
l 

was also vomiting and metoclopramide 1 Omg IM was given at 17.55h (page 

171 of 283). 

Mr Packman took temazepam 20mg at 22.05h and loperamide 4mg (for 

diarrhoea) as a one off dos,e at a time I can not decipher (page 168 of 283). 

He was also prescribed lope rami de 2mg four times a day regularly-on---the·~,... .... ,_ .. ,.,"·'"·"''"'"··-: 

daily review prescriptions section, and appeared to have received this at 

06.00h, 12.00h and 18.00h on 25th August 1999, 

26t!i Augus_t 1999 

The nursing summary notes recorded 'fairly good morning, no further 

vomiting - br Ravi. contacted re · enoxaparin · (clexane); Advised to 

discontinue and repeat haemogl~bin today and tomorrow. Not for 

resuscitation. Unwell at lunchtime, colour poor, complaining of feeling 

unwell. Seen by Or Barton this afternoon - await result of haemoglobin.· 

Further deterioration - complaining of ? indigestion - pain in throat, not 

radiating - vomited again this even!ng. Verbal order from Dr Barton 

diamorphine 1 Omg stat - same given at 18.00h; Metoclopramide 1 Omg 

given IM. Mrs Packman informed will visit this evening (page 62 of 283). 

The medical notes record .'called to see, ··pale, clammy, unwell. Suggest ? 

myocardial infarction (MI). Treat stat diamorphine and oramorph overnight. 

Alternative possibility gastrointestinal (GI) bleed but no haematemesis. Not . 

well enough to transfer to acute unit. Keep comfortable. I am happy for 

nursing staff to confirm death (page 55 of 283). The entry in the nursing 
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summary notes at 19.00h recorded 'Or Barton here. For oramorph four 

hourly. Wife seen by Or Barton, explained Mr Packman's condition and 

medication used' (page 62 of 283). 

The drug chart showed that he received diamorphine .1 Omg at 18.00h 

prescribed as a verbal order in the once only section (page 168 of 283). The 

prescription was repeated below this one, but it does not appear to have 

been given. tpage·"'1B8· .. of'"283} "OraJ·morphine solution (Oramorph) was 

commenced regularly 1 0-20mg every four hours with 20mg at night which 

Mr Packman continued until 1 O.OOh on the 30th August 1999 (pa~e 172 of 

283). Regular oral morphine solution 10mg every 4 hours was also 

prescribed in the daily review prescription, which appears to be an error and 

unnecessary duplication; none appears to have been prescribed from this 

sectioh however (page 171 of·· 283).- · Diamorphine 40-200mg and· 

midazolam 20-80mg SC/24h were also prescribed on the 26th August 1999 

(page 171 of 283). 

A full blood count revealed a significant fall in Mr Packman's haemoglobin 

to 7.7g/dL. A comment on the form reads 'many attempts were made to 

phone these results, no answer from Gosport War Memorial Hospital 

switchboard'. The results are signed with the initials JAB (page 205 of 283). 

27th August 1999 

The nursing summary entry· noted 'some marked improvement since 

yesterday. Seen by Or Barton this am - to continue with oramorph four 

hourly - same given tolerated well. .Some discomfort this afternoon -

especially when dressings being done. Wife h~s visited this afternoon and 
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is aware that condition could deteriorate again. Still remains poorly' (page 

63 of 283). 

Mr Packman's pressure sore dressings were renewed to all areas 'some 

· improvement since· Wednesday especially to the areas on the left buttock. 

Area on right buttock remains offensive and some exudates (page 97 of 

283). Mr Packman night was recorded as 'oramorph given as prescribed. 

Comfortable night, not complaining of any chest pain' (page 79 of-283):-····' .,. ~-~,., -r~· .. 

28th August 1999 

Medical notes entry noted 'Remains poorly but comfortable so please 

continue opiates over weekend' (page 55 of 283). Nursing summary noted 

'Remains very poorly - no appetite has refused all food. Wife visited - very 

distressed as she is having surgery· tliis ·coming -week' (page 63 of.. 283). 

The entry for the night noted 'Oramorph given as prescribed. Condition 

remains poorly and variable. Drinking well. Dressings remain intact' (page 

63 of 283). An entry in the nursing care plan for 'requires ·full assistance to 

settle at night' noted 'Oramorph given as prescribed, condition variable, 

drinking well, appears hydrated. Slept long periods' (page 79 of 283). 

29th August 1999 

Nursing summary entry for night, noted 'Slept for long periods. Oramorph 

given as prescribed (page 63 of 283). The nursing care plan for 'requires full 

assistance to settle at night' noted 'Quite sleepy. Medication given as 

prescribed. Is complaining of left sided abdominal pain ?bowel or ?' (page 

79 of 283). 
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30th August 1999 

The nursing summary notes recorded 'This morning complaining of left 

abdominal pain', then 'Condition remains poor. Syringe·ctriver co~menced 

at 14.45h with diamorphine 40mg, midazolam 20mg. No further complaints 

of abdominal pain - very small amount of diet taken - managing mainly 

puddings.· Recatherised this afternoon, draining (see also pages 55 and 85 

of 283f •. Wne'n'"possi61e 'encourage fluids. Dressings also renewed' (page 

63_ of 283). 

The drug chart confirms ·a syringe driver containing 40mg of diamorphine 

and 20mg of midazolam was commenced at 14.45h (page 171 of 283). 

However, the midazolam 20mg appears dated the 26th August 1999 (page 

171 of 283). 

His -pressure- sores were re·dressed. The--small pressure sore on his left 

buttock was much cleaner; an area of slough was removed from the 

pressure sore on the lower right buttock exposing a large crater one inch . 

deep which was redressed (page 98 of 283). 

An entry in the nursing care plan for 'requires full assistance to settle at 

night' noted 'appeared to have a peaceful and comfortable night. No faecal 

incontinence until mane (morning) and then it was a large amount of black 

soft faeces' (page 79 of 283). 

31st August 1999 

· Nursing summary noted 'Appeared to have a comfortable and peaceful 

night. This morning has passed a large amount of black faeces: The 

nursing summary for the night noted 'Comfortable night continues to pass 
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tarry black faeces' (page 63 of 283). This was repeated in the nursing care 

plan for 'Due to immobility ... prone to constipation' (page 83 of 283). 

Mr Packman's pressure sores on his left buttock were reported to be 

producing a copious amount of exudate (page 98 of 283). 

An entry in the nursing care plan for 'requires full assistance to settle at 

night' noted 'Peaceful night. Incontinent of black tarry faeces+++ (a lot), nil 

taken by riu.:.;.~th·, remains hot' (page 79 of 283). ..._ ........ - ........... ., - - ... -. - 'i-" •• ·.:: ·- ..... 

1st September 1999 

A medical notes entry made by Or Reid notes 'Rather drowsy, but 

comfortable, passing melaena stools, abdomen huge, but quite soft, 

pressure sores over buttock and over the posterior aspect of both thighs . 

. -Remains confused. For T.L.C. (tender loving care)·- stop furosemide and 

doxazosin. Wife aware of poor prognosis' (p.age 55 of 283). 

The diamorphine dose in the syringe driver was increased to 60mg/24h at 

19.15h (page 171 of283). The dose of midazolam ·was also increased to 

40mg/24h at 15.45h and 60mg/24h at 19.15h (page 171 of 283). 

Nursing summary entry notes 'Or Re id here. To continue', then 'Syringe 

driver renewed at 19.15h with diamorphine 60mg and midazolam 60mg as 

previous dose not controlling symptoms. Dressings renewed this afternoon. 

Mrs Packman had visited this afternoon and is aware of poor condition. Mrs 

Packman being admitted to E1 Ward at QA tomorrow for surgery. Please 

contact her son in the event of Mick's death. No night calls please' (page 64 
\ 

of 283). The nursing summary .nocte (night) entry reported 'Incontinent of 

black tarry faeces on settling. Peaceful night all care given. Syringe driver 
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satisfactory. Syringe driver reprimed' (page 64 of 283). The black stools 

were also recorded in the nursing care plan for 'Due to immobility ... prone to 

constipation' (pages 82 and 83 of 283). 

The nursing care plan relating to Mr Packman's pressure sores noted that 

they were contaminated with faeces and so redressed (page 98 of 283) and 

slough removed from the large pressure sore on his left buttock (page 100 

of' 283):'· · ·-. ... - .... . ... 

2nd Sept?mber 1999 

The nursing summary entry noted 'diamorphine increased to 90mg, 

midazolam 80mg (page 64 of 283). The drug chart notes this was at 18.40h 

(page 171 of 283). Hysocine (hydrobromide) was prescribed in a dose 

range of 800microgram-2g (an incorrect upper dose range) although never 

given (page 172 of 283) .. 

An entry in the nursing care plan for 'Due to immobility ... prone to 

constipation' noted 'some slight faecal soiling' (page 83 of 283) and the care 

plan related to his catheter noted 'some drainage but debris present' (page 

85 of 283). An entry in the nursing care plan for 'requires full assistance to 

settle at night' noted 'Incontinent of black tarry faeces on settling. Nursed on 

side. Peaceful night. Strong radial pulse, open eyes when spoken to' 

(page 81 of 283). 

3rq September 1999 

A medical and nursing notes entries were· made confirming death at 13.50h 

(pages 55 and 64 of 283). The cause of death was given as '1a Myocardial 
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infarction', with an approximate inteiVal between onset and death of five 

days. 

7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Syringe drivers, diamorphine, midazolam and hyoscine hydrobromide 

A syringe driver is a small portable battery-driven pump used to deliver 

medication subcutaneously (SC) via a ·syringe:·-over~241t Indications· for its 

use include swallowing difficulties or a comatose patient. In th~ United 

Kingdom, it is commonly used in patients with cancer in their terminal phase 

in order to continue to deliver analgesic medication. Other medication 

required for the control other symptoms, e.g. delirium, nausea and vomiting 

can also be added to the pump. 

Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in 

syringe drivers as it is more soluble, allowing large doses to be given in very 

small volumes. it is indicated for the relief of pain, breathlessness and 

cough. The initial daily dose of diamorphine · is usually determined by 

dividing the daily dose o(oral morphine by 3 (BNF 37, March 1999). Others 

sometimes suggest dividing by 2 or 3 depending on circumstance (Wessex_ 

protocol). Hence, 60mg of morphine taken orally a day could equate to a 

daily dose of 20 or 30mg of diamorphine se. lt is usual to prescribe 

additional doses for use 'as required' in case symptoms such as pain 

breakthrough. The dose is usually 1/6th of the 24h dose. Hence for 

someone receiving 30mg of diamorphine in a syringe driver over 24h, a 

breakthrough dose would be 5mg. One would expect it to have a 2-4h 
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duration of effect, but the dose is often prescribed to be given hourly as 

required. As the active metabolites of morphine are ~xcreted by the 

kidneys, caution is required in patients with .impaired kidney function. 

' 
Midazolam .is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients with terminal agitation. Sedation 

can be defined as the production of a restful state of mind. Drugs that 

,.,.. sedate.'will have· a· calming effect, relieving· anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 

their 'terminal phase would generally aim to find a dose that improves the 

patients' symptoms rather than to render them unresponsive. In some 

patients however, symptoms will only be relieved with doses that make the 

patient unresponsive~ A typical starting· dose for an adult is 30mg·a day. A 

smaller dose, particularly in the elderly, can suffice or sedate without 

drowsiness. The BNF (BNF 37, March 1999) recommends 2Q-100mg SC 

over 24h. The Wessex protocol suggests a range with the lowest dose of 

5mg a day. The regular dose would then be titrated every 24h if the 

sedative effect is inadequate. This is generally in the region of a 33-50% 

increase in total dose, but would be guided by the severity of the patients 

symptoms and the need for additional 'as required' doses. These are 

generally equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg 

in a syringe driver over 24h, the 'as required' dose would be 5mg given as a 

stat SC injection. The duration of effect is generally no more than 4h, and it 

may need to be ·given more frequently. As an active metabolite · of 
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midazolam is excreted by the kidneys, caution is required in patients with 

impaire~ kidney function. 

Hyoscine hydrobromide is an antimuscarinic drug most commonly given to 

reduce excessive saliva or retained secretions ('death rattle'). lt also has 

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 

Repeated admini~tration can lead to cummulation and this can occasionally 

· result pa·radoxically in an agitated deliriorii~ highlighted'' in· both in ·the BNF 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 600-

2400microgram SC over 24h (BNF 37, March 1999) or 400-600microgram 

as a stat SC dose. The Wessex protocol gives a dose range of 400-

1200microgram over 24h. 

The titration of the dose of analgesic or sedative medication is guided by 

the patients symptom control needs. The· number and total dose of 'as 

required' doses needed over a 24h period are calculated and this guides the 

increase necessary in the regular dose of the drugs in the syringe driver in a 

way that is _proportional to the patients needs. The ideal outcome is the 

relief ofthe symptoms all of the time with no need for additional 'as required' 

doses. In practice, this can be difficult to achieve and the relief of the 

symptoms for the majority of the time along with the use of 1-2 'as required' 

doses over a 24h period is generally seen as acceptable. 

ii) The principle of double effect 

The principle of double effect states that: 
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'If measures taken to relieve physical or mental suffering cause the death of 

a patient, it is morally and legally acceptable provided the doctor's intention 

is to relieve the distress and not kill the patient.' 

This is a universal principle without which the practice of medicine would be 

impossible, given that every kind of treatment has an inherent risk. Many 

discussions on the principle of double effect have however, involved the use 

--. 'L<•«.:-···'""' .-~ .. ··afm'Orpfifne' rn the terminally ill.· This gives a false impression that the use of 

morphine in this circumstance is a high risk strategy. When correctly used 

(i.e .. in a dose appropriate to a patient's need) morphine does not appear to 

shorten life or hasten the dying process in patients with cancer. Although a 
. . 

greater risk is acceptable in more extreme circumstances, it is obvious that 

effective measures which carry less risk to life will normally be used. Thus, 

... in an "extrem·e situation, "although it may occasionally be necessary (and 

acceptable) to render a patient unconscious, it remains unacceptable (and 

unnecessary) to cause death deliberately. As a universal principle, it is also 

·obvious that the principle of double effect does not· allow a doctor to 

relinquish their duty to provide care with a reasonable amount of skill and 

care. 

iii) Melaena. 

Melaena refers to black 'tarry' faeces that are associated with gastro-

intestinal haemorrhage. The black colour is caused by oxidation of the iron 

· in haemoglobin during its passage through the ileum and colon. Bleeding 

originating from the lower gastroi"ntestinal tract is generally associated with 

the passage of bright red blood. Only blood that originates from a high 
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source such as the small intestine, or bleeding from a lower source that 

occurs slowly enough to allow for oxidation, is associated with melaena. 

· Thus, melaena is ·most often associated with haemorrhage in the stomach 

or duodenum and the most common cause of melaena is a peptic ulcer. If 

the source of bleeding is suspected to be in the upper gastrointestinal tract, 

an endoscopy is usually performed to diagnose the cause. 

IV) Not for resuscitation 

The medical notes record that. Mr Packman was 'not for resuscitation' and 

Or Barton refers to this in .her statement. In my experience and opinion, the 

meaning of 'not for resuscitation' is quite specific. A medical judgement has 

been made that in the event of a patient's heart or breathing stopping 

- ·unexpectedly (a cardiorespiratory a.rrest), 'there· is ·little or no· chance of 

cardiopulmonary resuscit~tion being successful (i.e. it would be medically 

futile) and thus should not be attempted. The decision not to resuscitate will 

be influenced by the·presence of progressive life-threatening illness or other 

significaf)t medical problems. This status does not however, mean that the 

patient. is automatically excluded from receiving appropriate treatment for 

other medical problems that may arise. Thus, for example, patients with far 

advanced cancer, who may be admitted seriously unwell with an infection, 

given that cardiopulmonary resuscitation is .likely to be futlle, a 'not for 

resuscitation' decision is generally made. This does not however, p,revent 

them from receiving appropriate treatment for their infection, even with 

intravenous antibiotics or fluids if necessary, when this is appropriate to 

their overall situation. 
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B. OPINION 

Events at Queen Alexander Hospital, 6th-23rd August 1999 

Mr Packman was a 67 year pld man with obesity which limited tJis mobility 

and contributed to a several year history of swelling o_f his legs which in turn 

predisposed him to leg ulcers. Following three weeks of increasing redness 

of the groins he became less well with increasing weakness, leading to a 
0 

~,,....._:·~· • ...::;•:.;:";"':'':..--?,.;.~;~ ...... -.!..Ao~:..~ ••·~o.,".-1.,~-.-->..... 'OL - •. 

fall wh!ch precipitated his admission to the Queen Alexander Hospital oi1 ·· 

the 6th August 1999. ·The main reason for his deterioration was cellulitis of 

the left leg ±groins. There were also pressure sores over his buttocks and 

thighs and he was noted to have atrial fibrillation (an irregular heart rhythm). 

He received appropriate treatment with intravenous then oral antibiotics and 

an increased dose in his diuretics and subsequently he and his blood test . 

results improve.d. At 13~45ti on the 11th August l999 it was noted that he 

passed loose black stools, suggestive of melaena, blood in the stool. 

Sometime in the evening of 11th August 1999, Mr Packman complained of 

-· feeling dizzy and his blood pressure was checked af!d was normal for him 

i( at 170/90. lt would be usual practice for the nursing staff to report melaena 

to the medical staff and it is a little surprising to find the first mention of 

melaena in the medical notes was two days later on the 13th August 1999 

in an entry made by Or Tandy. However, she undertook an appropriate 

assessment of Mr Packman including a digi~al rectal examination which 

revealed normal brown stool on the glove; his full blood count was checked 

and was found to be essentially stable. This would exclude a significant 

bleed. Although it is reported that Mr Packman had no abdominal pain, it is 

of note that he intermittently took Gaviscon, a treatment for indigestion, 
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between the 8-14th of August 1999. Mr Packman again passed small 

amounts of black tarry stools on the 19th August 1999; there was no 

nausea, · epigastric pain or abdominal tenderness and his haemoglobin 

remained stable. 

Although Mr Packman's Barthel score improved, he remained in bed 

requiring a hoist to be moved. His pressure sores persisted and he was 

transferred to Dryad.Ward'orftnir23rd"A:iJgiisf1"999 for rehabilitation~ In my · 

opinion there are no issues relating to the standard of ca~e or treatment 

proffered to Mr Packman during his admission to Anne ward and I note that 

Or Marshal! has no concerns regarding the management of his melaena. 

Events at Dryad Ward, 23rd August 1999 until 3rd September 1999. 

Infrequent entries in the medical notes during Mr Packman's stay· on Dryad 

Ward make it difficult to closely follow his progress over the last twelve days 

of his lite. There are five entries prior to the confirmation of death, taking up 

just over one and a half pages in length. In summary in approximate 

. chronological order, Mr Packman was admitted to Dryad Ward for 

rehabilitation, his ongoing problems were noted to be obesity, arthritis in the 

knees, immobility, pressure sores and constipation. The episode of 

possible melaena on the 13th August 1999 was clearly· noted and that his 

haemoglobin was stable. lt was also reported that Mr Packman was better 

in himself with a good mental test score and no pain. The drug chart 

reveals he was continued on the same drugs as he received on Anne Ward 

bar the introduction of regular magnesium hydroxide (a laxative). On the 

24th August 1999, a nursing handling profile noted in the section for pain . 
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that it 'needed to be controlled'. This is at odds with the medical notes 

entry above and pain is nqt mentioned anywhere 'else. On the 25th August 

1999, Mr Packman. experienced seven to eight loose bowel actions 

throughout the afternoon and evening and fresh blood was observed. He 

also vomited and required an intramuscular anti-emetic. Dr Beasley, the 

general practitioner on-call for Dryad Ward that evening was contacted by 

· ·the nursing staff who'se decision was· to withhold the 18.00h dose·· of.,·· - -- -'· 

enoxaparin and for Mr Packman to be reviewed by Dr Barton in the 

morning. Enoxaparin is designed to interfere with the clotting ability of the 

blood and thu~ would exacerbate any ·bleeding problems and it was 

reasonable to stop it. However, I can find no record that :Mr Packman's 

heart rate or blood pressure were measured by the nursing staff or 

requested by Dr Beasley, which would help to inform the medical decision 
. . 

made. For example, a rapid heart rate ± a low blood pressure would 

potentially indicate a significant bleed and. an immediate medical review in 

my opinion would have been indicated: -

On the 26th August 1999, Mr Packman was reported to have had a fairly 

good morning with no further vomiti'!9· Dr Ravi (who Dr Barton identifies as 

a locum consultant geriatrici~m) was contacted regarding the enoxaparin. 

He agreed with its discontinuation and asked that Mr Packman:s 

haemoglobin be checked on the 26th and 27th August 1999. The nursing 

notes record that Mr Packman complained of feeHng unwell at lunchtime 

and had a poor colour and that he was seen by Dr Barton and the plan was 

for to await the result of his haemoglobin. There was no entry i~ the 

medical notes regarding Dr Barton's assessment and no record that even 
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the basic observations of heart rate and blood pressure were taken. At 

approximately 18.00h on the 26th August 1999, Mr Packman complained of 

indigestion-lik~ pain in his throat and vomiting. A verbal order was taken 

from Or Barton for a stat dose of diamorphine 1 Omg and anti-emetic was 

also given. Dr Barton reviewed Mr Packman at 19.00h, noting that he was 

pale, clammy and unwell, but no basic observations (e.g. temperature, 

heart rate, brood ptes·sure)· or results' of'" a+ medical examination (e.g. heart 

sounds, chest, abdomen) were recorded. Or Barton considered that Mr 

Packman had had a myocardial infarction, but this was based on the history 

alone with no supporting evidence from an electrocardiograph (ECG). Dr 

Barton's plan was to treat Mr Packman with the stat dose of diamorphine 

·and then regular oral morphine solution overnight, 10mg every four hours 

with 20mg at night. In my experience, it· is usual to give patients who have 

had a myocardial infarction diamorphine as required, 'p.r.n.', but I have 

never seen oral morp~ine solution given regularly. 

Or Barton reported Mr Packman to be 'not be well enough' to transfer to the 

acute unit. I do not understand this comment. If Mr Packman was at home 

when he became this unwell, he would have been admitted to a hospital 

with appropriate facilities by emergency ambulance. Hence, a transfer via 

an emergency ambulance could have been arranged for Mr Packman. The 

fact that Mr Packman was not for resuscitation would not in my opinion 

have excluded him from receiving the most appropriate treatment and if his 

needs could not be met at Dryad Ward then emergency transfer to the 

acute hospital setting should have been undertaken. Instead Or Barton 

recorded 'keep comfortable' and that she was 'happy for nursing staff to 
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confirm death'. In addition to the diamorphine and the oral. morphine 

solution, Dr Barton also prescribed diamorphine 4D-200mg and midazolam 

20-BOmg SC over 24h p.r.n. 

Dr Barton also considered the alternative possibility· of a gastrointestinal 

. bleed but appeared to rule this out on the basis that there was no 

haematemesis. · My understanding is that the absence of haematemesis 

does not rule out the possibility of a gastrointestinal bleed and in my .. 

opi~ion, a gastrointestinal bleed was much more likely given Mr Packman's 

pain, indigestion, melaena and falling haemoglobin. All of this information 

was/could have been available to Or Barton on the evening of the 26th 

August 1999. In particular, the· fall in haemoglobin from 12g/dl on the 24th 
-, 

August 1999 to 7.7g!dl on the 26th August 1999 was revealed by the blood 

test undertaken, analysed and reported on the 26th August 1999. A note 

on the report states that the lab gave up attempting to notify the ward, as it 

was unable to get through to Gosport War Memorial Hospital switchbaord. 

Nevertheless, given that Or Barton's plan from earlier that day was to await 

the results of the haemoglqbin and that Or Barton considered that a 

. · gastrointestinal bleed was at least a possibility, I would have thought it 

reasonable for her to have made· attempts to obtain the results via the on- · 

call service. 

On the 27th ·August 1999 there was an 'marked improvement' in Mr 

Packman's condition and he was seen by Or Barton but no entry was made 

relating to this assessment, and as far as I can ascertain, the results of the 

blood test taken on the 26th August were _either not obtained or acted upon, 

a further blood test as per Or Ravi's plan not taken, Mr Packman's changing 
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condition not discussed with Or Ravi or another consultant and he was not 

transferred to the acute hospital. Instead the plan was to continue with the 

regular morphine even though he was no longer complaining of the pain in 

his throat. The same can be said for the 28th August 1999 .. 

On the 30th August 1999 (probably a Bank holiday) Mr Packman 

complained of left sided abdominal pain. A syringe driver was commenced 

at 14.45h containing ·diamorphirie ·4omg and midazolam 20mg/24h. This 

was a new pain, yet there is no indication that Mr Packman was either 

discussed with or was assessed by the on-call doctor prior to the 

cor:nmencement of the syringe driver. Thus it is unclear if a syringe driver 

containing diamorphine and midazolam was indicated or appropriate. 

On the 31st August 1999 Mr Packman passed a large amount of melaena 

and the diagnosis of a gastrointestinal bleed should not have been in doubt. 

There is no evidence to suggest that his basic observations were taken or 

that he was assessed by a doctor. On the. 1st September 1999, Mr 

Packman was noted by Dr Reid to be passing melaena stools, comfortable 

but drowsy and confused. This could have been due to Mr Packman's 

progressive anaemia and/or the dose of diamorphine may have been 

excessive for his needs. Or Reid indicated that Mr Packman was for TLC 

(tender loving care). At 15.45h the dose of midazolam was increased to 

40mg/24h without appa(ent reason. Subsequently, the diamorphine was 

increased to 60mg/24h and the midazolam increased to 60mg/24h at 

19.15h as 'previous dose not controlling symptoms'. However, there is no 

. explanation of what these symptoms were and if the increase was 

discussed with the on-call doctor. 
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On the 2nd September 1999, the diamorphine was increased to 90mg/24h 

and the midazolam to 80mg/24h without explanation. Hyoscine 

hydrobromide was also prescribed w!th an up limit of 2g. This is incorrect 

by a factor of 1 000 as the upper limit should be 2mg. However, hyoscine 

hydrobromide was never given. An entry in the nursing care plan for the 

night time reports peaceful night, strong radial pulse, open eyes. when 

spoken to. 

Mr Packman was confirmed dead at 13.50h on the 3rd September 1999. 

The cause of death was given as myocardial infarction with an approximate 

interval between onset and death of five days. In my opinion, the 
. . 

circumstances of Mr Packman's deterioration and death were more in 

keeping with a gastrointestinal haemorrhage rather than a myocardial 

infarction, particularly given the fall· in haemoglobin and melaena stool. 

Was the standard of care afforded to this patient in the days leading up to 

his death in keeping with the acceptable standard of the day? 

The medical care provided by Dr Barton and Dr Reid to Mr Packman 

following his transfer to Dryad Ward, Gosport War Memorial Hospital is 

suboptimal when compared to the good standard of practice ·and care 

expected of a doctor outlined by the General Medical Cour)cil '(General 

Medical Practice, General Medical Council, July 1998, pages 2-3) with· 

particular reference to: 

• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and. clinical signs and, if neces.sary, a~ 

appropriate examination 
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• in providing care you must keep clear, _accurate, and contemporaneous 

patient records which report the relevant clinical findings, the decisions 

made, the information given to patients and any drugs or other treatment 

prescribed 

• in providing care you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs 

• in pr~viding care you must be willing to consult colleagues. 

Specifically: 

i) There was insufficient assessment and documentation of Mr Packman's 

clinical condition when he became less well on the afternoon of the 26th 

August 1999. 

ii) There was insufficient assessment and documentation of Mr Packman's 

clinical condition when_ he be9ame acutely ill on the evening of the 26th 

August 1999. 

iii) Mr Packman was con?idered to have experienced either a myocardial 

infarction or a gastrointestinal haemorrhage, yet advice was not sought 

from other colleagues nor was he transferred to an appropriate place of 

care. 

iv) Mr Packman received regular oral morphine that may have been 

excessive to his needs and prescribed a syringe driver, as required, with 

upper dose ranges of diamorphine and midazolam likely to be excessive 

to his needs. 

· v) Over the days that followed, there was a continued lack of an 
. . 

appropriate medical assessment of Mr Packman's condition; the results 

of blood tests that would have indicated a gastrointestinal bleed were 

either not obtained or acted upon. 
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vi) Mr Packman received increasing doses of diamorphine and midazolam 

that were likely to be excessive to his needs. 

If the care is found to be suboptimal what treatment should normally have 

been proffered in this case? 

Issue i (lack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate and contemporaneous patientrecords) .. ~ 

Mr Packman was reported to be feeling unwell with a poor colour (generally. 

indicates pallor) at lunchtime on the 26th August 1999. The nursing notes . 

record that he was seen by Dr Barton but there is no entry in the medical· 

notes relating to this. 1t is unclear what assessment was rnade of. Mr 

Packman and even whether the most basic of observations were 

· undertaken (e.g. temperature, heart rate and blood pressure). The nurs!ng 

notes record only that the plan was to await the result of the haemoglobin 

level checked that day. When a patients~ clinical condition changes for the 
. . 

worse, a thorough medical assessment should be carried out to .ascertain· 

the possible cause(s) and to identify if they are reversible with appropriate 

treatment. The assessment would consist of the history, examination and 

appropriate investigation. 

·Issue ii (lack of clear documentation that an" adequate assessment has 

tak~n place; lack of clear, accurate and contemporaneous patient records). 

Dr Barton was contacted about Mr Packman when he developed his 

indigestion-like pain at 18.00h on the 26th August 1999 and requested that 

diamorphine 1 Omg be given by intramuscular injection. This stat dose was 
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appropriate given that a delay was anticipated in her getting to the hospital 

and the dose appropriate given Mr Packman's pain (it was considered to be 

a _myocardial infarction), size and age. lt is ·unclear how long it took Or 

Barton to get to the hospital, but it was recorded that she was there at 

19.00h. 

When a patients' clinical condition changes for the worse, a thorough 

-·-m"edicar rissessrrfenc should be carried out to ascertain the possible 
. . 

cause(s) and to identify if they are reversible with appropriate treatment. 

The assessment would consist of the history, examination and appropriate 

investigation. Or Barton's entry in the medical notes recorded . Mr 

Packman's appearance as pale, clammy a·nd unwell. This suggests he was 

'shocked'; a situation where a lc;>w cardiac output leads to a low blood 

. pressure. However, basic obseNations such ~s his· temperature, heart rate 

and blood pressure are not recorded nor is there a documented physical 

examination. These should have been undertaken, particularly as Dr Barton 

considered that Mr Packmail had a serious underlying cause of being 

unwell, either a myocardial infarction or a gastrointestinal bleed: 

There appears to have been no attempt to · confirm the diagnosis of 

myocardial infarction; I understand there .was limited access to an ECG 

machine out of hours at Dryad, but no attempts appear to have been made 
•, 

to obtain one subsequently or blood tests taken for cardiac enzymes. 

Given that Dr Barton considered that a gastrointestinal bleed was a 

possibility, it would have been reasonable for her to have made attempts to 

obtain the result of the haemoglobin checked that day. from the on-call 

pathology service. This would have revealed the fall in the haemoglobin to 
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7.7g/dl and made a diagnosis of gastrointestinal haemorrhage the more 

likely possibility. 

· Issue iii (providing treatment that serves the patients needs; willing to 

consult colleagues). 

· Gastrointestinal haemorrhage is a medical emergency and Mr Packman 

should have been thoroughly assessed and·· cared -··for~·· in -a~- clinical _ 

environment set up to respond to such an emergency (similarly, if he was 

having a myocardial infarction). I am led to believe that Dryad Ward was 

(understandably) - limited · in its ability to respond to such medical 

emergencies. For example, they lacked the ability to provide intravenous 

fluids, antibiotics or blood transfusions. Hence, I understand that the policy 

·. was to transfer patients \.Vho became acutely-medically unwell to the acute 

hospital setting when this was appropriate. I see no reason for this not to 

have been appropriate for Mr Packman; he had been transferred to Dryad 

Ward for rehabilitation, had no known underlying life-threatening illness, 

death was not anticipated and a 'not for resuscitation' status should not 

have excluded him f_rom receiving appropriate treatment for medical 

problems that arose. Whilst the cause of Mr Packman's gastrointestinal. 

bleed is unknown, one of the commonest causes is a peptic ulcer which can 

be cured with appropriate treatment. Thus, Mr Packman may have had a 

potentially treatable and reversible medical condition, which presented with 

a serious complication (gastrointestinal bleeding) that should have been 

managed as a medical emergency. This would have included: 

• obtaining intravenous access 
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• taking blood for a fui_J blood coun~. clotting and cross-matching for blood 

tran.sfusion 

• correction of fluid losses and restoration of blood pressure 

• caring for him in an clinical environment that can respond to such an 

emergency. 

lt is my understanding that Dryad Ward was not able to provide Mr 

____ 't..,.-~~-i!'""'·'"""'-'4'~.--.,.~'- ... .r.~-.;~ ... --" .l~--·-~. . - . - ... ~ . 
Packman with such care and thus, 1n my op1n1on, he_ should have been 

transferred to the acute hospital setting. Whilst I appreciate it is not _ideal to 

transfer medically unstable patients from one hospital to another, given the 

lack of even basic resuscitative measures at Gosport War Memorial 

Hospital, there was, in effect, little alternative and in this context, I do not 

understand Dr Barton's comment that Mr Packman was not well enough to 

··transfer to an acute hospitar. The rack of· ·ability tQ ·medically .stabilise a -

patient can not be a reason not to attempt a transfer at all, otherwise, 

logically, ill patients would not be able to be taken from home to hospital. 

Instead, patients who become unwell at home, are taken to hospital by an 

emergency ambulance, and in . my opinion, transfer by emergency 

ambulance could have· been arranged for Mr Packman. Even if one 

. adopted the view of Dr Barton that he was too unwell to transfer, then there 

were subsequent opportunities to transfer him. For example, he was 

reported as· showing 'some marked improvement since yesterday' on the 

27th August 1999 anct he lived for another eight days. Further, despite Or 

Barton's assessment that Mr Packman was so unwell that he could not be 

transferred, there is nothing documented to suggest that she sought advice 
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regarding appropriate management of Mr Packman from the on-call 

physicians/geriatricians or the cardiologists. 

Issue iv (prescribe only the treatment, drugs, or appliances that serve 

patients' needs). 

If Mr Packman was distressed by severe pain related to a peptic ulcer (or 

myocardial infarction) then the prescription ,of'""'morphine .. parenterally was 

reasonable. Although generally 5mg would be given, 10mg can be used in 

. heavier patients. The repeated use of this dose, p.r.n. for the relief of 

severe pain, would also be reasonable. In her statement; Or Barton 

conclud~s (point 24) that the diamorphine was additionally justified on the 

basis that Mr Packman had a large pressure on his sacrum and thighs 

which would hav~· been causing him significant pain and discomfort. In my 

·opinion, this is not ? robust conclusion; there was no mention of Mr 

Packman being in pain due to his pressure sores at the Queen Alexander 

Hospital (where his only analgesic was paracetamol), in the. medical 

clerking on his transfer to Dryad Ward or in the nursing care plan relating to 

his pressure sores. One nursing summary ·entry a day later on the 27th 

August 1 999, records 'some discomfort this afternoon - especially when 

dressings being done.' The significance of this is unclear; a discomfort is · 

generally used to describe a mild pain, the site of the discomfort is 

unspecified and there is no mention of discomfort or pain on changing his 

· dressings that day in the nursing care plan relating to his pressure sores. 

In my experience,· I have never seen oral morphine splution subsequently· 

prescribed regularly for patients considered likely to have had either a 
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myocardial infarction or a gastrointestinal. haemorrhage and the use of 

regular oral morphine solution was, in my opinion, inappropriate. The oral 

morphine solution was prescribed as a ~ange 1 0-20mg four times a day 

and 20mg at night; one of the problems of prescribing drugs as a range is 

that it.can be difficult to know what dose patients actually received, when 

the bigger or smaller dose should be given and who should decide this. 

~-~·"·'~r<..·<.~.~·o· .. ·····'nliis',~'ifis unclear from the presc'ription chart and nursing summary notes "·'~· 

what dose of morphine Mr Packman actually received during the daytime . 

. Similarly, the prescription of diamorphine and midazolam in a syringe driver 

p.r.n., on the 26th August 1999, Jn my opinion, was not justified; the dose 

range of diamorphine 40-200mg and midazolam 20-BOmg/24h would have 

exposed Mr Packman to doses likely to have been excessive for his needs. 

· A dos·e of an opioid which is excessive to a patient's needs· is· associated 

with an increased risk of drowsiness, delirium, nausea and vomiting. and 

respiratory depression. 

lt ·is unusual that drugs to be given by syringe driver are prescribed p.r.n. 

particularly in a wide dose range. This is because of the inherent risks that 

would arise from a lack of clear prescribing instructions on why, when and 

by how much the dose can be altered within this range and by whom. For 

these reasons, prescribing a drug as a range, particularly a wide- range, is 

generally discouraged. Doctors, based upon an assessment of the clinical 

condition and needs of the patient usually decide on and prescribe any 

change in medication. Dr Barton in her statement notes that the prescription 

for the diamorphine and midazolam were on an anticipatory· basis in case 

they were required in due course and that it was not her intention that they 
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be administered at that time (point 29). However, there are no instructions 

on the prescription chart that would provide a safeguard in this respect. 

If there were concerns that a patient may experience, for example: 

episodes of pain, anxiety or agitation, it would be much more usual, and 

indeed seen as good practice, to prescribe appropriat~ doses of 

morphine/diamorph.ine, diazepam/midazolam and other drugs that could be 

given intermittently· p.r.n. orally or·sc:~ 'T'his ·allows a patient-to receive what 

they need, when they need it and guides the doctor in deciding if a regular 

dose is required, or, if already taking a regular dose, how it should be 

titrated. 

Issue v (lack of clear documentation that an adequate assessment has 

taken place; Jack of clear; accurate and contemporaneous patient records). 

Over the days that followed, there was a continued lack of an appropriate 

medical assessment of Mr Packman's condition; no attempts were made to 

obtain an ECG or blood tests taken for cardiac enzymes; the results of 

blood tests that would have indicate~ a gastrointestinal bleed were, despite · 

numerous opportunities were either not obtained or acted upon. Although 

requested by Dr Ravi, I can find no haempglobin result for the 27th August 

1999. 

Issue vi (lack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate and contemporaneous patient records; 

prescribe only the treatment, drugs, or appliances that seJVe patients' 

needs). 
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On Monday 30th August 1999 at 2.45pm a syringe driver was set up 

containing diamorphine 40mg and midazolam 20mg SC/24h. A nursing care 

plan queried whether Mr Packman's left sided abdominal pain Wc:ts related 

to his bowels or some other cause. However, no medical assessment was 

undertaken and thus the cause of the pain and the appropriateness of the 

use of these two drugs in a syringe driver are unclear. There was no 

,(,.... • + 

annotation in the nursing or medical notes to suggest ·that a doctor was 

involved in this decision, contrary to Or Barton's stated intention (Statement 

of Or Jane Barton) and illustrates the lack of a safeguard in the prescription 

of these drugs, in these doses; by syringe driver. 

Generally, the total 24h oral -dose of morphine is divided by three or 

occasionally by two to determine an appropriate dose, i.e.· diamorphine 20-
- . . 

·3omg/24h would generally be considered an appropriate conversion for Mr 

Packman and in this regard a dose of diamorphine 40mg/24h represents a 
. . 

33-100% increase. In her statement, Or Barton states that Mr Packman 

would have 'started to have become inured (tolerant) to the opiate 

medication' and an increase of this nature was in her view entirely 

appropriate to ensure that his pain was well controlled (point 35). In my 

experience and my opinion, rapid toler~nce to opioids (he had been on oral 

morphine for four days) is not a plausible explanation in itself to justify ~m 

increase in Mr Packman's opioid dose. 

Despite Mr Packman passing a large amount of black faeces on the 

morning of the 31st August 1999 there was no medical assessment 

documented. 
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On the 1st September 1999, Dr Reid noted that Mr Packman was drowsy, 

had been passing melaena stools and was confused. lt is unclear if Or Reid 

.was aware of the haemoglobin result from the 26th August 1999 but he 

appeared to consider at that time Mr Packman suitable for TLC (tender 

loving care) only. The confusion and drowsiness may have been due to the 

d!amorphine, midazolam or his medical condition, as he was likely to have 

been becoming progressively more anaemic. · ,.. ... 

Although noted to be comfortable by Dr Reid, the midazolam was increased 

at 15.45h to 40mQ/24h (from 20mg/24h; increase of 100%) with no mention 

of why this increase was indicated or discussed with a doctor. Later that 

evening,· the dose of diamorphine was increased to 60mg/24h (from 

40mg/24h) and midazolam to 60mg/24h (from 40mg/24h) at 1 9.15h 

because 'previous dose not controlling symptoms.' However, there is no 

mention of what these symptoms were or that the increase was discussed 

w~!h a doctor. The diamorphine increase was 50% and the midazolam dose 

was effectively trebled· within 24h. lt is difficult to assess the 

appropriateness of these increases. The medical and nursing notes do not 

suggest Mr .Packman was in pain or distress. This is another reason why 

the use of smaller p.r.n. doses of diamorphine and midazolam is helpful; 

frequent use (e.g. ~2 extra .doses per 24h) suggests the need to titrate the 

regular medicatiqn upwards and also guides the magnitude of the required 

increase. 

Mr Packman was noted to have had a _peaceful night. However, the 

diamorphine was increased to 90mg/24h (from 60mg/24h; a 50% increase)· 

and the midazolam to 80mg/24h (from 60mg/24h; a 33% increase) at 
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( . 

e. 

18.40h on the 2nd September 1999. There is no mention of pain or distress 

in the nursing or medical notes and the justification for the further increase 

in dose is unclear. 

If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

·Both Or Barton and Or Reid had a duty to provide a good standard -of ·-· -. ··· 

medical practice and care. In this regard, Or Barton and Or Reid fell short of 

a good standard of clinical care as defined by the GMC (Good Medical 

Practice, General Medical Council, July 1998 pages 2-3) with particular 

reference to a lack of clear note keeping, adequate assessment of the 

patient, providing treatment that could be excessive to the patients' needs 

and willingness to consult colleagues. 

Mr Packman was admitted for rehabilitation and it was not anticipated that 

he was likely to die. Although Dr Barton considered a myocardial infarction 

more likely than a gastrointestinal haemorrhage, the latter would have been 

confirmed as the more likely if the haemoglobin result was obtained that 

evening or the following day. A gastrointestinal haemorrhage (or a . . 

myocardial infarction) is a serious medical emergency and requires 

appropriate and prompt medical aHention. The cause of Mr Packman's 

gastrointestinal bleed is unknown. However, as the. most common cause is 

a peptic ulcer which can be cured with appropriate treatment, it is possible 

·that Mr Packman's deterioration was due to a pot~ntially reversible cause 

that could have. been managed by transfer to the acute hospital for 

appropriate resuscitation with intravenous fluids, blood transfusion and 
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further investigation. This view is in keeping with the opinion of a 

gastroenterologist, Or Jonathan Marshal/ (report of 1st April 2005). 

Or Barton considered Mr Packman too unwell to move. In this regard it 

seems odd that a patient becoming acutely unwell at Gosport War 

Memorial Hospital would be at a disadvantage compared to if they had 

become acutely unwell at home. I see no reason that a patient could not be 

transferred by emergency ambufance.~f. this was in their best interests . 

. When possible they should be medically stabilised beforehand, but the lack 

of ability to do this should not be the reason not to attempt transfer at all. 

· Even if one accepted the view that Mr Packman was too unwell to move, 

advice should have been sought on his management from the on-call 

physicians/geriatricians or cardiologists. 

· In short,. Dr Barton in particular, ~but also Dr. Re id, could be seen as doctors 

who breached the duty of care they owed to Mr Packman by failing to 

provide treatment with a reasonable amount of skill and care. This was to a 

degree that disregarded the safety of Mr Packman by failing. to adequately 

assess his ,condition and taking suitable and prompt action. Mr Packman 

could have had a potentially treatable and reversible medical condition, 

which pre~ented with a serious complication (i.e. bleeding). He should have 

been urgently and appropriately assessed and transferred ·to an acute 

medical unit. He was not appropriately assessed, resuscitated with fluids, _ 

transferred or discussed with the on-call medical team. In my view, ·there 

was no obvious reason why it was not appropriate to provide Mr Packman 

with this usual course of action. 
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Morphine and diamorphine are safe drugs when used correctly. The key 

issue is whether the use an·d the dose of diamorphine and other sedatives 

are appropriate to the patients' needs. Although some might invoke the 

principle of double effect (see technical issues), it remains that a qoctor has 

a duty to apply effective measures that carry the least risk to life. Further, 

the principle of double effect does not allow a doctor to relinquish their duty 

to provide care with a reasonable amount of skill and care. This, in .my vie.w, .. __ 

would include the use of a dose of strong opioid that was appropriate and 

not excessive for a patient's needs. The stat doses of diamorphine could be 

seen as appropriate for the relief of severe pain. Howeyer, in my opinion, 

the ongoing use of regular morphine and subsequent u?e of diamorphine 

and midazolam were inappropriate; their use was not obviously justified arid 

the doses were .likely to be excessive. to Mr Packman's needs .. In my. 

opinion, it is the inappropriate management of Mr Packman's 

gastrointestinal haemorrhage together with his exposure to unjustified and 

inappropriate doses of diamorphine ·and midazolam that contributed more 

than minimally, negligibly or trivially to his death. As a result Or Barton and 

Dr Reid leave themselves open to the accusation of gross negligence. 
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11. 

10. EXPERTS' DECLARATION. 

1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 

2. I have set out in my report what I understand from those instructing me to 
be the questions in respect of which my opinion as an expert are required. 

3. I have done my best, in preparing this report, to be accurate and complete. 

4. 

5. 

6. 

. 7. 

8. 

I have mentioned all matters which I regard as relevant to the opinions I 
have expressed. All of the matters on which I have expressed an opinion lie 
within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am aware, 
which mighfad\ie.fs'ei~i-a:tfe'cnny 'opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information . 
I have not included anything in this report which has been suggested to me 
by anyone, including the lawyers instructing me, without forming my own 
independent view of the matter . 
Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. 
At the time of signing the report I consider it to be complete and accurate. I 
will notify those instructing me if, for any reason, I subsequently consider 
that the report requires any correction or qualification. 

· 9. I .understand that tt)js. report wiU_be the._evidence that I will give under oath, 
subject to any correction or qualification I may make before swearing to its 
veracity. 

10. I have attached to this report a statement setting out the ?Ubstance of all 
facts and instructions given to me which are· material to the opinions 
expressed in this report or upon which those opinions are based. 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my true and complete 
professional opinion . 

. Signature: ______________ Date: ______ _ 
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Elderly Care Unit 
Telephone: [~~~~~~~§i~~~~~~~~~~J (direct fine} 

Frimley· Park Hospital fa'/;,~j 

?on:smouth il.oac 
Frimley 

Camberley 
Surrey 

GU167UJ 

Fax: t:~:~:~:~:~~~~:A:~:~:~:~:!fdirecf into Secretaries' office} Tel: Oi 276 604604 
fax: o;275 604148 

KIM/gnt/gosport 

18 October-2001 

CONFIDENTIAL 
~ .. • • . , ........ ~ •-:- .. ~ J...l ., • ..: - ,,.... • -

.'. Detective Superintendent J James 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
1'-lorth End 
PORTSMOUTH 
P02 BBU 

Dear DS James 

· .. · CON.FIDENTIAL.MED.!CAL REPORT REGARDING ME-DICAL MANAGEMENT . - . - . 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

Thank you.for asking me to give a report on the management of four patients who 
died cit Gosport War Memorial Hospital. I h.ave based my personal opinion on i:'/ 
qualification as ·a specialist in geriatric medicine, my 13 years experience CS ::J 

Consultant Geriatrician with several years experience working at the local hospice. 

(A_ 

W USE OF OPIQID ANALGESICS 

Opioid analgesics are used to relieve moderate to severe pain and also can ~e 
used to refieve distressing breathlessness and cough. The use of pain killing drugs ·n 
palliative care (ie the active total care of patients whose disease is not responsive -':l 

curative treatment) is described in the British N·ational Formulary which is the 
standard reference work circulated to all doctors in Great Britain. The guidance :n 
the BNF suggests that non-opioid analgesics such as Aspirin or Paracetamol shoLid 
be used as first fine treatment and occasionally non-steroidal antf-infJammatcry 
drugs may help in the control of bone secondaries. If these drugs are inodequcte 
to control the pain of moderate severity then a weak opioid such as Codeine -=r 
Dextroprop9xyphene should be used either alone or in combination with the simj::a 
pain killers in adequate dosage. If these »'eak opioid preparations are r.ot 
controlling the pain Morphine is the most useful opioid analgesic and is normcily 
given by mouth as an oral solution every 4 hours. starting with a dose betvveen 5 mg 
and 20 mg. the aim being to choose the lowest dose which prevents pain. The dose 
should be adjusted with careful assessment of the pain and use of other drugs 
should also be considered. If the pain is not well controlled the dose should ~e 
increased in ci step-wise fashion to control the oain. . . . 

• r -..: .... •.:- .... - .... 
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Sometimes· modified release preparations of Morphine are given 1wice daily once 
the required dose of Morphine is established. as this may be more convenient for the 
patient. 

If the patient becomes unable fo swoHow the equivalent infra-muscular dose of 
Morphine is half the total 24 hour dose given orally. Diamorphine is. preferred fer 
injections over Morphine as it is more soluble and can be given in smaller volume. 
therefore with less distress to the patient. 

·-Subcutd'rieous infusions of Diamorphfne by syringe driver are standard practise .if the 
patient requires repeated intra-muscular injections. to save the patient unnecesscry 
distress. This is standard treatment in Hospices and other medications can be added 
to deal with anxiety, agitation and nausea os they con safely be mixed with 
Diamcrphine [such as Haloperidol, Cyclizine and Midazolaml. The other indications 
for use of the parenteral route are when the patient is unable to take medicines by 
mouth due to upper gastro-intestinal problems and occasionaHy if the patient does 
not wish to take regular medication by mouth.· 

The BNi= has a table showing the equivalent doses of crd Morphine and parenteral . 
Diamorphine fpr intramuscular injection or subcutaneous infusion as q guide to the 
dosage when switching from the oral to the injection route, eg T 0 mg of oral 

_Morphine 4 hourly is equivalent to 20 mg of Diamorphine by o subcutaneous· infusion 
every 24 h-ours, and 100 mg oral Morphine 4' hourly .is eqviyqler-lf:·to. 240 mg of 
Diamcrphine subcutaneously every 24 hours. - · 

SUMMARY 

it is dear from the above that a doctor trying to control pain should first start the 
patient on a non-opioid analgesic, move on to a weak opioid analgesic if the pain 
is not controlled. consider changing the patient to regular oral Morphine if the pain 
remains poorly controlled and only start parenteral Diamorphine if the patient is 
unable (er unwilling) to take Morphine by mouth and would ofhel'V{ise need regular 
painful injections of Dic:morphine to try and control rhe pain. There is clecr 
guidcr.ce on the dose of Morphine to use in a syringe driver when transferring from 
oral t·J\crphine to the subcutaneous route. Finally the dose of Morphine er 
Diamcr~hine should be reviewed regularly c:nd only increased if the symptom of 
pain 15 :iot adequately controlled. 

,, 
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CASE NOTE REVIEWS 

ARTHUR CUNNINGHAM 

m Cunningham was known to suffer with depression, Parkinson's disease and 
cognitive impairment with poor short term memory. He suffered with long 
standing low back pain following a spinal injury sustained in the Second 
World War which required a spinal fusion. He suffered with hypertension 
and non insulin diabetes mellitus, had a previous right r"enal stone removed, 
and bladder stones, and had a previous R-ons-urethral prostatectomy. 
Myelodysplasia hod been diagnosed (a ·bone marrow. problem affect\ng the 
production of the blood constituents). Mr Cunningham had a one month 
admission under the care of Dr Banks for depression in July ~nd August 1998. 

Mr Cunningham was admitted by Or Lord, Consultant Geriatrician from the 
Dolphin Day Hospital to Dryad Ward at Gosport War Memorial Hospital on 
21 09 1998 because of a large necrotic sacral ulcer with a necrotic area over 
the left outer aspect of the ankle (these are signs of pressure sores). Dr Lord's 
intention was to give more aggressive treatment to the sacral ulcer. He was 
seen by Dr Barton. A dose of 2.5 mg to l 0 mg of Oromorph 4 hourly was 
prescribed and he was given 5 mg prior to his sacral wound dressing at 1450 
and a further dose of 10 mg at 2015. Oiamorphine via a syringe driver was 
pr~sS:rlb~d at a dose of 20 mg to 200 mg in 24 hours and this was . 

--commenced at a dose of 20 mg for 24 hours with Midazolam at 2300 on 
21 09 1998. Dr Barton reviewed the patient on 23 September when he was 
said to be "chesty", Hyoscine was added to. the syringe driver and the dose 
of Midazolam was increased. The patient was noted to be in some 
discomfort when moved on that- day and the next day he was said to be 
"in pain" and the Diamorphine dose was increased to 40 mg for 24 hours, 
then 60 mg the folfowing day and 80 mg on the 26 September. there being 
no further comments as to the patient's condition. The dose of Midazolam 
and Hyoscine was also increased. The patient died at 2315 on 26 09 1998. · 

Comments 

All the prescriptions for opiod analgesia are written in the same hand. and ! 
assume they are Dr Barton's prescriptions although the signature is not 
decipherable. Morphine was started without any attempts to control the 
pain with less potent drugs. There was no clear reason why the syringe driver 
needed to be started as the patient had only received two doses of oral 
Morphine, the 24 hour dose requirement of Diamorphine could not therefore 
be established. The dose of Diamorphine prescribed gave a tenfold range 

· from 20 mg to 200 mg in 24 hours which is an unusually large dose range in 
my experience. The patient was reviewed by Dr Barton on at least one 
occasion and the patient was noted to be in some discomfort when moved. 
The dose was therefore appropriately increased to 40 mg per 24 hours but 
there are no further comments as to why the dose needed to be· 
progressively increased thereafter. In my view Morphine was started 
·prematurely, the switch to a syringe driver was mode without any c!ecr 
reason and the dose was increased without any clear indication.· 



2 ALICE WILKIE 

Miss Wilkie was known to suffer wtth severe dementia. depression and rectal 
bleeding at!Tibuted to piles. She had been admitted to Phiiip Ward with a 
urinary tract infection and immobility under the care of Dr Lord and c 
decision was made to transfer her to Daed.oJus ward at Gosport War 

· ~- ·,-. v .... """ '" , .... ,.,.Memorial Hospital for a few weeks observation prior to a decision on 

-\ 

.. 

placement. She was transferred on the 6 August and was seen by 
Dr Peters. The nurses recorded that the patient was complaining of 
pain but it was difficult to establish the nature 'or site of this pain. 
Diamorphine was prescribed on 20 08 1998 in a dose of 20 mg to 
200 mg per 24 hours and the signature is identical to that on 
Mr Cunning ham's case which I assume is Dr Barton Is. A dose of 
30 mg was given on 20 08 1998 with Midozolom and on entry fn the 
not as, again apparently by Dr Borton, comments on a "marked 
deterioration over last few days". The patiert was given another 
30 mg of Diamorphine on 21 08 1998 and died that day at 1830. The 
pc:;tient was said to be comfortable and pain free by the nursing staff 
on the final day. 

Comments 

There was no cfear indication fer on opiod analgesic to be prescribed. and 
no simple analgesics were given and there was no documented attempt to 

· estcblish the nature of her pain. In my view the dose of Diamorphine that · 
was prescribed at 30 mg initially was excessive and there is no evidence that 
the dose was reviewed prior to her death. Again the Diamorphine 
prescription gave a tenfold range from 20 mg to 200 mg in 24 hours. 

· RC3ERT W!LSON 

Mr W{{son was known fa suffer with alcohol abuse with gastritis. 
hypothyroidism and heart failure. He was c~iginally admitted via Accident 
& :mergency on the 22 September with a fractured left humerus and 
transferred to Dickens Ward under the care of Or Lord. His fracture was 
managed conservatively. In view of the severe pain he received several 
dcses of Morphine and was prescribed regular Paracetamol. 

He 'NOS reviewed by Dr Lumat. Consultant Psychogeriatricicn. who felt he 
had an early dementia end depression and recommended en anti
de.cressant. He was also noted to have poor n~trition. 

Dr Lord made a decision to transfer Mr Wilson for a ''short spell' to a long 
terill NHS bed" with the aim of controlling his pain and presumably to try 
to ~ehabilitate him. He was accordingly moved to Dryad ward at Gcsport 
Wcr Memorial Hospital on the 14 October. The transfer letter from Dickens 
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ward .shows that he was still " in a lot of pain in arm". 

The prescription appears to have been written by Or Barton once again. 
Paracetamol was prescribed but never given by the nursing staff. Oramorph 
was prescribed 10 mg 4 hourly and 20 mg nocte commencing on 15 10 1998 
and the night time dose was given with "good effect" as judged by the 
nursing staff. The nursing report goes on to say that Mr Wilson had become 
"chesty" and hod "difficulty in swallowing medications". Oramorph was also 
prescribed 5 mg to 10 mg as required 4 hr;,wrly and four doses were given, 
suggesting Mr Wilson was in persisting. pain. ,o./:U.9 .. -lQ .... 1.?J8 the patient was 
seen by Dr Knapman. The patient was said to be unweH, breathless, · 
unresponsive with gross swelling of the arms and legs. No ECG or oxygen 
saturation was recorded but the patient's dose of Frusemide (a diuretic) 
was increased. so I assume the patient was thought to have worsening 
heart failure. The nurses report a "very bubbly chest". A 
Diamorphine/Midazolam subcutaneous infusion was prescribed on 
16 10 1998 again. in Or Barton's handwriting, the dose range from 
20 mg to 200 mg in 24 hours. 20 mg of Diamorphine was given on 
16 10 1998 and the nurses commented later thai the "patient appears 
comfortable", the dose·was increased to 40 mg the next day when copious 
secretions were suctioned from Mr Wilson's chest. On 18 10 1998 the patient 
was .seen by Dr Peters and the dose of Diamorphine was increased to 60 mg 
in 24 J:lours and Midazolam and .Hyoscine were· added. The patient died on 
18 10 1998 at 2340 hours. 

Comments 

Mr Wilson was clearly in pain from his fractured arm at the time of transfer to 
Dryad ward. Simple analgesia was prescribed but never given (there was c:n 
entry earlier in the episode of care that Mr Wllson had refused Paracetamol). 
No other analgesia was tried prior to starting morphine. Mr Wilson had 
diffic;;ulty in swallowing medication. The Oramorphine was converted to 
subcutaneous Diamorphine in appropriate dose as judged by the Bt-.IF 
guidelines. The patient was reviewed by a doctor prior to the final increase 
in Diamorphine. Once again the Diamorphine prescription had a tenfold 
dose range as prescribed. 

it is dear that Mr Wilson's condition suddenly deteriorated probably due to a 
combination of worsening heart failure and terminal bronchopneumonia 
and I consider that the palliative care given was appropriate. A Do !'lot 
Resuscitate decision had been made by'Dr Lord on 29 09 1998. 

4 EVA PAGE 

Mrs Page was known to suffer with hypertension. ischaemic heart disease 
with heart failure and paroxysmal atrial fibrillation. depression. episodic 
confusion and had sustained a minor stroke in the pqst. She was admitted ' . . 

on 06 02 1998 to Victory Ward with nausea. anorexia and dehydration and 
· had recently been treated for depression. She was transferred to Charles 

Ward on 19 02 1998 and had been noted to have a 5 cm mass on cnes'f 
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x.-ray compatible with a lung cancer. She was transferred to Dryad ward. 
Gos:port Memorial Hospital on 27 02 1998 for palliative care. On arrival she 
was noted to be calling out frequently, and anxious. She was prescribed 
Thioridazine (a !ranquiJJiser} but this did not relieve her distress and she was 
prescribed Oramorph 5 mg to 10 mg as required 4 hourly, I believe, by 
Dr Barton. The nurses report "no relief". She was seen by another doctor who 
was not named in the nursing record who prescribed regular Thioridazine 
and Heminevrin at night. On 01 0~ 1998 it is recorced that r'Ws Page "spat 
out medication", on 02 03 1998 there was-en entry, I believe by Dr Barton, 

r ...,., .. .., ,, ,,_, .. ,.. __ ,, "'."'-'• .. •···· stating 11 no impravem~nt on. major rr:anquillisers. I SLiggest. adequate opioids 
to control fear and pa1n". He prescnbed a. Fentanyl patch 25 mg (another 
opioid which can be given as c skin patch) and the prescription was e· countersigned by Dr Lord, I believe. The nursing records state she was 
"very distressed". she was reviewed by Or Barton and Diamorphine 5 mg 
inrramuscufarly was given. She was then seen by Dr Lord and a further dose 
of inrramuscular 5 mg Diamorphine was given. On 03 03 1998 a syringe driver 
wcs starled. prescribed. I believe. by Dr Bcrlon, at c dose of 20 mg to 
200 mg in 24 hours. The initial dose given was 20 rr.g of Diamorphine with 
Middzolam which wcs started et 1050. The nurses record "rapid deterioration 
......... right side flaccid'' . The patient died ·at 2130 that evening. 

Comments 

Mrs Page had a clinical diagnosis of lung cancer. There-was no 
documentation of any symptoms relevant to this and no evidence of 
metastatic disease. There was no documentation of any pain experienced 
by the patient. When she was transferred to Dryad Ward most medication 
was stopped but she required sedative medication because of her distress 
and anxiety. No psychogeriarric advice ·.vas taken regarding her symptom 
ccnrrol and she was started on 9pioid onclgesia, in my view, inappropriately. 
Following her spitting out of medication she was given a topical form of an 
opioid analgesic (Fentanyl). A decision was taken to start a syringe driver 
because of her distress. 'This included Micczolam which would have helped 
her agitation and anxiety. 

The prescription for subcutaneous Diamcrphrne inf<,;sron again showed a 
terJold range from 20 mg to 200 mg.- lt was clear that her physical condition 
deteriorated rapidly and {suspect she may have hod a siroke from the 
description of the nursing staff shortly prier to death. 

CONCLUSIONS 

I felt that rhe nursing records at Gospcrt War Memorial Hospital were comprehensive 
on the whole. The reason for starting cpioid therapy was not apparent in several of 
the cases concerned. There had been no mention of any pain. shortness of breath 
er cough requiring relief. In several of the cases concerned oral morphine was not 
given far !cng enough to ascertain the patient's dose requirements. the reason fer 
switching to parenteral Diamorphine via subcutaneous infusion was not 
-:'ocumented and the prescription cf a tenfcid ran£;a (20 mg to 200 mg) of 
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Dlomorphine on the "as required" section of the drug chart is, in my view, 
unacceptable. In my vi~w the dose of Diamorphine should be prescribed on a 
regular basis and reviewed regularly by medical staff in conjunction with· the nursing 
team. There was little indication why the dose of Dicmorphine was increased in 
~everal of the cases and the dose appears to have been increased without the 
input of medical staff on several occasions. · 

Specimen signatures of Dr Lord and Dr Barton are necessary to confirm the identity 
of the prescribers and doctors making entries int" .the clinical notes. 

1 believe that the us~ of Di·a~o;phi~~- ·c;~·deseribeei'ln"fhese four cases suggest" that" ·· 
the prescriber did not comply with standard practise. There was no involvement, as 
far as 1 could tell. from a palliative care team er specialist nurse advising on pain 
control. I believe these two issues require further consideration by the Hospital Trust. 

I trust this report contains all .the essential information you require. Please !et me 
know if you wish me to give any further comment. 

Yours sincerely· 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~ 

i ! 
i ! 

!Code A! 
i ! 
i ! 
i ! 
i ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

CONSULTANT PHYSICIAN AND GERIATRICIAN 
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Introduction and Remit of the Report 

8.1 

' ; 
; 
; 
; 
; 
; 
; 

Code A 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

8.2 I have beeri asked by Detective Superintendent 
John James of Hampshire Constabulary to examine the clinical notes of five 
patients (Giadys Mabel Richards, Arthur "Brian" Cunningham, A!ice Wilkie, 
Robert Wilson, Eva Page) treated at the Gosport War Memorial Hospital and to 
apply my professional judgement to the following: 

• 

• 

• 
• 
• 
• 
• 
• 

The gamut of patient management and clinical practices exercised at the 
hospital 
Articulation of the leadership, roles, responsibilities and commu.nication in 

··· · respect of the clinicians involved · 
The accuracy of diagnosis and prognosis including risk assessments 
An evaluation of drugs prescribed and the administration regimes 
The quality and sufficiency of the medical records 
The appropriateness and justification of the deCisions that were made 
Comment on the recorded causes of death 
Articulate the duty of care issues and highlight any failures 

1.3 I have prepared individual reports on each case and an additional report 
commenting on general aspects of care at Gosport War Hospital from a 
consideration of all five cases. 

1.4 I have been provided with the following documents by Hampshire 
Constabulary, which I have reviewed in preparing this report: 

• Comment on the recorded causes of death 
• Letter DS J James dated 15th August 2001 . 
• Terms of Reference document 
• Hospital Medical Records of Gladys Richards, Brian Cunningham, Alice Wilkie, 

Robert Wilson and Eva Page 
• Witness statements by Lestie France Lack, and Gillian MacKenzie 
• Report of Professor Brian Livesley 
• Transcripts of police interviews with Gosport War Memorial staff Or Barton, Mr 

Seed, Ms Couchman, Ms Joice 

2 
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. • Transcript of police interviews with Royal Hospital Haslar staff Or Re id and Fit. 
Lt. Edmondson 

· • Transcript of interviews with patient transfer staff Mr Warren and Mr Tanner 
• Transcript of police interviews with c_>r statements from following medical and 

nursing staff: Dr Lord, LM Baldacchino, M Berry, JM Brewer, J Cook, E Da!ton, 
W Edgar, A Fletcher, J Florio and A Fu'nnell. 

"~• ~ .... • ' • • i ~ . . ~ .. . ..: .. , . ,. ..... . 
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Gladys Mabel RICHARDS 

Course of Events 
2.1 Gladys Richards was 91 years old when admitted as an emergency via the 

Accident & Emergency Department to Haslar Hospital on 29Th July 1998. She 
had fallen onto her right hip and developed pain. At this time she lived in a 
nursing home and was diagnosed as having dementia. She had experienced a 
number of falls in the previous 6 months and the admission notes comments 
"quality of life has JJ markedly last 6/12". She was found to have a fracture of 
the right neck of femur. An entry in the medical notes by Surgeon Commander 
Malcom Port, Consultant orthopaedic surgeon dated 30 July 1998 states 'After 
discussion with the patient's daughters in the event of this patient having a 
cardiac arrest she is NOT for cardiopulmonary resuscitation. However she is to 
be kept pain free, hydrated and nourished.' Surgery (right hemiarthroplasty) 
yvas performed on 30 July 1998. . .... _ . 

2.2 On 3rd August she was referred for a geriatric opinion and seen by Dr Reid, 
Consultant Physidan in Geriatrics on.3rd August 1998. In his letter dated 5th 
August 1998 he notes she had been on treatm·ent with haloperidol and 
trazadone and that her daughters thought she had been 'knocked off by this 
medication for months, and had not spoken to then for 6-7 months. Her 
mobility had deteriorated. Her daughters commented to Dr Reid that she had 
spoken to them and had been brighter mentally since the trazadone had been 
omitted following admission. Dr Reid found Mrs Richards to be confused but 
pleasant and cooperative, unable to aCtively lift her right leg from the bed but 
appeared to have little discomfort on passive movement of the right hip. He 
commented 'I understand she has been sitting out in a chair and I think that 
despite her dementia, she should be afforded the opportunity to try to re
mobilise her. He arranged for her transfer to Gosport War Memorial Hospital. 

2.3 Following Dr Reid's entry in the notes on 3rd August two further entries are 
made in the medical notes by the on call house officer {Dr Coales?) on 8th 
August 1998. Dr Coales was asked to see Mrs Richards who was agitated on 
the ward. She had been given 2mg haloperidol and was asleep when first seen 
at 0045h. At 02130 hr a further entry records Mrs Richards was 'noisy and 
disturbing other patients n ward. Unable to reason with patient. Prescdbed 
25mg thioridazine'. A transfer letter for Sergeant Curran, staff nurse to the 
Sister in Charge dated 1oth August 1998 describes Mrs Richards status 
immediately prior to transfer and notes 'Is now fully weight bearing, walking with 
the aid of two nurses and a zimmer frame. G/adys needs total care with 
washing and dressing eating and drinking. Gladys is continent, when she 
becomes fidgety and agitated it means she wants the toilet. Occasionally 
incontinent at night, but usually wakes. 

2.4 On 11th August 1998- Mrs Richards was transferred to Daedalus ward. Dr 
Barton writes in the medical notes "Impression frail demented lady, not 

· obviously in pain, please make comfortable. Transfers with hoist, usually 
continent, needs help with ADL Barthel 2. I am happy for nursing staff to 
confirm death". The summary admitting nursing notes record "now fully weight 
bearing and walking with the aid of two nurses and a Zimmer frame". On 12th 
August the nursing notes record "Haloperidol given at 2330 as woke from 
sleep. Very agitated, shaking and crying. DidnY settle for more than a few 
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minutes at a time .. Did not seem to be in pain". On 13th August nursing notes 
record "found on floor at 1330h. Checked for injury none apparent at time. 
Hoisted into safer chair. 1930 pain Rt hip internally rotated, Or Brigg contacted 
advised Xray am and analgesia during the night. Inappropriate to transfer for 
Xray this pm." 

2.5 On 14th August 1998 Or Barton wrote 'sedation/pain relief has been a problem. 
Screaming not controlled by haloperido/1g ? but very sensitive to Oramorph. 
Fell out of chair last night. R hip shorter and internally rotated, Daughter nurse 
and not happy. Plan Xray. Is this lady well enough for another surgical 
procedure?" A further entry the same day states "Dear Cdr Spalding, further to 
our telephone conversation thank you for seeing this unfortunate lady who 
slipped from her chair and appears to have dislocated her R hip. 
Hemiarthroplasty was done on 30-8-98. I am sending Xrays. She has had 2.5ml 
of 10mgl5!!'~ ocamoroph at midday. Many thanks': 

2.6 Following readmission to Haslar hospital Mrs Richards underwent manipulation 
of R hip under iv.sedation (2 mg midazolam) at 1400h. At 2215h the same day 
she was not responding to verbal stimulation but observations of blood 
pressure, pulse, respiration and femperature were all in the normal range. A 
further entry on 1 rr' August by Or Hamlin (House Officer} states "fit for 
discharge today (Gosport War Mem) To remain in straight knee splint for 4152. 
For pillow between 'legs (abduction) at night." A transfer letter to "the nurse in 
charge at Oaedalus ward states "Thank you for taking Mrs Richards back under 
your care ... was decided to pass an indwelling_catheter which still remains in 
situ. She has been given a canvas knee immobilising splint to discourage any 
further dislocation and this must stay in situ for 4 weeks. When in bed it is 

· advisable to encourage abduction by using pillows or abduction wedge. She 
can however mobilise fully weight bearing': 

2.7 Nursing note's record on 1~ August" 1148h returned from R.N.Haslar patient 
very distressed appears to be in pain. No canvas under patient- transferred 
on sheet by crew." Later that day at 1305h "in pain and distress, agreed with 
daughter to give her mother Oramorph 2.5mg in 5mf'. A further hip Xray was 
performed which demonstrated no fracture. Or Barton writes on 1 J~h August 
1996 "readmission to Daeda/us ward. Closed reduction under iv sedation. 
Remained unresponsive for some hours. Now appears peaceful. Can continue 
haloperidol, only for Oramorph if in severe pain. See daughter again" and on 
18th August "still in great pain, nursing a problem, I suggest se diamorphinel 
halopen"dol/midazolam. I will see daughters today. Please make comfortable:' 
Nursing notes record "reviewed by Or Barton for pain control via syringe driver''. 
At 2000h "patient remained peaceful and sleeping. Reacted to pain when being 
moved- this was pain in both legs': On 191

h August the nursing notes record 
"Mrs Richards comfortable" and in a separate entry "apparently pain free". 
There are no nursing entries I can find on 20th August. I can find no entries in 
the nursing notes describing fluid or food intake following admission on 17tl\ 
August. 

2.8 The next entry in the medical notes is on 21st August by Or Barton "much more 
peaceful. Needs hyoscine for rattly chest:'. The nursing notes record "patient's 
overall condition deteriorating. Medication· keeping her comfortable". A staff 
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nurse records Mrs Richards's death in the notes at 2120h later that day. The 
cause of death was recorded as bronchopneumonia. 

2.9 Medication charts record the following administration of opiate, analgesic and 
sedative drugs during Mrs Richards's first admission to Haslar Hospital. 

29 July 2000h Trazadone 1 OOmg (then discontinued) 
29 July to 11th August. Haloperidol 1 mg twice daily 
30 July 0230h Morphine iv 2.5mg 
31 July0150h morphine iv 2.5mg 

1905h morphine iv 2.5 mg 
1 Aug 1 920h morphine iv 2.5mg 
2 Aug 0720h morphine iv 2.5mg . 
Cocodamol two tablets as required taken on 16 occasions at varying times 
between 1-91h August 

2.10 Medication charts record the following ·administration of op(at"e;· an.algesic and 
sedative drugs during Mrs Richards second admission to Haslar Hospital 

14 Aug1410h midazolam 2mg iv 
15 Aug 0325h cocodamol two tablets orally 
16 Aug 041 Oh haloperidol 2mg orally 

OBOOh haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
2310h haloperidol 2mg orally 

!7 Aug 0800h· haloperidol 1 mg orally 

2.11 Medication charts record the following administration of opiate and sedative 
drugs on Daedalus ward: 

11 Aug · 

12 Aug 

13 Aug 
14 Aug 
17 Aug 

18 Aug 

19 Aug 

20 Aug 

· 21 Aug 

1115h 5mg/5ml Oramorph 
1145h 10 mg Ora morph 
1800h 1·mg hal9peridol 
0615h 10 mg Oramorph 

haloperidol 
2050h 1 Omg Oramorph 
1150h 1 Omg Ora morph 
1300h 5mg Oramorph 
? 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 1 Omg Ora morph 
0230h 1 Omg Oramorph 
? 1 Omg Oramorph 
1145h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hrby 
1120h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
. 1 04Sh diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam. 20mg/24hr, hyoscine 400microg/24hr 
1155h diamorphine 40mg/24h, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
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Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
2.12 Primary responsibility for the medical care of Mrs Richards during her two 

admissions to Gosport Hospital lay with Or Lord, as the consultant responsible 
for his care. My understanding is that day-to-day medical care was delegated to 
the clinical assistant Dr Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital (statement of Or Lord in interview with 
DC Cblvin and DC McNally). Primary responsibility for the medical care of Mrs 
Richards during her two admissions to Queen Alexandra Hospital lay with 
Surgeon Commander Scott, Consultant Orthopaedic Surgeon. Junior medical 
staff were responsible for day-to-day medical care of Mrs Richards whilst at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mrs Richards and informing medical staff of any significant 
deterioration. 

2.13 Or Reid, Consultant Geriatrician was responsible for assessing Mrs Richards 
and making recommendations concerning her future care following her 
orthopaedic surgery, and arranged transfer to Gosport Hospital for · 
rehabilitation. 

Accuracy of diagnosis and prognosis including risk assess.ments 
2.14 The initial assessment by the orthopaedic team was in my opinion competent 

and the admitting medical team obtained a good history of her decline in the 
previous six months. Surgeon Commander Pott discussed management 
options with the family and a decision was made to proceed with surgery but for 
Mrs Richards to not undergo cardiopulmonary resuscitation if she sustained a 
cardiac arrest, with a clear decision to keep Mrs Richards pain free, hydrated 
and nourished. There are good reasons to offer surgery for a fractured neck of 
femur to very frail patients with dementia even when a high risk of pari
operative death or complications is present. This is because without surgery 
patients continue to be in pain, remain immobile and nearly invariably develop 
serious complications such as pneumonia and pressure sores, which are 
usually fatal. From the. information I have seen I would, as a consultant 
physician/geriatrician recommended the initial management undertaken. I · 
consider it good management that the trazadone as discontinued whem the 
history from the daughters suggested this might have been responsible for 
decline in the recent past. 

2.15 After Mrs Richards was stable a few days following surgery it was appropriate 
to refer her for a geriatric opinion, and Or Reid rapidly provided this. Or Reid's 
assessment was in my opinion thorough and competent. He identified the· 
potential for her to benefit from rehabilitation. I would consider his decision to 
refer her for rehabilitation despite her dementia to be appropriate. An elderly 
care rehabilitation, rather than an acute orthopaedic ward is in general a 
preferable environment to undertake such rehabilitation. lt is implicit in his 
decision to transfer her to Gosport War Memorial Hospital that she would 
receive rehabilitation there and not care on a continuing care ward without input 

:from a rehabilitation team. Or Lord in an interview with DC McNally and DC 
Colvin describes Daedalus ward as "Back in '98 .. Daedalus was a continuing 
care ward with 24 beds of which 8 beds were for slow stream stroke 
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rehabilitation". Although Mrs Richards had a fractured neck of femur and not 
stroke as her primary problem requiring rehabilitation I would assume, in the 
light of Dr Reid's letter that she was transferred to one of the 8 slow stream 
rehabilitation beds on Daedalus ward. · 

2.16 The transfer letter from Sergeant Curran provides a clear description of Mrs 
Richards's status at the time of transfer. The observation that she was walking 
with the aid of two nurses and a zimmer frame, and the usual cause of agitation 
was when she needed to use the toilet are relevant to subsequent events 
farrowing transfer to Gosport Hospital. The use of a Barthel Index score as a 
measure of disability is good practice and demonstrates that Mrs Richards was 
severely dependent at the time of her transfer to Gosport Hospital. 

2.17 The initial entry by .Dr Barton following Mrs Richards' transfer to Daedalus ward 
does not mention that she has been transferred for rehabilitation, and focuses 
on keeping her 'comfortable' despite recording that stie is "not obviously in 
pain". The statement'/ am happy for nursing staff to confirm death_" also 
suggests that Dr Barton's assessment was that Mrs Richards might die in the 
near future. Dr Barton in her statement to DS Sackman and DC Colvin, 
confirms this when she states"/ appreciat(}d that there was a possibility that 
she might die sooner rather tl)an later'. Dr Barton refers to her admission as a 
"holding manoeuvre" and her statement suggests a much more negative view 
of the potential for rehabilitation. She does not describe any rehabilitation team 
or focus on the ward ·and suggests her transfer was necessary because she 
was not appropriate for an acute bed, rather than her being appropriate for 
rehabilitation- ".her condition was not appropriate for an acute bed ..... seen 
whether she would recover and mobilise after surgery. If as was more likely 

. she would· deteriorate due to-her agrt, her: dementia, her frail condition and the 
shock of the fall followed by the major surgery, then she was to be nursed in a 
clam environment away from the stresses of an acute ward''. In my opinion this 
initial note entry and the statement l;>y Dr Baron indicate a much less proactive 
view of rehabilitation, less appreciation than Dr Reid of the potential for Mrs 
Richards to recover to her previous level of functioning, and probably a failure 
to appreciate the potential benefits of appropriate multidisciplinary rehabilitation 
to Mrs Richards. This leads me to qelieve that Dr Barton's approach to Mrs 
Richards was in the context of considering her as a continuing care patient who 
was likely to die on the ward. lt was not wrong or incorrect of Or Barton to 
believe Mrs Richards might die on the ward, but I would consider her apparent 
failure to recognise Mrs Barton's rehabilitation needs may have led to 
subsequent sub-optimal care. 

2.18 There are a number of explanations and contributory factors that may have led 
to Dr Barton possibly not recognising Mrs Richard's rehabilitation needs in 
addition to her nwsing and analgesic needs. First she may have not clearly 
understood Dr Reid's assessment that she needed rehabilitation. In her 
statement Dr Barton states " Dr Reid was of the view that, despite her 
de_mentia, she should be given the opportunity to try to remobilise" which 
suggests Dr Barton may not have considered the necessity for Mrs Richards to 

. receive Physiotherapy as a necessary part of her opportunity to remobilise. . 
Second the ward had both continuing care and rehabilitation beds and these 
patients may require very different care. lt is not uncommon for "slow stream" 
rehabilitation beds to be in the same ward as continuing ·care ~eds, but it does 
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require much broader range of care to meet .the medical and social needs of 
these patients. I would.anticipate that some patients would move from the slow 
stream rehabilitation to continuing care category. Dr Lord describes the 
existence of fortnightly multidisciplinary ward case conference suggesting there 
was a structured team approach that would have made Dr Barton and nursing 
staff aware of rehabilitation needs of patients. In Mrs Richards's case no such 
case conference took place because she became too unwell in a short period. 
Third Dr Barton may not have received sufficient training or gained adequate 
experience of rehabilitation or geriatrics despite working under the supervision 
of Or Lord. Dr Lord states that Dr Barton was "an experienced GP' who had 
rights of admission to a GP ward and that Dr Lord had admitted patients "under 
her care say for palliative care". Experience in palliative care may possibly 
have influenced her understanding and expectations of rehabilitating older 
patients. 

2.19 The. assessment of Mrs Richard's agitation the following day on 12th August 
was in my opinion sub-optimaL The nursing records state that she did not 
app~ar to be in pain. There is no entry from Dr Barton this day but in her 
statement she states which I have some difficulty in interpreting: "When I 
assessed Mrs Richards on her arrival she was clearly confused and unable to 
give any history. She was pleasant and co-operative on arrival and did not 
appear to be in pain. Later her pain relief and sedation became a problem. She 
was screaming. This can be a symptom of dementia but could also be caused 
by pain. In my opinion it was caused by pain as it was not controlled by 
Haloperidol alone. Screaming caused by dementia is frequently controlled by 
this sedative. Given my assessment that she was in pain I wrote a prescription 
for a number of drugs on 111

h August, including Oramorph and Diamorphine. 
This allowed nursing staff to respond to their clinical assessment of her needs 
rather than wait until my next visit the following day. This is an integral pari of 
team management. lt was not in fact necessary to give diamorphine over the 
first few days following her admission but a limited number of small doses of 
Ora morph were given totalling 20mg over the first 24 hours and 1 Omg daily 
thereafter. This would be an appropriate level of pain relief after such a major 
orthopaedic procedure". · 

2.20 I am unable establish from the notes and Or Barton's statement whether she 
saw: Mrs Richards in pain after she wrote in the notes and then wrote up the 
opiate drugs'later on the 11th August, or if she wrote up these drugs after 
seeing her when she was not in pain, because she considered she might 
develop pain and agitation. In either case there is no evidence that the 
previous information provided by Sergeant Curran that Mrs Richards usually 

·required the toilet when she was agitated was considered by Dr Barton. 
Screaming is a well-described behavioural disturbance in dementia (Dr Barton 
was clearly aware of this), which can be due to pain but is often not. In some 
cases it is not possible to identify a clear precipitating cause although a move to 
a new ward could precipitate such a behavioural disturbance. I would consider 
the assumption by Dr Barton that Mrs Richards screaming was due to pain was 
not supported by her own recorded observations. There is no evidence from 
the notes that Dr Barton examined Mrs Richards in the first tvvo days to find any 
evidence on clinical examination that pain from her hip was the cause of her 
screaming. If the screaming had been worse on weight bearing or movement 
of the hip this would have provided supportive evidence that her screaming was 
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due to hip pain. Staff Nurse Jennifer Brewer in her interview with DC Colvin 
and DC McNally states that the nursing staff had considered the need for 
toileting and other potential causes of Mrs Richards screaming. 

2.21 Mrs Richards pain following surgery had been controlled at Haslar hospital by 
intermittent doses of intravenous morphine and then intermittent doses of 
cocodamot (paracetamol and codeine phosphate). Dr Barton did not prescribe 
cocodamo! or another mild or moderate analgesic to Mrs Richards to take on a 
prn basis· when she was transferred. This makes me consider it probable that 
Or Barton prescribed prn Oramorph, diamorphine, hyoscine and midazolam 
when she first saw Mrs Richards and she was not in pain. If this is the case it is 
highly unusual practice in a patient who has been transferred for rehabilitation, 
was not taking any regular or intermittent analgesics for 36 hours prior to 
transfer, and had last taken· two tablets of cocodamol. In a rehabilitation or 
continuing care ward without resident medical_s!,aff I would consider it 
reasonable and usual practice to prescribe a mild or moderate analgesic to take 
on an as required basis in case further pain developed. ·1n Mrs Richards's case 
a reasonable choice would have been cocodamol since she had been taking 
this a few days earlier without problems. I do not consider it was appropriate to 
administer intermittent doses of oramorph to Mrs Richards before first 
·prescribing paracetamol, non-steroidal anti-inflammatory drugs or mild opiate. 
Jt is not appropriate to prescribe powerful opiate drugs as a first line treatment 
for pain not clearly due to a fracture or dislocation to a patient such as Mrs 
Richards 12 days following surgery. Or Barton's statement that diamorphine 
and oramorph were appropriate analgesics at this stage following surgery when 
she had been pain free is incorrect and in my opinion would not be a view held 
by the vast majority of practising general practitioners and geriatricians. 

2.22 The management of Mrs Richards when sustained a dislocation of her hip on 
131

h August was in my opinion sub-optimal. The hip dislocation most likely 
oc~urred following the fall from her chair at 1330h. The nursing notes suggest 
signs of a dislocation were noted at 1930h. If there was a delay in recognising 
the dislocation I would not consider this indicates poor care, as hip fractures 
and dislocations can be difficult to detect in patients who have dementia and 
communication difficulties. · Mrs Richards suspected dislocation or fracture was 
discusse·d with the on-call doctor, Or Briggs, who I would assume is a medical 
house officer. Given the concern about a fracture or dislocation I would judge it 
would have been preferable for her to b transferred to the orthopaedic ward that 
evening and be assessed by the orthopaedic team. ·I certainly consider the 
case should have been discussed with either the on call consultant geriatrician 
or the orthopaedic team. The benefits of transfer that evening in a patient where 
it was highly probable a fracture or dislocation were present would have been 
Mrs Richards could have received manipulation earlier the following morning 
and possibly that same evening, and that traction could have been applied 
even if reduction was not attempted. 

' 
2.23 Mrs Richards was found to have a dislocation of her right hip and this was 

manipulated under intravenous sedation the same day. Although she was 
initially unresponsive, most probably due to prolonged effects of the 
intravenous midazolam, 3 days later on 171

h August she was mobilising and 
fully weight bearing and not requiring any analgesia. Although there are few 
medical note entries, the management at Haslar hospital during this period 
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appears to be appropriate and competent. Shortly after transfer back to 
Daedalus ward Mrs Richards again became very distressed. The nursing notes 
indicate there was an incorrect transfer by the ambulance staff of Mrs Richards 
onto her bed. Repeat dislocation of the right hip was reasonably suspected but 
not found on a repeat Xray. My impression is that this transfer may have 
precipitated hip or other musculoskeletal pain in Mrs Richards but that other 
causes of screaming were possible. 

2.24 Intermittent doses of oral morphine were first administered to Mrs Richards, 
again without first determining whether less powerful analgesics would have 
been helpful. On 181

h August Dr Barton suggested commencing subcutaneous 
diamorphine, haloperidol and midazolam. The diamorphine and. midazolam 
had been prescribed 7 days earlier. An infusion of the three drugs was 
commenced later that m'orning and hyoscine was added on 19th August. Both 
Dr Barton's notes and the nursing notes indicate Mrs Richards was in pain, 
although it is not clear what they considered was the cause of the pain at this 
stage, having excluded a fracture or dislocation of the right hip. Dr Barton 
states in her prepared statement " ... it was my assessment that she had · 
developed a haematoma or large collection of bruising ·around the area where 
the prosthesis had been lying while dislocated''. 

2.25 Although there are no clear descriptions of Mrs Richard's conscious level in the 
last few days, her level of alertness appears to have deteriorated once the 
subcutaneous infusion of diamorphine, haloperidol and midazolam was 
commenced.· lt also seems that she was not offered fluids or food and 
intravenous or subcutaneous fluids were not considered as an alternative. My 
interpretation is that this was most probably because medical and nursing staff 

·were ·of the opinion- that.Mrs Richardswere dying and-1hat provision ef.fluids or 
nutrition would not change this outcome. In her prepared statement Dr Barton 
states u As their mother was not eating or drinking. or able to swallow, 
subcutaneous infusion of pain killers was the best way to control her pain." and 
"I was aware that Mrs Richards was not taking food or water by mouth". She 
then goes on to say"/ believe I would have explained to the daughters that 
subcutaneous fluids were not appropriate". 

Evaluation of drugs prescribed and the administration regimens 
2.26 The decision to prescribe oral opiates and subcutaneous diamorppine to Mrs 

Richards initial admission to Daedalus ward was in my opinion inappropriate 
and placed Mrs Richards at significant risk of developing adverse effects of 
excessive sedation and respiratory depression. The prescription of oral 
paracetamol, mild opiates such as codeine or non-steroidal anti-inflammatory 
drugs such as ibuprofen, naproxen would have been appropriate oral and 
preferable with a better risk/benefit ratio. The prescription of subcutaneous 
diamorphine, haloperidol and midazolam infusions to be taken if required was 
inappropriate even if she was experiencing pain. Subcutaneous opiate 
infusions should be used only in patients whose pain is not controlled by oral 
analgesia and who cannot swallow oral opiates. The prescription by Dr Barton 
on 11th August of three sedative drugs by subcutaneous infusion was in my 
opinion reckless and inappropriate and placed Mrs Richards at serious risk of 
developing coma and respiratory depression had these been administered by 
the nursing staff. lt is exceptionally unusual to prescribe subcutaneous infusion 
ofthese three drugs with powerful effects on conscious level and -respiration to 
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frail elderly patients with non-malignant conditions in a continuing care or slow 
stream rehabilitation ward and I have not personally used, seen or heard of this 
practice in other care of the elderly rehabilitation or continuing care wards. The 
prescription of three sedative drugs is potentially hazardous in any patient but 
particularly so in a frail older patient with dementia and would be expected to 
carry a high risk of producing respiratory depression or coma. 

2.27 I consider the statement by Dr Barton "my use of midazo/am in the dose of 
20mg over 24 hours was as a muscle relaxant, to assist movement of Mrs 
Richards for rursing procedures in the hope that she could be as comfortable 
as possible. I felt it appropriate to prescribe an equivalence of haloperidol to 
that which she had been having orally since her first admission." Indicates poor 
knowledge of the indications for and appropriate use of midazolam 
administered by subcutaneous infusion to older people. Midazolam is primarily 
used for sedation and is not licensed for use as a muscle relaxant. Doses of 
benzodiazepine that. produce significant muscle relaxation in general produce 
unacceptable depression of conscious level, and it is not usual practice 
amongst continuing care and rehabilitation wards to administer subcutaneous 
midazolam to assist moving patients. 

Quality and sufficiency of the medical records 
2.28 The medical and nursing records relating to Mrs Richards admissions to 

Daedalus ward are in my opinion not of an adequate standard. The medical 
notes fail to adequately account for the reasons why oramorph and then 
infusions of diamorphine and haloperidol were used. The nursing records do 
not adequately document hydration and nutritional needs of Mrs Richards 
during her admissions to Daedalus ward. 

Appropriateness and justification of the decisions that were made 
2.29 There are a number of decisions made in the care of Mrs Richards that I 

consider to be inappropriate. The initial management of her dislocated hip 
prosthesis was sub-optimal. The decision to prescribe oral morphine without 
fi,rst observing the response to milder opiate or other analgesic drugs was 
inappropriate. The decision to prescribe diamorphine, haloperidol and 
midazolam by subcutaneous infusion was, in my opinion, highly inappropriate. 

Recorded cause of death 
2.30 The recorded cause of death was bronchopneumonia. I understand that the 

cause of death was discussed with the coroner. A post mortem was not 
obtained and the recorded cause was certainly a possible cause of Mrs 
Richards's death. I am surprised the death certificate makes no mention of Mrs 
Richards's fractured neck of femur or her_ dementia. lt is possible that Mrs 
Richards died from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mrs Richards was at high risk of 
developing pneumonia because of the immobility that resulted following her. 
transfer back to Daedalus ward even if she had not received sedative and 
opiate drugs. Bronchopneumonia can also.occur as a secondary complication 
of opiate and sedative induced respiratory depression. In the absence of post
mortem, radiological data (chest Xray) or recordings of Mr Cunningham's 
respiratory rate I would consider .the recorded cause of death of 
bronchopneumonia was possible. However given the rapid decline in 
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conscious level that preceded the development of respiratory symptoms (rattly 
chest) I would consider it more likely that Mrs Richards became unconscious 
because of the sedative and opiate drugs she received by subcutaneous 
infusion, that these drugs caused respiratory depression and that Mrs Richards 
died from drug induced respiratory depression and/or without 
bronchopneumonia resulting from immobility or drug induced respiratory 
depression. There are no accurate records of Mrs Richards respiratory rate but 
with the doses used and her previous marked sedative response to intravenous 
midazofam it is highly probable that respiratory depression was present. 

Duty of care issues 
2.31 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medical and nursing care to attempt to monitor Mrs Richards and to document 
the effects of drugs prescribed. In my opinion this duty of care was not 
adequately met. The prescription of diamorphine, midazolam and haloperidol 
was extremely hazardous and Mrs Richards was inadequately monito'red. ·The 
duty of care of the medical and nursing staff to meet Mrs Richard's hydration 
and nutritional needs was also in my opinion probably not met. 

Summary . 
2.3< Gladys Richards was a frail older lady with dementia who sustained a·fractured 

neck of femur, successfully surgically treated with a hemiarthroplasty, and then 
complicated by dislocation. During her two admissions to Daedalus ward there 
was inappropriate prescribing of opiates and sedative drugs by Or Baron. 
These drugs in combination are highly likely to have produced respiratory 
depression and/or the development of bronchopneumonia that led to her death. 
In my opinion it is fikely the administration of the drugs· hastened her death. 

·· There is some evidence·that Mrs Richards was-in pain during-the three days 
prior to her heath and the administration of opiates can be justified on these 
grounds. However Mrs Richards was at high risk of developing pneumonia and 
it possible she would have died from pneumonia even if she had not been 
administered the subcutaneous sedative and opiate drugs. 
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Arthur ~'Brian" CUNNINGHAM 

Course of Events 
3.1 Mr Cunning ham was 79 years old when admitted to Dryad ward, Gosport 

Hospital under the care of Or Lord. Or Lord had assessed him on a number of 
occasions in the previous 4 years. A letter dated 2"d December 1994 from Or 
!?ell, Clinical Assistant, indicf!tes Parkinson's disease had been diagnosed in 
the mid 1980s and that he was having difficulties walking at this time. In 1998 it 
was noted he had experienced visual-halfucinations and had moved into Merlin 
Park Rest Home. His weight was 69Kg in August 1998. In July 1998 he was 
admitted under the care of Dr Banks, Consultant in .Old Age Psychiatry to 
Mulberry Ward A and disch.arged after 6 weeks to Thalassa Nursing Home. He 
was assessed to have Parkinson's disease and dementia, depression and 
myelodysplasia. Or Lord in a fetter dated 1 September 1998 summarises her 
assessment of Mr Cunningham_when she saw him on Mulberry Ward A on 27 
August 1998 before he was discharged to Thalassa Nursing Home. At this time 
he required 1-2 people to transfer and was unable to. wheel himself around in 
his· wheelchair. She commented that more levodopa might be required but was 
concerned it would upset his mental state. She arranged to review him at the 

' 

Dolphin Day Hospital. · 

3.2 On 21st September 1998 he was seen at the Dolphin Day Hospital by Or Lord 
who recorded 'very frail, tablets found in mouth, offensive large necrotic sacral 
sore with thick black scar. PD -no worse. Diagnoses listed as sacral sore (in 
NIH), PO, old back injury, depression and element of dementia, diabetes 
mellitus -diet, catheterised for retention. Plan - stop codanthramer and 
metronidazole. looks fine. TCI Dyad today -aserbine for sacral ulcer- nurse 

·, 

· · on'side- high protein diet- oramorph pm if pain:· N/Home to keep bed open 
for next 3152 at least. Pt informed of admission agrees. Inform N!Home Or 
Banks and social worker. Analgesics pm.' He was admitted to Dyad ward. An 
entry by Or Baron on 21 September states 'make comfortable, give adequate 
analgesia. Am happy for nursing staff to confirm death~ On 24th September Or 
Lord has written 'remains unwell. Son has ??? again today and is aware of how 
unwell he is. se analgesia is controlling pain just. I am happy for nursing staff 
to confirm death.' The next entry by Dr Brook is on 251

h September 'remains 
very poorly, On syn"nge driver. For TLC~ 

3.3 Medication charts record the following administration of opiate and sedative 
drugs: · · 

21 Sep 1415h Oramorph 5mg . 
1800h Coproxamol two tablets · 

(subsequent regular doses not administered) 
2015h Oramorph1 Omg 

21 Sep2310h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
22 Sep2020h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
23 Sep0925h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 20 mg/24hr infusion se 
2000h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 60mg/24hr infusion se 
24 Sep 1 055h Diamorphine 20mg/24hr, hyoscine 800microg/24hr 

midazofam 80mg/24hr infusion se 
25 Sep 1 015h · Diamorphine 60mg/24hr, hyoscrne 1200mg/24hr 
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26 Sep 1150h Diamorphine 80mg/24hr, hyoscine 1200mg/24hr 

midazolam 1 00mg/24hr infusion 
Sinemet 110 5 times/day was discontinued on 23ro September 
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3.4 The nursing notes relating to the admission to Dyad ward record on 21st Sept 
'remained agitated until approx 2030h. Syringe driver commenced as requested 
(unclear who made this request) diamorphine 20mg, midazolam 20mg at 2300. 
Peaceful following". On 22nd Sep 'explained that a syringe driver contains 
diamorphine and midazolam was commenced yesterday evening for pain relief 
and to allay his anxiety following an episode where Arthur tried to wipe sputum 
on a nurse saying he had HIV and going to give it to her. He also tried to 
remove his catheter and empty the bag and removed his sacral dressing 
throwing it across the room. Finally he took off his covers and exposed himself' 

3.5 ori z"3rd Sep 'Has. become chesty overnight to have hyosciliEi'added ·to driver. ··. · - · ·· 
Stepson contacted and informed of deterioration. · Mr Farthing asked is this was 
due to the commencement of the syringe driver and informed that Mr 
Cunningham was on a small dosage which he needed.' A later entry 'now fully 
aware that Brian is dying and needs to be made comfortable. Became a little 
agitated at 2300h, syringe driver adjusted with effect. Seems in some 
discomfort when moved, driver boosted prior to position change: On 24th Sept 
'report from night staff that Brian was in pain when attended to, also in pain with 
day staff- especially his knees. Syringe driver renewed at 1 055': On 251

h Sept 
'A// care given this am. Driver recharged at 1015 -diamorphine 60mg, 
midazolam BOmg and hyoscine 1200mcg at a rate of 50mmols!hr. Peaceful 
night- unchanged, still doesnY like being moved.' On 261

h September 'condition 
appears to be deteriorating slowly: 

3.6 On 261
h September staff nurse Tubbritt records death at ~315h. Cal,lse of death 

was recorded on the. death certificate as bronchopneumonia with contributory 
causes of Parkinson's disease and Sacral Ulcer. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
3. 7 Primary responsibility for the medical care of Mr Cunning ham during his last 

admission lay with Dr Lord, as the consultant responsible for his care. She saw 
Mr Cunningham 5 days before his death in the Dolphin Day Hospital, and 2 
days before his death on Dyad ward. My understanding is that day-topday 
medical care was the responsibility of the clinical assistant Dr Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mr 
Cunningham and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
3.8 Initial assessment by Dr Lorq was comprehensive and appropriate with a clear 

manage!llent plan described. The nursing staff record Mr Cunningham was 
agitated following admission on 21 si September. Dr Lord had prescribed prn 
(intermittent as required) oramorph for pain. Nursing staff made the decision to 
administer oramorph but there is no clear recording in the nursing notes that he· 
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was in pain or the site of pain.· The nursing entry on 22nd Sept indicates a 
syringe driver was commenced for 'pain reiief and to aHay anxiety. Again the 
site of pain is not states. My interpretation of the records is that the nursing 
staff considered his agitation was due to pain from his sacral ulcer. The 
medical and nursing teams view on the cause of Mr Cunningham's 
deterioration on 23rd September when he became 'chesty' are not explicitly 
stated, but would seem to have been thought to be due to bronchopneumonia 
since this was the cause of death later entered on the death certificate. The 
medical and nursing staff may not have considered the possibility that Mr 
Cunningham's respiratory symptoms and deterioration may have been due to 
opiate and benzodiazepine induced respiratory depression. The· nursing staff 
filed to appreciate that the agitation Mr Cunningham experienced on 23rd Sept 

. at 2300h may have been due to the midazolam and diamorphine. lt was 
appropriate for nursing staff to discuss Mr Cunningham's condition with medical 
~t.~_ff ,a.! .thi.s ?.J,?.9~.· ,._ .... ., . · 

3.9 When Dr Lord reviewed Mr Cunning ham on 241
h September the notes imply 

that he was much worse that when she had seen him 3 days 'earlier. There is 
clear recording by Dr Lord that Mr Cunningham was in pain. The following day 
the diamorphine dose was increased. three fold from 20mg/24hr to 60mg/24hr 
and the dose was further increased on 261

h September to 80mg/24hr although 
·the nursing and medical notes do not record the reason for this·: The notes 
suggest that the nursing and medical.staff may have failed to consider causes 
of agitation other than pain in Mr Cunningham or to recognise the adverse 
c~nsequences of opiates and sedative drugs on respiratory function in frail 
older individuals. 

Evaluation of drugs prescribed and the administration -regimens 
3. 1 0 The prescription of oramorph to be taken 4 hourly as required by Mr 

Cunningham was reasonable if his pain was un~ontrolled from cocodamol. 
consider. the decision by Dr Barton to prescribe and administer diamorphine 
and midazolam by subcutaneous infusion the same evening he was admitted 
was highly inappropriate, particularly when there was a clear instruction by Dr 
Lord that he should be prescribed ·intermittent (underlined instruction) doses of 
oramorph earlier in the day. I consider the undated prescription by Dr Baron of 
subcutaneous diamorphine 20~200mg/24hr prn, hyoscine 200-800microg/24hr 
and midazolam 20-80mg/24hr to be poor practice and potentially very 
hazardous. In my opinion it is poor management to initially commence both 
diamorphine and midazolam in a frail elderly underweight patient such as Mr 

· Cunningham. The combination could result in profound respiratory depression 
and it would have been more appropriate to review the response to 
diamorphine alone before commencing midazolam, had it been appropriate to 
commence subcutaneous analgesia, which as I have stated before was not the 
case. 

3.11 In my opinion it is doubtful the nursing and medical staff understood that when 
a syringe infusion pump rate is increased it takes an often appreciable effect of 

. time before the maximum effect of the increased dose rate becomes evident. 
Typically the time period would be 5 drug half-lives. In the case of diamorphine 
this would be between 15 and 25 hours in an older frail individual. 

Quality and sufficiency of the medical records 
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3.12 In my opinion the ·medical and nursing records are inadequate following Mr 
Cunningham's admission to'Oryad ward. The initial assessment by Or Lord on 
21st September is in my opinion competent and appropriate. The medical notes 
following this are inadequate and do not explain why he was commenced on 
subcutaneous infusions of diamorphine and midazolam. The nursing notes are 
variable and at times inadequate. 

Appropriateness and justification of the decisions that were made 
3.13 An inappropriately high dose of diamorphine and midazolam was first 

prescribed. There was a failure to recognise or respond to drug induced 
problems. Inappropriate dose escalation of diamorphfne and midazolam and 
poor assessment by Or Lord. The assessment by Dr Lord on 21 51 September 
1998 was thorough and competent and a clear plan of management was 
outlined. There is a clear note by Or Lord that ora morph was to be given 
intermittently (PRN) for pain and not regularly. lt is not clear from the medical 
and nursing notes why Mr Cunning ham was not administere-d the· regular·... . .. 
cocodamol he was prescribed following the initial dose he received at 1800h 
following admission. lt is good practice to provide regular oral analgesia, with 
paracetamol and a mild opiate, particularly.when a patient has been already 
taking this medication and to use prn morphine for breakthrough pain. I 
consider the prescription by Dr Barton on admission of prn subcutaneous . 
diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 
20-80mg/24hr to be unjustified, poor practice and potentially very hazardous. lt 
is particularly notable th?Jt only hours earl fer Or Lord had written that ora morph 
was to be given intermittently and this had been underlined in the medical 
notes. There is no clear justification in the notes for the commencement of 
subcutaneous diamorphine and midazolam on the evening following admission. 
If increased opiate. analgesia was required incmasing the ora morph dose and 
frequency could have provided this. I would judge it poor management to 
initially commence both diamorphine and midazolam. The combination could 
result in profound respiratory depression and it would have been more 
appropriate to review the response to diamorphine alone before commencing 
midazolam. · 

3.14 I am concerned by the initia_l note entry by Dr Barton on 21st September 1 ~98 
that she was happy for nursing staff to confirm death. There was no indication 
by Or Lord that Mr Barton was expected to die, and Or Barton does not list the 
reason she would have cau~e to consider Mr Cunningham would die within the. 
next 24 hours before he was reviewed the following day by medical staff. In my 
opinion it is of concern that the nursing notes suggest the diamorphine and 
midazolam infusions were commenced because of Mr Cunningham's behaviour 
recorded In the nursing entry on 22na September. ' 

3.15 Hyoscine was commenced on 23rd September after Mr Cunning ham had 
become 'chesty' overnight. I consider it very poor practice that there is no 
record of Mr Cunning ham being examined by a doctor following admission on 
21 51 Se;!ptember, and a decision to treat this symptomatically with hyoscine 
appears to have been made by the medical staff. At this stage Mr 
Cunningham's respiratory signs are likely to have been due to 
bronchopneumonia or respiratory depression resulting in depressed clearance 
of bronchial secretions. A medical assessment was very necessary at this 
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stage to diagnose the cause of symptoms and to consider treatment with 
antibiotics or reduction in the dose of diamorphine and midazolam. 

3.16 Again I consider it very poor practice that the midazolam was increased from 
20mg/24hr to 60mg/24 hr at 2000h on 23ra September. There is no entry in the 
medical notes to explain this dose increase. The decision to triple the 
midazolam dose appears to have been made by a member of nursing staff as 
the nursing notes record "agitated at 2300h, syringe driver boosted with effecf' 

3.17 A medical assessment should have been obtained before the decision to 
increase the midazolam dose was made. At the very least Mr Cunningham's 
problems should have been discussed with on call medical staff. Mr 
Cunningham's agitation may have been due to pain, where increasing 
analgesia would have been appropriate, or hypoxia (lack of oxygen). If Mr 
Cunningham's agitation was due to hypoxia a number of interventions may 

.. have been- i-ndicated. Reducing the diamorpriine and midazolam dose would 
have been appropriate if hypoxia was due to respiratory depression. 

, Commencement of oxygen therapy and possibly antibiotics would have been 
appropriate if hypoxia was due to pneumonia. Reducing the dose diamorphine 
or midazolam would have been indicated if hypoxia was due to drug-induced 
respiratory depression. The decision to increase the midazolam dose was not 
appropriately made by the ward nursing staff without discussion with medical 
staff. 

3.18 When Mr Cunningham was reviewed by Dr Lord on 241
h September he was 

very unwell but-there is not a clear description of. his respiratory status·or 
whether he had signs of pneumonia. At this stage Dr Lord notes Mr 

. Cunningham is in pain, but does not state the· site of his pain. lt is not clear to 
me whether the subsequent alteration in infusion rate of diamorphine, hyoscine 
and midazolam was discussed with and sanctioned by Dr Lord or Dr Barton. J 

consider the increase in midazolam from 60mg/24 hr to SOmg/24 hr was 
inappropriate as a response to the observation that Mr Cunningham was in. 
pain. lt would have been more appropriate to increase the diamorphine dose or 
even consider treatment with a non-steroidal anti-inflammatory drug. The 
increase in midazolam dose to 80mg/24 hr would simply make Mr Cunningham 
less conscious than he alr!?ady appears to have been (there is not a clear 
description of his conscious level at this stage). 

3.19 The increa5:e in hyoscine dose to 800microg/24 hr is also difficult to justify when 
there is no record that the management of bronchial secretions was a problem. 
The subsequent threefold increase in diamorphine dose later that day to 
60mg/24 hr is in my view very poor practice. Such an increase was highly likely 
to result in respiratory depression and marked depression of conscious level, 
both of which could lead to premature death. The description of Mr 
Cunningham, was that analgesia was 'just' controlling pain and a more cautious 
increase in diamorphine dose, certainly no more than two fold, was indicated 
with careful review of respiratory status and conscious level after steady state 
levels of diamorphine would have been obtained about 20 hours later. A more 
appropriate response to deal with any acute breakthrough pain is to administer 
a single prn (intermittent) dose of opiate by the oral or intramu9cular route, 
depending on whether Mr Cunningham was unable to swaJJow at this time. 
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3.20 The increase in both diamorphine dose and midazolam dose on 261
h September 

is difficult to justify when there is no record in the medical or nursing notes that 
Mr Cunningham's pain was uncontrolled. Although it is possible to accept the 
increase in diamorphine dose may have been appropriate if Mr Cunningham 
was observed to be in pain, I find the further increase in midazolam dose to 
1 00mg/24hr of great concern. I would anticipate that this dose of midazolam 
administered with 80mg/24hr of diamorphine would be virtually certain to 
produce respiratory depression and severe depression of conscious level. This 
would be expected to result in death in a frail individual such as Mr 
Cunningham. l would expect to· see very clear reasons for the use of such 
doses recorded in the medical notes. 

3.21 I can find no record of Mr Cunningham receiving food or fluids following his 
admission on 21st September despite a note from Dr Lord that Mr Cunning ham 
was to receive a 'high protein diet'. There i!? no indi99tion.in th~ medical or 
nursing notes as to whether this had been discussed, but given that Mr 
Cunning ham was admitted with the intention of returning to his Nursing Home 
(it was to be held open for 3 weeks) I would expect th'e notes to record a clear 
discussion and decision making process involving senior medical staff 
accounting for the decision to not administer subcutaneous fluids anq/or 
nasogastric nutrition once Mr Cunningham was commenced on drugs which 
may have made him unable to swallow fluids or food. 

Recorded causes of death 
3.22 The recorded cause of death was bronchopneumonia with contributory causes 

of Parkinson's disease and sacral ulcer. A post mortem was not obtained and 
the recorded causes were in my opinion reasonable. lt.is possible thaf Mr 
Cunning ham died from drug induced respiiatory depression without . 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mr Cunningham was at high risk of 
developing pneumonia even if he had not received sedative or opiate drugs, 
bronchopneumonia can occur as a secondary complication of opiate and 
sedative induced respiratory depression. In the absence of post-mortem, 
radiological data (chest Xray) or recordings of Mr Cunningham's respiratory 
rate I would consider the recorded cause of death of bronchopneumonia as 
reasonable. Even if the staff had considered Mr Cunningham had .drug-induced 
respiratory depression as a contributory factor, it would not be usual medica-l . 
practice to enter this as a contributory cause of death where the administration 
of such drugs was considered appropriate for symptom re lie[ 

Duty of care issues 
3.23 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care to attempt to heal Mr Cunningham's sacral ulcer and to 
document the effects of drugs prescribed. In my opinion this duty of are was 
not adequatE!Iy met and the denial of fluid and diet and prescription of high 
doses of diarnorphine and midazolam was poor practice and may have 

. .contributed to Mr Cunningham's death. 

Summary 
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3.24 In summary although Mr Cunningham was admitted for medical and nursing 
F care to attempt to heal and control pain from his sacral ulcer, Dr Barton and the 
ward staff appear to have considered Mr Cunning ham was dying and had been 
·admitted for terminal care. The medical and nursing records are inadequate in 
documenting his clinical state at this time. The initial prescription of 
subcutaneous diamorphine, midazolam and hyoscine by Dr Barton was in my 
view reckless. The dose increases undertaken by nursing staff were 
inappropriate if not undertaken after medical assessment and revi.ew of Mr 
Cunningham. I consider it highly likely that Mr Cunningham experienced 
respiratory depression and profound depression of conscious level due to the 

· infusion of diamorphine and midazolam. I consider the doses of these drugs 
prescribed and administered were inappropriate and that these drugs most 
likely contributed to his death through pneumonia and/or respiratory 
depres-sion. 
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. ALICE WILKIE 

Course of Events 
4.1 Alice Wilkie was 81 years old when admitted under the care of Dr Lord, by her 

general practitioner on 31st July 1998 from Addenbrooke Rest Home to Phillip 
Ward, Department of Medicine for Elderly People, at the Queen Alexandra 
Hospital, Portsmouth. The general practitioner referral letter states "This 
demented lady has been in this psychogeriatric care home for a year. She had 
a UTI early this week and has not responded to trimethoprim. Having fallen last 
night, she is not refusing fluids and is becoming a little dry~ The medical 
admitting notes record she was taking prozac (fluoxetine) syrup 20 mg once 
daily, codanthramer 5-1 Oml nocte, lactulose 1 Oml once daily zopiclone 1. 875 or 
3. 75mg nocte and promazine syrup 25mg as required. On examination she 
had a fever and bilateral conjunctivitis but no other significant findings. The 
admitting doctor diagnosed a urinary tract infection and commenced 
intravenous antibiotics to be administered after a blood culture and catheter . 
specimen of urine had been obtained. The following day DNR (do not 
resuscitate) is recorded in the notes. On 3rd August 1998 the medical notes 
record the fever had settled, that she was taking some fluids orally, was taking 
the antibiotic Augmentin elixir orally and receiving subcutaneous fluids. The 
notes then record (date not clear) that her Mental Test Score was 0/10 and 
Barthel 1/20 (indicating severe dependency). Mrs Wilkie was to be transferred 
to Daedal,us NHS continuing care ward on 6th August 1998 with a note that her 
bed was to be kept at Addenbrooke Rest Home. 

4.2 Following transfer on 6th August an entry in the medical notes states 
"Transferred from Phi/lips Ward. For 4-6152 only. On Augmentin for UTf'·. Dr 
Lord ·writes on llJth August 1998 'Barthel 2120. Eating and drinking better. 
Confused and slow. Give up place at Addenqrooke's. RN (review) in 1112 
(one month) -if no specialist medical or nursing problems 0 (discharge) to a 
N/Home. Stop fluoxetine: The next entry is by Or Barton on 21st August 
"Marked deterioration over fast few days. se analgesia commenced yesterday. 
Family aware and happy': The final entry is on the same day.at 1830h where 
death is confirmed. The most recent record of the patient's weight I can find is 
56Kg in April 1994. 

4.3 The nursing notes, which have daily entries during her one week stay on Phillip 
ward note she was catheterised, was confused at times and was sleeping well 
prior to transfer. The nursing notes on Daedalus ward. record "6/8/98 · 
Transferred from Philip ward QAH for 4-6 weeks assessment and observation 
and then decide on placement. Medical history of advanced dementia, urinary 
tract infection and dehydration" and that she was seen by Dr Peters. The 
nursing assessment sheet notes "does have pain at times unable to ascertain 
where". The nutrition care plan states on 61

h August 1998 "Due to dementia 
patient has a poor dietary intake". And dietary intake is recorded between 121h 
August and 18th August but not before or following these dates. Nursing entries 
in the contact record state on 17th August 1998 "Condition has generally 
deteriorated over the weekend Daughter seen- aware that mums condition is 
worsening, agrees active treatment not appropriate and to use of syringe driver 
if Mrs Wilkie is in pain". There is no entry in the notes on 20t~ August or 
preceding few days indicating Mrs Wilkie was in pain. 
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4.4 A nursing entry on 21st August 1998 at 1255h states "Condition deteriorating 
during morning. Daughter and granddaughters visited and stayed. Patient 
comfortable and pain free': There are a number of routine entries in the period 
6t11 August 1998 to death on 21 81 August 1998 in nutrition, pressure area care, 
constipation, catheter care, and personal hygiene. The nursing care plan 
records no significant deterioration until 21st August where it is noted death was 
pronounced at 2120h by staff nurse Sylvia Roberts. Cause of death was 

. recorded as bronchopneumonia. 

4.5 The drug charts records that Or Barton prescribed as a regular daily review (not 
intermittent as required) prescription diamorphine 20-200mg/24hr, hyoscine 
200-800microg/24hr and midazolam 20-80mg/24hr all to be administered 

· subcutaneously. The prescription is not dated. Drugs were first administered 
on 20th August, diamorphine at 30mg/24hr and midazolam 20mg/24hr from 
1350h and then again on 21st August. Mrs Wilkie had not been prescribed or 
administered any analgesic drugs during her admission to Daedalus ward prior 
to administration of the diamorphine and midazolam infusions. During the 
period 16th-18th August she was prescribt?d and received zopiclone (a sedative 
hypnotic) 3.75mg nocte and co-danthramer 5-1 Oml (a laxative) orally. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 

4.6 Primary responsibility for the medical care of Mrs Wilkie during her admission to 
Daedalus ward lay with Or Lord, as the consultant responsible for her care. She 
saw Mrs Wilkie on 1 0\h August 1998, 11 days prior to her death. My 
understanding is that da:y-to-day- medical care was the responsibility of the 
clinical assistant Or Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital. Ward nursing staff were responsible 
for assessing and monitoring Mrs Wilkie and informing medical staff of any 
significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
4. 7 The initial diagnosis of a urinary tract infection and dehydration wr.:s reasonable 

and appears correct. Mrs Wilkie had a diagnosis of dementia, which there was 
clear evidence for. The entry by Or Lord on 1 otn August 1998 provides a 
reasonable assessment of her functional level at this time, and a plan to review 
appropriate placement in one month's time. No diagnosis was made to explain 
the deterioration Mrs Wilkie is .reported to have experienced around 15th 
August. There is no medical assessment in the no_tes following 1 0\h August 
except documentation on 21st August 1998 of a marked deterioration. There is 
no clear evidence that Mrs Wilkie was in pain although she was commenced on 
opiate analgesics. 

Evaluation of drugs prescribed and the administration regimens 
4.8 No information is recorded in the medical or nursing notes to explain why Mrs 

Wilkie was commenced on diamorphine and hyoscine infusions. In my opinion 
there was no indication for the use of diamorphine and hyoscine in Mrs Wilkie. 
Other oral analgesics, such as paracetamol and mild opiate drugs could and · 
should first have been tried, if Mrs Wilkie was in pain, although there is no 
evidence that she was. If these were inadequate oral morphine would have 
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been the next appropriate choice. From the information I have seen in the 
notes it appears the diamorphine and midazolam may have been commenced 
for non-specific reasons, perhaps as a non-defined palliative reasons as it was 
judged she was likely to die in the near future. 

4.9 I consider the undated prescription by Or Barton of subcutaneous diamorphine 
20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 20-
80mg/24hr to be poor practice and potentially very hazardous. I consider it poor 
and haz~rdous management to initially commence both diamorphine and 
midazolam in a frail elderly underweight patient with dementia such as Mrs 
Wilkie. The combination could result in profound respiratory depression and it 
would have been more appropriate to review the response to diamorphine 
alone before commencing midazolam, had it been appropriate to commence 
subcutaneous analgesia, which as I have stated before was not the case. 

Quality and sufficiency of the medical records 
4.10 The medical and nursing records during her stay on Daedalus ward are 

inadequate not sufficiently detailed, and do not provide a clear picture of Mrs 
Wilkie's condition. In my opinion the standard of the notes falls below the 
expected level of documentation on a continuing care or rehabilitation ward. 
The assessment by Or Lord on 1 Qth August 1998 is the only satisfactory 
medical note entry during her 15 day stay on Daedalus ward. 

Appropriateness and justification of the decisions that were made 
4.11 As discussed above I do not consider the decision to commence diamorphine 

and hyoscine was appropriate on the basis of the information recorded in the · 
clinical notes. 

Recorded causes of death 
4.12 There was no specific evidence that bronchopneumonia was present, although 

this is a common pre~terminal event in frail older people, and is often entered as 
the final cause of death in frail older patients. I am surprised the death 

· certificate did not apparently refer to Mrs Wilkie's dementia as a contributory 
cause. lt is possible Mrs Wilkie's death was due at least in part to respiratory 
depression from the diamorphine she received, or that the diamorphine led to 
the development of bronchopneumonia. However since there are no clear 
observations of Mrs Wilkie's respiratory observations it is difficult to know 
whether respiratory depression was present Mrs Wilkie deteriorated prior to 
administration of diamorphine and midazolam infusion, and in view of this, my 
opinion would be that although the opiate and sedative drugs administered may 
have hastened death, and these drugs were.not indicated, Mrs Wilkie may well 
have died at the time she did even if she had not received the diamorphine and 
midazolam infusions. 

Duty of care issues . 
4.13 Medical and nursing staff on Oaedalus ward had a duty of care to deliver 

medical and nursing care, to monitor, and to document the effects of drugs 
prescribed to Mrs Wilkie. In my opinion this duty of care was not adequately 
met, the prescription of diamorphine and midazolam was poor practice and this 
may, have contributed to Mrs Wilkie's death. 

Summary 
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4.14 In my· opinion the prescription of subcutaneous diamorphine and midazolam 
was inappropriate, and probably resulted in depressed conscious level and · 
respiratory depression, which may have hastened her death. However Mrs 
Wilkie was a frail very dependent lady with dementia who was at high risk of 
developing pneumonia. lt is possible she would have died from pneumoni!3 
even if she had not been administered the subcutaneous sedative and opiate 
drugs. 
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Robert WILSON 

5.1 Mr Wilson was 75 years old man when he was admitted to Queen Alexandra 
Hospital on 22nd September 1998 after he sustained a proximal fracture of the 
left humerus. He was treated with morphine, initially administered intravenously 
and then subcutaneously. He developed vomiting. On 241

h September he was 
given 5mg diamorphine and lost sensation in the left hand. On 29th September 

·an entry in the medical notes states "refto social worker, review resus status. 
Not for resuscitation in view of quality of life and poor prognosis". 

5.2 On 7th October the notes record he was "not keen on residential home and 
wished to return to his own home': Dr Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Dr Lusznat's letter on 81h October . 
notes that Mr Wilson had been sleepy and withdrawn' and low in mood but was 
now eating and drinking well and. appeared bright!3r.in .mood ... His _Barthel.~~ore _ 
was 5/20. Dr Lusznat noted he had a heavy alcohol intake during the last 5 
years, At the time he was seen by Dr Lusznat her was prescribed thiamine 100 · 
mg daily, multivitamins two tablets daily, senna two tablets daily, magnesium 
hydroxide 1 0 mls twice daily and paracetamol 1 g four time daily. On 
examination he had mildly impaired cognitive function (Mini Mental State 
Examination 24/30). Dr Lusznat considered Mr Wilson might have developed 
an early dementia, which could have been alcohol related, Alzheimer's disease 
or vascular-dementia. An antidepressant trazadone 50mg nocte was 
commenced. Dr Lusznat states at the end of her letter "On the practical side he . 
may well require nursing home care though at the moment he is strongly 
opposed to that idea I shall be happy to arrange follow up by our team once We 

· know when and where he is going to be discharged''. On 13th October the 
medical notesrecord a ward round took place, that he required both nursing 
and medical care, was at risk of falling and th·at a short spell in long-term NHS 
care would be appropriate. Reviewing the drug charts Mr Wilson was taking 
regular soluble paracetamol (1 g ·four times daily)_ and codeine phosphate 30mg 
as required for pain. Between 8th and 13th October Mr Wilson was administered 
four doses of 30mg codeine. Mr Wilson's weight in March 1997 was 93Kg 

5.3 On the 14th October Mr Wilson was transferred to Dryad Ward. An entry in the 
medical notes by Dr Barton reads "Transfer to Dryad ward continuing care. 
HPC fracture humerus. needs help with ADL (activities of Daily Living), hoisting, 
c'ontinent, Barthel 7. Lives with wife. Plan further mobilisation:' On 16th 
November' the notes record; 'Decline overnight with S.O.B. o/e? weak pulse. 
Unresponsive to spoken work. Oedema ++ in arms and legs. Diagnosis ?silent 
Ml, ? decreased_ function. tfrusemide to 2 x 40mg om '. On 17th October 
the notes record 'comfortable but rapid deterioration: On 18th October staff 
nurse Collins records death at 2340h. Cause of death is recorded as 
congestive cardiac failure. 

5.4 Nursing notes state in the summary section on 14th October "History of left · 
humerus fracture, arm in collar and cuff. Long history of heavy drinking. L VF 
chronic oedematous legs. SIB Dr Barton. Oramorph 1 Omg/5ml given. Continent 
of urine- uses bottles". On 151

h October"Commenced oramorph 10mg/5ml4 
hrly for pain in L arm. Wife seen by sis. Hamblin who explained Robert's 
condition is poor'. An earlier note states "settled and slept welf'. On 16th 
October "seen by Or Knapman an as deteriorated over night. Increase 
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frusemide to BOmgdai/y. For A.N.C (active nursing care)". Later that day a 
further entry states "Patient very bubbly chest this pm. Syringe driver . 
commenced 20mg diamorphine, 400mcgs hyoscine. Explained to family reason 
for driver'. A separate note on 16th October in the nursing care plan states 
"More secretions- pharyngeal- during the night, but Robert hasn't been 
distressed. Appears comfortabfe'~· On 171n October 0515h "Hyoscine increased 
to· 600mcgs as oro-pharyngeal secretions increasing. Diamorphine 20mg." 
Later that day a further entry states "Slow deterioration in already poor 
condition. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed at 15.50 sic diamorphine 40mg, midazofam 20mcgs, 
hyoscine BOO mcgs". A later note states "night: noisy secretions but not 
distressing Robert. Suction given as required during night. Appears 
comfortable". On 1stn October "further deterioration in already poor condition. 
Syringe driver reviewed at 14:40 sic diamorphine 60mg, midazolam 40mg, 

. ··--····hyoscine 1200mcg. Continues to require regular.suction". 

5.5 The medication charts record administration of the following drugs: 
14 Sep 1445h ora morph 1 Omg 

2345h ora morph 1 Omg 
16 Sep 1610h diamorphine 20mg/24 hr, hyoscine 400 microg/24hr 

subcutaneous infusion 
17 Sep0515h diamorphine 20mg/24hr, hyoscine 600 mrcrog/24hr 

· 1550h diamorphine 40mg/24hr, hyoscine 800 microg/24hr 
midazolam 20mg/24hr 

18 Sep 1450h diamorphine 60mg/24hr, hyoscine 1200 microg/24hr 
mldazolam 40mg/24hr 

Frusemide was administered at a dose of BOmg daily at 0900h on 151h and 16th 
October.·· An additional 80 mg·oral dose was administered at an unstated time. 
on 16th October. · 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
5.6 Responsibility for the care of Mr Wifson during his admission to Dl)'ad ward fay 

with Or Lord as the consultant responsible for his care. My understanding is 
·that day to day medical care was delegated to the clinical assistant Or Barton 
and during the out of hours responsibility was with the on call doctor based at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mr Wifson and informing medical staff of any significant 
deterioration. 

5. 7 Or Lusznat was responsible for assessing Mr Wilson and making further 
recommendations concerning hiS! future care when he was seen at Queen . 
Alexandra HospitaL 

Accuracy of diagnosis and prognosis including risk assessments 
5.8 Dr Barton assessed Mr Wifson on gth October the day he was transferred to 

Dyad ward. There was a plan to attempt to improve his mobilisation through 
rehabilitation. There is no record of any significant symptomatic medical 
problems, in particular any record that Mr Wifson was in pain in the medica[ 
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notes. The nursing notes suggest Mr Wllson was prescribed ora morph for pain 
in his arm following his admission to Dryad Ward. He was prescribed 
paracetamol to take as required but did not receive any paracetamol whilst on 
Dryad Ward. 

5.9 Mr Wifson deteriorated on 15th September when he became short of breath: 
The working diagnosis was of heart failure due to a myocardial infarct. I do not 
consider the assessment by the on call doctor of Mr Wi!son was adequate or 
competent. There is no record of his blood pressure, clinical examination 
findings in the chest {which might have indicated whether he had signs of 
pulmonary oedema or pneumonia). In my opinion an .ECG should have been 
obtained that night, and a Chest Xray obtained the following morning to provide 
supporting evidence for the diagnosis. Mr Wilson was admitted for 
rehabilitation not terminal care and it was necessary and appropriate to perform 
reasonable clinical assessments and investigations to mal<e,a.corr,ect. 
diagnosis: 

5. 10 Following treatment Mr Wilson was noted to have had a rapid deterioration. 
The medical and nursing teams appear to have failed to consider that Mr 
Wilson's d~terioration may have been due to the diamorphine infusion. In my 
opinion when Mr Wilson was unconscious the diamorphine infusion should 
have been reduced or discontinued. The nursing and medical staff failed to 
record Mr Wilson's respiratory rate, which was likely to have been reduced, 
because of respiratory depressant effects of the diamorphine. The diamorphine 
and hyoscine infusion, should have been discontinued to determine whether this 
was contributing to his deteriorating state. There is no record of the reason for 
the prescribing of the midazofam infusion commenced the day before his death. 

·At this time the nursing notes record he was comfortable .. Mr Wilson did not 
improve. The medical and nursing teams did not appear to consider that the 
diamorphine, hyoscine and midazolam infusion could be a major contributory 
factor in Mr Wilson's subsequent decline. The infusion should have been 
discontinued and the need for this treatment, in my opinion unnecessary at the 
time of commencement, reviewed .. 

Evaluation of drugs prescribed and the administration regimens 
5.11 The initial prescription and administration of oramorph to Mr Wilson foflowing 

his transfer to Dryad ward was in my opinion inappropriate. His pain had been 
controlled with regular paracetamol and as required codeine phos.phate·(a mild 
opiate) prior to his transfer, and in the first instance these should have been 
discontinued. · 

5.-12 ·I am unable to establish when Or Barton wrote the prescription for 
subcutaneous diamorphine 20-200mg/24hr, hyoscine 200-800microg/24hr, and 
midazolam 20-80mg/24hr as these are undated~ The administration of 
diamorphine and hyoscine by subcutaneous infusion as a treatment for the 
diagnosis of. a silent myocardial infarction was in my ~pinion inappropriate. The 
prescription of a single dose of intravenous opiate is standard treatment for a 
patient with chest pain following myocardial infarction is appropriate standard 
practice but was not indicated in Mr Wilson's case as he did not have pain. The 
prescription ofan initial single dose of·diamorphine is appropriate as a 
treatment far pulmonary oedema if a patient fails to respond to intravenous 
diuretics such as·frusemide. Mr Wilson was not administered intravenous 

27 



I e .. 

GMC1 00096-0489 

frus~mide or another loop diuretic. Instead only a single additional oral dose of 
frusemide was administered. In my opinion this was an inadequate response to 
Mr Wilson's deterioration. The prescription of continuous subcutaneous 
infusion of diamorphine and hyoscine is not appropriate treatment for a patient 
who is pain free with a diagnosis of a myocardial infarction and heart failure. 
When opiates are used to treat heart failure, close monitoring of blood pressure 
and respiratory rate, preferably with monitoring of oxygen saturation is required. 
This was not undertaken. 

5.13 The increase in diamorphine dose to 40mg/24hr and then 60mg/24 hr in the 
following 48 hours is. not appropriate when the nursing and medical notes 
record no evidence that Mr Wilson was in pain or distressed at this time. This 
was poor practice and potentially very hazardous. Similarly the addition of 

. midazolam ar)d subsequent increase in dose to 40mg/24hr was in my opinion 
· -"'·-~- ·· ···-.. ,.,,highly-inappropriate and would be expected to carry a high risk of producing 

profound depression of conscious level and respiratory drive. 

Quality and sufficiency of the medical records 
5.14 The initial entry in the medical. records by Dr Barton on 14th October is 

reasonable and sufficient. 'The subsequent entries relating to Mr Wilson's 
deterioration are in my opinion inadequate, and greater detail and the results of 
examination findings should have been recorded. No justification for the 
increases in diamorphine, midazolam and hyoscine dose. are written in the 
medical notes. The nursing notes are generally of adequate quality but I can 
find no record of fluid and food intake by Mr Wilson. 

·Appropriateness and justification of the decisions that were made 
5.15 I eonside(the prescription of oramorph was mappropriate. The subsequent 

prescription and administration of diamorphine, hyoscine and midazolam was 
highly inappropriate, not justified by information presented in the notes and 
could be expected to result in profound depression of conscious level and 

. respiratory depression in a frail elderly man such as Mr Wilson. 

Recorded causes of death 
5.16 The recorded cause of death was congestive cardiac failure. The limited 

clinical information recorded in the absence of a chest Xray result or post-
. mortem findings, suggest this may have been the cause of Mr Wilson's death. 
However.in my opinion it is highly likely that the diamorphine, hyoscine and 
midazolam infusion led to respiratory depression and/or bronchopneumonia 

· and it is possible that Mr Wilson died from drug induced respiratory depression. 

Duty of care issues 
5.17 Medical and nursing staff on Dryad ward had a.duty of care to deliver 

appropriate medical and nursing care to Mr Wilson, and to monitor the effects 
of drugs prescribed. In my opinion this duty of care was not adequate. The 
administration of high doses of diamorphine and midazolam was poor practice 
and may have contributed to Mr Wilson's death. 

Summary 
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5..18 Mr Wilson was a frail elderly man with early dementia who was physically 
dependent. Following his admission to Dryad ward he was, in my opinion, 
inappropriately treated with high doses of opiate and sedative drugs. These 
drugs are likely to have produced respiratory depression and/or the 
development of bronchopneumonia and may have contributed to his death. 
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Eva PAGE 

6.1 Eva Page was 87 years old when admitted as an emergency on 6th February 
1998 to the Department of Medicine for Elderly People at Queen Alexandra 
Hospital. The medical notes record that she had experienced a general 
deterioration over the last 5 days was complaining of nausea and reduced 
appetite and was dehydrated. She had felt 'depressed' during the last few . 
weeks. On admission she was taking ramipril 5mg once daily (a treatment for 
heart failure and hypertension), frusemide 40mg once daily·(treatment for fluid 
retention), digoxin 125microg once daily (to control irregular heart rate), sotalol 
40 mg twice daily (to control irregular heart rate), 'aspirin 75 mg once daily (to 
prevent stroke and myocardial infarction) and sertraline 50mg once daily (ati 
antidepressant commenced by her general practitioner on 26th January 1998). 
A discharge summary and medical notes relating to an admission in May 1997 

- .. , .~ .. states that she was admitted with acute confusion, had reduced movement on 
the right side arid was discharged back to her residential home on aspirin. No 
admitting diagnosis is recorded in the clerking notes written by Or Harris on 6th 
February 1998 but they record that "patient refuses iv fluids and is wi!Ung to 
accept increased oral fluids". 

6.2 On 7th February 1998 the medical notes record an opacity seen on the chest 
· Xray and sate "mood low. Feels frightened- doesn't know why. Nausea and 

??. Little else. Nil clinically." An increased white cell count is noted'(13.0) and 
antibiotic;:s commenced. A.subsequent chest Xray report (un·dated) states 
there is a Scm mass superimposed on the left hilum highly suspicious of 
malignancy. The medical notes on 11 February 1 998 record this at the Xray 
meeting. On 12th February 1998 the notes record(? Or Shain) 'In view of 
advanced age aim· in the managemem 'should be pafliative care .. Charles· Ward 
is suitable. Not for CPR~ On 13th February the notes record 'remains v low 
Appears to have 'given up' dlw son re probably diagnosis d!w RH (residential 
home) re ability to cope'. The notes record· 'son agrees not suitable for invasive 
Tx (treatment). Matron from RH visiting today will check on ability to cope.' 

6.3 On 19th February the notes record she fell on the ward and experienced minor 
cuts. On 16th February 'gradual deterioration, no pain, confused. For Charles 
Ward she could be discharged to community from Charles Ward: On 19th. 
February the notes summarise her problems 'probable Carcinoma of the 
bronchus, previous left ventricular failure, atrial fibrillation, digoxin toxicity and a 
transient ischaemic attack, that she was sleepy but responsive, states that she 
is frightened but doesn't know why. Says she has forgotten things, not possible 
to elicit what she can't remember, low MTS (mental test score). Plan 
encourage oral fluids, sic fluid over night if tolerated. Continue 
antidepressants'. On 18th February the medical notes state "No change. 
Awaiting Charles Ward bed". 

6.4 The nursing notes record she was confused but mobilised independently. On 
19th February she was transferred to Charles Ward instead of the preferred 
option of a bed at Gosport Hospital, which the notes record was full ('no beds'). 
The Queen Alexandra Hospital medical notes record a summar)t of her 
problems on 19th February prior to transfer as follows " Diagnosis CA bronchus 
probable [no histology} Diag based on CXR. PMH 95 L VF + AF 95 Digoxin 
toxicity 97 TIA. Admitted 6.2.98 general deterioration CXR ? Ca Bronchus. 
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Well defined 0 lesion. Exam: sleepy but responsive answers appropriately. 
States that she is frightened but doesn't know why. Says she has forgotten 
things. Not possible to elicit what she can't remember. Low MTS" and "Feels in 
general tired and very thirsty. Plan encourage oral fluids, sic fluid overnight is 
tolerated continue antidepressants". 

6.5 The medical notes on 23rcl February record diagnoses of depression, dementia, 
? Ca bronchus, ischaemic heart disease and congestive heart faifure. On 25th 
February Or Lord records in the medical notes "confused and some agitation 

6.6. 

6.7 

. towards attemoon- evening try tds (three times daily) thioridazine, son in 
Gosport, transfer to Gosport 27/2, heminevrin pm nocte '. A further entry states 
'All other drugs stopped by Or Lord: 

Mrs Page was transferred to Dryad ward at Gosport War Memorial Hospital on 
271

h February 1998. Or Barton writes in.the.medical.notes "Transfer to Dryad 
ward continuing care, Diagnosis of Ca Bronchus on CXR on admission. 
Generally unwell off legs, not eating, bronchoscopy not done, catheterised, 
needs help with eating and drinking, needs hoisting, Barthel 0. Family seen 
and well aware of prognosis. Opiates commenced. I'm happy for nursing.staff to 
confirm death". The nursing notes state she was admitted for 'palliative care', 
that she had a urinary catheter (inserted on 22nd February 1998) was 
incontinent of faeces, and was dependent for washing and dressing but could. 
hold a beaker and pick up small amounts of food. Barthel Index was 2/20. The 
nursing action plan states 'encourage adequate fluid intake: On 28th February 
an entry in the medical notes by Dr Laing (duty GP) record 'asked to see: 
confused. Feels 'lost' agitated esp. night/evening, not in pain, to give , 
thioridazine 25mg tds regular, heminevrin noct. The nursing notes record she 
was very distressed and-that she was administered thioridazine and Oramorph 
2.5ml. 

qn 2na March Or Barton records 'no improvement on major tranquillisers. I 
suggest adequate.opioids to control fear and pain; Son to be seen by Or Lord 
today'. A subsequent entry by Or Lord on th~ same' day states ' spitting out 
thioridazine, quieter on pm se diamorphine. Fentanyl patch started today. 
Agitated and calling out even when staff present (diagnoses) 1) Ca Bronchus 2) 
? Cerebral metastases. -et (continue) fentanyl patches.' A further entry by Or 
Lord that day records 'son seen. Concerned about deterioration today. 
Explained about agitation and that drowsiness was probably due in part to 
diamorphine. He accepts that his mother is dying and agrees we continue . 
present planof Mx (management)". 

6.8 On 2nd March the nursing notes record "commenced on Fentany/25mcg this 
am. Very distressed this morning seen by Or Barton to have and diamorphine 
5mg i/m (intramuscular) same given 081 Oh by a syringe driver. A further entry 
the same day states "SIB Or Lord. Diamorphine 5mg ilm given for syringe 
driver with diamorphine loaded'. On 3rc1 March a rapid deterioration in Mrs 
Page's condition is recorded 'Neck and left side of body rigid- right side rigid, 
At 1 050h diamorphine and midazolam were commenced by syringe driver. 
Death is recorded later that day at 2130h, 4 days. following ad mission to Dyad 
ward. 
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The prescription charts (which are incompletely copied in notes made available 
to me} indicate she received the following drugs during this admission Two 
doses of. intramuscular diamorphine 5 mg were administered at 0800 and 
1500h (date not visible} 
~8 Feb 1 998 1300h thioridazine 25mg 

1620h oramorph Smg 
2200h heminevrin 250mg in Sml 

1 Mar 1998 0700h thioridazine 25 mg 
1300h thioridazine 25 mg 
2200h heminevrin 250mg 

2 Mar 1 998 O?OOh thioridazine 25mg 
0800h fentanyl 25microg 

3 Mar 1998 1 050h diamorphine 20mg/24hr, midazolam 20 mg/24hr 
by subcutaneous infusion 

On 271
h February Or Barton prescribed thioridazine 25mg (prn tds) and 

Oramorph (1 Omg/5ml) 4hrly prn. On znd March Dr Barton prescribed fentanyl 
25microg patch (x3 days) to take as required (prn). On 3rd March Dr Barton 
prescribed diamorphine 20-200mg/24hr, hyoscine 200-800ucg/24hr and 
midazolam 20-80mg/24hr by subcutaneous infusion. 
The notes do not indicate that the fentanyl patch was removed and I would 
assume this was continued when the diamorphine and midazolam infusion was 
commenced. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
6.'1 0 Primary: responsibility for the medical care of Mrs Page during her admission to 

Dryaq Ward lay with Dr Lord, as the consultant responsible for his care. She 
saw Mrs Page 2 days before her transfer to Dryad ward and two days following 
her admission, the day before she died. My understanding is that day-to-day 

. medical care was the responsibility of the clinical assistant Dr Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mrs 

( Page and informing medical staff of any significant deterioration. e·_ 
Accuracy of diagnosis and prognosis including risk assessments . 
6.11 The assessment and man~gement of Mrs Page at Alexandra Hospital was in 

my opinion competent and considered. From the information in the clinical 
notes I would agree with the diagnosis of probable carcinoma of bronchus. The 
decision to prescribe an antidepressant was in my opinion appropriate. Prior to 
transfer to Dryad ward she was not in pain but yvas transferred for palliative 
care. Although Mrs Page was dearly very dependent and unwell, _it is not clear 
why Dr Barton prescribed opiates to Mrs Page on admission to Dryad ward · 
when there is no evidence she was in pain. I suspect the reason was to provide 
relief for Mrs Page's anxiety and agitation. This is a reasonable indi<;:ation for 
opiates in the palliative care of a patient with known inoperable carcinoma. Mrs 
Page was noted to be severely dependent, Barthe! Index 0, and in conjunction 
with a probable carcinoma of the bronchus the assessment that she required 
palliative care and was likely to die in the near future was appropriate. 

Evaluation of drugs prescribed and the administration regimens 
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6.12 The prescription of the major tranquilliser thioridazine for anxiety was 
reasonable and appropriate. The prescribing of the sedative/hypnotic drug 
heminevrin was similarly reasonable although potential problems of sedation 
from the combination need to be considered. Mrs Page was not in pain but I 
consider the prescription of ora morph on 28th Februal)' to attempt to improve 
her distress was reasonable. By 2nd March Mrs Page remained-very distressed 
despite prescription of Oramorph, thioridazine and heminevrin. Since the notes 
reported she was more settled following intramuscular diamorphine and she 
had been spitting out her oral medication, j would consider it appropriate to 
prescribe a transdermal fentanyl patch to provide continuing opioid drugs to 
Mrs Page. The lowest dose patch was administered but it would have been 
important. to be aware of the potential for depression of respiration and/or 
conscious level that could occur. 

6.13 J do not understand why subcutaneous diamorphine and midazolam infusions 
were commenced on 3rn March when Mrs Page had deteriorated whilst on the 
fentanyl patch. There is no indication in the notes that Mrs Page was in pain or 

. distressed. The notes describe h.er as having undergone a rapid deterioration, 
which could have been due to a number of different causes, including a stroke 
or an adverse effect. of the fentanyl patch. In my opinion the prescription by Or 
Barton of subcutaneous diamorphine 20-200mg/24hr prn, hyoscine 200-
800microg/24hr and midazolam 20-80mg/24hr was poor practice and 
potentially very hazardous. I would judge it poo,r management to initially 
commence both diamorphine and midazolam in a frail elderly underweight 
patient such as Mrs Page who was already receiving transdermal fentanyl. 
would expect very clear reasons to support the use pf the drugs to be recorded 
in the medical notes. The combination could result in profound respiratory 
depression and there are no symptoms recorded which suggest the. 
administration of either drug was appropriate. 

Quality and sufficiency of the medical records 
6.14 The medical and nursing records relating to Mrs Page's admission to Dryad 

ward are in my view of adequate quality, although as stated above the reasons 
for the use of midazolam and diamorphine are not recorded in either the 
medical or nursing notes. 

Appropriateness and justification of the decisions that were made 
6.15 In my opinion the majority of management and prescribing decisions made by 

medical and nursing staff were appropriate. The exception is the prescription of 
dlamorphine and midazolam on the day ·of Mrs Page's death. From the 
information I have seen in the notes it appears that Dr Barton may have 
commenced the diamorphine and midazolam infusion for non-specific reasons 
or for non-defined palliative reasons when it was judged she was likely to die in 
the near future. 

Recorded causes of death 
6.16 In the absence of a post-mortem the recorded cause of death is reasonable. 

Mrs Page had a probable carcinoma of the bronchus and experienced a slow 
deterioration in her general health. and functional abfllties. lt is possible that Mrs 
Page died from drug induced respiratory depression. However Mrs Page was 
at high risk of dying from the effects of her probable carcinoma of the bronchus 
even if she had not received sedative and opiate drugs. Bronchopneumonia 
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can also occur as a complication of opiate and sedative induced respiratory 
depression but also in patients deteriorating from malignancy. In the absence 
of post-mortem, ri=!diological data (chest Xray) or recordings of Mrs Page's 
respiratory rate I would consider the recorded cause of death was possible. 
The deterioration on between the znd March and 3rd March could have been 
secondary to the fentanyl patch she received but again could have occurred in 
the absence of receiving this drug. There are no accurate records of Mrs 
Page's respiratory rate but significant potentially fatal respiratory depression 
was likely to have resulted could have resulted from the combination of 
diamorphine, midazolam and fentanyl. 

Duty of care issues 
. 6.17 Medical and nursing staff on Dryad ward· had a duty of care to deliver medical . 

and nursing care, to monitor Mrs Page and to document the effects of drugs 
prescribe·d. In my opinion this duty of care was adequately met except dwing 
the last day of her life when the prescription of diamorphine and midazolam was 
poor practice and may have contributed to Mrs Wilkie's death. 

Summary 
6.18 Mrs Page was a frail elderly lady with probable carcinoma of the bronchus who 

had been deteriorating during the two weeks prior to admission to Dryad ward. 
ln general l consider the medical and nursing care she received was 
appropriate and of adequate quality. However I cannot identify a reason for the 
prescription of subcutaneous diamorphine, midazolam and hyoscine by Or 
Barton on the 3rd March. In my view this was an inappropriate, potentially 
hazardou·s prescription. I would consider it highly likely that Mrs Page 
experienced respiratory depression and profound depression of conscious level 
fro"m the combination of these two drugs and fentanyl but I cannot exclude other 
causes for her deterioration and death at this time such as stroke or 
pneumonia. 
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Opinion on clinical management at Gosport War Memorial Hospital 
· based on review of five cases presented by Hampshire Police 

7.1 My opinion on the five cases f have been asked to review at Gosport War 
Memorial Hospital must be considered in context. My understanding is that the 

· five cases have been selected by Hampshire Police because of concerns 
expressed relating to the management of these patients. Therefore my 
·comments should nqt be interpreted as an opinion on the quality of care in 
general at Gosport War Memorial Hospital or of the general quality of care by 
the clinicians 'involved. My comments also relate to a period 2-4 years ago and 
the current clinical practice at the hospital may be very different today. An 
opinion on the quality of care in general at the hospital or of the clinicians would 
require a systematic review of cases, selected at random or with pre-defined 
patient characteristics. Examination of selected cases is not an appropriate 

· mechanism to comment on·the general-quality of care of an institution or 
individual practitioners. 

7.2 However having reviewed the five cases I would consider they rais·e a number 
of concerns that merit further examination by independent enquiry. Such 
enquiries could be made through further police interviews or perhaps more 
appropriately through mechanisms within the National Health Service, such as 
the Commission for Health Improvement, and professional medical and nursing 
bodies such as the General Medical Council or United Kingdom Central Council 
for Nursery, Midwifery and Health Visiting, 

7.3 My principle concerns relate to the following three areas of practice: 
prescription and administration of subcutaneous infusions of opiate and 
sedative drugs in patients with non-malignant disease, lack of training and 
appropriate medical supervision of decisions made by nursing staff, and the 
level of nursing and non-consultant medical skills on the wards in relation to the 
management of older people with rehabilitation needs. 

7.4 In all five cases subcutaneous infusions of diamorphine and in combination with 
sedative drugs were administered to older people who were mostly admitted for 
rehabilitation. One patient with carcinoma of the bronchus was admitted for 
parriative care. Although intravenous infusion of these drugs are used 
frequently in intensive care settings, very close ·monitoring of patients is 
undertaken to ensure respiratory depression does not occur. Subcutaneous 
infusion of these drugs is also used in palliative care, but the British National 
~>:>rmulary indicates this route should be used only when the patient is unable 
to take medicines by mouth, has malignant bowel obstruction or where the 
patient does not wish to take regul~r medication (Appendix 2). In only one case 
were these criteria clearly fulfilled i.e. in Mrs Page who was refusing to take oral 
medication. Opiate and sedative drugs used were frequently used at excessive 
doses and in combination with often no indication for dose escalation that took 

·place. There was a failure by medical and nursing staff to recognise or respond 
to severe adverse effects of depressed respiratory function and conscious level 
that seemed to have occurred in all five patients. Nursing and medical staff 
appeared to have little knowledge of the adverse effects of these drugs in older 
people. · 
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7.5 Review of the cases suggested that the decision to commence and increase 
the dose of diamorphine and ·sedative drugs might have been made by nursing 
staff without appropriate consultation with medical staff. There is a possibility 
that prescriptions of subcutaneous infusions of diamorphine, midazolam and 
hyoscine may have been routinely written up for many older frail patients 
admitted to Daedalus and Dryad wards, which nurses then had the discretion to 
commence. This practice if present was highly inappropriate, hazardous to 
patients and suggests failure of the senior hospital medical and managerial staff 
to monitor and supervise care on the ward. Routine use of opiate and sedative 
drug infusions without clear indications for their use would raise concerns that a 
culture of "involuntary euthanasia" existed_on the ward. Closer enquiry into the 
ward practice, philosophy and individual staffs understanding of these 
practices would be necessary to establish whether this was the case. Any 
problems may have been due to inadequate training in management of older 
patients. ltwould be important to examine levels of staffing in relation to,patie~~ .~, ... -,'-<"·~
need during this period, as the failure to keep adequate nursing records could 
have resulted from under-staffing of the ward. Similarly there may have been' 
inadequate senior medical staff input into the wards, and it would be important 
to examine this in detail, both in terms of weekly patient contact and in time 
available to lead practice development on the wards. My review of Dr Lord's 
medical notes and her statement leads me to conclude she is a competent, · 
thoughtful geriatrician who had a considerable clinical workload during the 
period the above cases took place. · 

7.6 I consider the five cases raise serious concerns about the general management 
of older people admitted for rehabilitation on Daedalus and Dryad wards and 
that the level of skills of nursing and non-consultant medical staff, particularly Dr 
Barton, were nofadequate at fhe -time.these patients were admitted. 

7.7 Having reviewed the five cases presented to me by Hampshire Police, I 
consider they raise serious concerns about nursing and medical practice on 
Daedalus and Dryad wards at Gosport War Memorial Hospital. In my opinion a 
review of practice at the institution is necessary, if this has not already taken 
place. I would recommend that if criminal proceedings do not take place, that 
these cases are brought to the attention of the General Medical Council and 
United Kingdom Central Council for Nursery, Midwifery and _Health Visiting, ·in 
refation to the professional competence of the medical and nursing staff, and 
the Commission for Health Improvement, in relation to the quality of service 
provided to older people in the Trust. 
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APPENDIX 1 

Pharmacology ~f Opiate and Sedative Drugs 

Morp~ine 

8.1 Morphine is a potent opiate analgesic considered by many to the 'drug of 
choice' for the control of acute pain (Therapeutic Drugs Dollery). 

GMC1 00096-0498 

Recommended starting dosage regimens for a fit adult of 70Kg are for 
intravenous bolus dosing 2.5mg every 5 min until analgesia achieved with 
monitoring of the duration of pain and dosing interval, or a loading dose of 5-
15mg over 30min than 2,5mg - 5mg every hour. A standard reference text · 
recommends 'morphine doses should be reduced in elderly patients and titrated 
to provide optimal pain relief with minimal side effects'. Morphine can be used 
for sedation where sedation and pain relief are indicated, Dollery comments 'it 
should-be noted that morphine· is not indicated as a-sedative drug for long-term 
use. Rather the use of morphine is indicated where the requirement for pain 
relief and sedation coexist such as in patients admitted to intensive care units 
and other high dependency areas, the morphine dose should be titrated to 
provide pain relief and an appropriate level of sedation. Frequently other 
pharmacological agents (e.g.: benzodiazepines) are added to this regimen to 
increase the level of sedation': 

8.2 Diamorphine 
8.3 

8.4 Fentanyl 
8.5 Fentanyl is a transdermal opioid analgesic available as a transdermal patch. 

The '25' patch releases 25microg/hr. 

8.6 The British National Formulary (copy of prescribing in palliative care attached 
Appendix 2) comments on the use of syringe drivers in prescribing in palliative 
care that drugs can usually be administered by mouth to control symptoms, and 
that indications for the parenteral route are: patient unable to take medicines by 
mouth, where there is malignant bowel obstruction, and where the patient does 
not wish to take regular medication by mouth, lt comments that staff using 
syringe drivers should be adequately trained and that incorrect use of syringe 
·drivers is a common cause of drug errors. 

Heminevrin 

Midazolam 
8.1 Midazolam is a be_nzodiazepine sedative drug. lt is used as a hypnotic, 

. preoperative medication, sedation for procedures such as dentistry and GO 
endoscopy, long-term sedation and induction of general anaesthesia. lot is not 
licensed for subcutaneous use, but is described in the British National 
Formulary prescribing in palliative care section as 'suitable for a veri restless 
patient: it is· given in a subcutaneous infusion dose of 20-100mg/24 hrs. 

8.2 DA standard text describes the use of sedation with midazolam in the intensive 
care unit setting, and states, "sedation is most commonly met by a combination 
of a benzodiazepine and an opioid, and midazolam has generally replaced 
diazepam in this respect'~ lt goes on to state, "in critically HI patients, prolonged 
sedation may follow the use of midazolam infusions as a res~lt of delayed 
administration". Potentially life threatening adverse effects are .described, 
"Midazolam can cause dose-related CNS depression, respiratory and 
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cardiovascular depression. There is a wide variation in susceptibility to its 
effects, the elderly being particularly sensitive. Respiratory depression, 
respiratory arrest, hypotension and even death have been reported following its 
use usually during conscious sedation. The elderly are listed as a high-risk 
group; the elderly are particularly sensitive to midazolam. The dose should be 
reduced and the drug given slowly intravenously in a diluted form until the 
desired response is achieved. In drug interactions the following is stated. 
"midazolam will also potentiate the central depressant effects of opioids, 
barbituates, and other sedatives and anaesthetics, and profound and prolonged 
respiratory depression might resuft. 

Hyoscine 
8.4 The British National Formulary describes hyoscine hydrobromide as an 

antagonist (blocking drug) of acetyl~holine. lt reduces salivary and respiratory 
secretions and provide~ a d~gre·e.of amnesia, sedation an~ antiemesis 
(antinausea). IN some patients, especially the eiderly, hyos'Cine'ma~?ca'use{tlle"'.''"··, . 
central anticholinergic syndrome {excitement, ata.xia, hallucinations, 
behavioural abnormalities, and drowsiness). The palliative care section 
describes it as being given in a subcutaneous infusion dose of 0:6-2.4mg/24 
hours. 

8.5 
Use of syringe drivers 
8.1 The BNF states 'oral medication is usually satisfactory unless there is severe 

nausea and vomiting, dysphagia, weakness, or coma in which case parenteral 
medication may be necessary. In the pain section it comments the non-opioid 
analgesics aspirin or paracetamol given regularly will often make the use· of 
opioids unnecessary. An opioid such as codeine or dextropropoxyphene alone 
or in combination ~ith a non-opioiq an<=!lgesic.at adeq!Jate do?age may be. 
helpful in the control of moderate pain id non-opioids are not sufficient. If these 
preparations are not controlling the pain, morphine is the 'most useful opioid 
analgesic. Alternatives to morphine are hydromoprhine, oxycodone and 
transdermal fentanyl. In prescribing morphine it states 'morphine is given as an 
oral solution or as standard tablets every 4 hour, the initial dose depending 
largely on the patient:s previous treatment. A dose of 5-1 Omg .is enough to 
replace a weaker analgesic. If the first dose of morphine is no more effective 
than the previous analgesic it should be increased by 50% the aim being to 
choose the lowest dose which prevents pain. The dose should be adjusted 
with careful assessment of the pain and the use of adjuvant analgesics (such 
as NSAIDs) should also be considered. Although morphine in a dose of 5~10mg 
is usually adequate there should be no hesitation in increasing it stepwise 
according to response to 1 OOmg or occasionally up to 500mg or higher if 
necessary. The BNF comments on the parenteral route 'diamorphine is 
preferred for injection. The equivalent intramuscular or subcutaneous dose of 
diamorphine is approximately a third of the oral dose of morphine~ 

8.2 In the chapter on pain relief in 'Drugs and the Older Person' Crome writes on 
the treatment of acute pain ' treat the underlying cause and give adequate pain 
relief. The nature of the painful condition, the response of the patient and the 
presence of comorbidity will dictate whether to start with a mild analgesic or to 
go immediately to a more potent drug. In order to avoid the situation that 
patients remain in pain, "starting low" must be followed by regular re-evaluation 
with, if necessary, frequent increases·in·drug dose. The·usualm.ethod of 
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.prescribing morphine for chronic pain is to start with standard oral morphine in 
a dose of 5-1 Omg every four hours. The dose should be halved in frail older 
people. · · 

Prescribing for the Elderly 
The British National Formulary states in Prescribing for the Elderly section "The 
ageing nervous system shows increased susceptibility to many commonly used 
drugs, such as opioid analgesics, benzodiazepines, antipsychotics and 
antiparkinsonian drugs, all of which must be used with caution". 
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E!derly Care,LtniL ____________________ , 

r elep_~_'?..'lf!...:~.L-~_'!._~~~--~--J direct line J } 
Fax: i Code A !direct into Secrefan'es' office 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

KIM/gnt/gasport 

18 October-2001 

CONFIDENTIAL 

?or::s;nouth i\oac 
Frimley 

Camberley 
Surrey" 

GU16 7UJ 

Tel: 0 i 276 604604 
Fax: o;z76 504148 

-' Detective Superintendent J James 
Hampshire Constabulary 

( ~-

Major Incident Complex 
Kingston Crescent 

. North End 
PORTSMOUTH 
P02 8BU 

Dear DS James 

CONFIDENTIAL MEDICAL REPORT REGAROING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

fhank you to~ asking me to give a report on the management of four patients wno 
died at Gosport War Memorial Hospital. 1 have based my personal· opinion on i.y 
qualification as a specialist in geriatric medicine, my ·13 years experience os :::1 

Consultant Geriatrician with several years experi~nce working at the local hospice. 

USE OF OPIOID ANALGESICS 

Opioid analgesics are used to relieve moderate to severe pain and also can ~e 
used to relieve distressing breathlessness and cough. The use of pain killing drugs ·n 
paHlative care [ie the. active total care of patients whose disease is not responsive·-::
curative treatment) is described in the British National Formulary which is ;:-,e 
standard reference work circulated to all doctors in Great Britain. The guidance ·n 
the BNF suggests that non-opioid analgesics such as Aspirin or Paracetamol shoLid 
be used as first line treatment and occasionally non-steroidal anti-inflcmmatcry 
drugs may help in the control of bone secondaries. If these drugs are inadequcte 
to control the pain of moderate severity then a weak opioid such as Codeine ~r 
Dextropropoxyphene should be used either alone or in combination with the simr:;ia 
pain killers. in adequate dosage. If these weak opioid preparations ore r.ot 
controlling the pain Morphine is the most usefL!I oploid analgesic and is normcily 
given by mouth as an oral solution every 4 ·hours, starting with a dose between 5 mg 
and 20 mg, the aim being to choose the lowest dose which prevents pain. The dose 
should be adjusted with careful assessment of the pain and use of other drugs 
should also be considered. If the pain is not well controlled the dose should be 
increased in a step-wise fashion to control fhe pain. 

I' 
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Sometimes· modified release preparations of Morphine are given iwice daily once 
the required dose of Morphine is established, as this may be more convenient for the 
patient. 

If the patient becomes unable to swallow the equivalent intra-muscular dose of 
Morphine is half the total 24 hour dose given orally. Diamorphine is preferred for 
injections over Morphine as it is more soluble and can be given in smaller volume, 
therefore with less distress to the patient. 

. . 
.,., · ·- Subcutaneous infusions of Diamorphine by syringe driver are standard practise if .the · · · 

. patient requires repeated intra-muscular injections, to save the patient unneces~c;:y---, ........... ~ ~ .... · · , .. ~ ,,. 

distress. This is standard treatment in Hospices and other medications can be added '' 
to deal with anxieiy, agitation and nausea as they can safely be mixed with 
Die morphine (such as Haloperidol. Cyc!izine and Midazolamj. The other indications 
for use of the parenteral route are when the pctient is unable to take medicines by 
mouth due to upper gastro-intestinal problems and occasionally if the patient does 
not wish to fake regular medication by mouth. 

-:, The BNr has a table showing the equivalent doses of cral Morphine and parenteral 
Diamorphine for intramvscurar iniection or subcutaneous infusion as a guide to the 
dosage when switching from the oral to the injection route, eg 1 ci mg of oral 
Morphine 4_ hourly is equivqlent to 20 mg of Diamorphine by a subcutaneous infusion 
every 24 hours~. and 100 mg. oral Morphine 4 hourly is equivalent to 240 mg of 
Diamcrphine subcutaneously every 24 hours. 

SUMMARY 

lt is clear from the above that a doctor trying to control pain should first start the 
patient on a non-opiold analgesic, move on to a weak opioid analgesic if the po.in 
is not controlled, consider changing the patient to regular oral Morphine if the pain 
remains poorly controlled and only start parenteral Diamorphine if the patient is 
vnoble (er unwilling) to take Morphine by mouth. and would othel"ijise need regular 
painful injections of. Dicrnorphine ·to try and control the pain. There is clear 
guidcr.ce on the dose of Morphine to use in a syringe driver when transferring from 
oral Mcrphif'}e to the subcutaneous route·. Finally the dose of Morphine er 
Diamcrphine should be reviewed regularly end only increased if the symptom of 
pain is not adequatefy confrolled. · 
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CASE NffiE REVIEWS 

ARTHUR CUNNJNGHAM 

Mr Cunningham was known to suffer with depression, Parkinson's disease and 
cognitive impairment with poor short term memory. He suffered with long 
standing low back pain following a spinal injury sustained in the Second 
World War which required a spinal fusion. He suffered with hypertension 
and non insulin diabetes mellitus, had a previous right renal stone removed. 
and bladder s1ones. and had a previous R"ans-urethral prostatectomy. 
Myelodysplasia had-been,diagnosed [a. bone marrow problem affecting th.e 
production of the blood constituents) .. Mr Cunningham had a one month 
admission under the care of Dr Banks for depression in July and August 1998 . 

Mr Cunningham was admitted by Or Lord, Consultant Geriatrician from the 
Dolphin Day Hospital to Dryad Ward at Gosport War Memorial Hospital on 
21 09 1998 because of a large necrotic sacral ulcer with a necrotic crea over 
the {eft outer aspect of the ankfe (these are signs of pressure sores). Or lord's 
intention was to give more aggressive treatment to the sacral ulcer. He was 
seen by Dr Barton. A dose of 2.5 mg to W mg of Oromorph 4 hourly was 
prescribed and he was given ~ mg prior to his sacral wound dressing at 1450 
and a further dose of 10 mg at 2015. Diamorphine via a syringe driver was 
prescribed at a dose of 20 mg to 200 mg in 24 hours and this was 
commenced at a dose of 20 mg for 24 hours with Midazolam at 2300 on 
21 09 1998. Dr Barton reviewed the patient on 23 September when he was 
said to be "chesty", Hyoscine was added to the syringe driver and the dose 
of Midazolam was increased. The patient was noteato be in some 
discomfort when moved on that day and the next day he was said to be 
"in pain" and the Diamorphine dose was increased to_40 mg for 24 hours. 
then 60 mg the foflowiog day and 80 mg on the 26 Seprember: there being 
no further comments as to the patient's condition. The dose of Midazo!am 
and Hyoscine was also increased. The patient died at 231 S on 26 09 1998. 

Comments 

All the prescriptions for opiod analgesia are written in the se "l1e hand. and.: 
assume they are Or Barlon' s prescriptions although the signa;ure is not 
dedpherqble. Morphine was started without any attempts tc>control the 
pain with less potent drugs. There was no clear reason why the syringe driver 
needed to be started as the patient had only received tvvo dt es of cral 
Morphine, the 24 hour dose requirement of Diamorphine ~cult: ,1ot therefore 
be established. The dose of Diamorphine prescribed gave a te'r fold range 
from 20 mg to 200 mg in 24 hours which is an unusually large do"se range in 
my experience. The patient was reviewed by Or Barton on at feast one 
occasion and the patient was noted to be in some discomfort wl, 'l. moved. 

· The dose was therefore appropriately increased to 40 mg per 24 I·S\;rs but 
. ' there are no further comments as to why the dose needed to be ~ 

progressively increased thereafter. !n my view Morphine was starte d . 
prematurely, the switch to a syringe driver was made without any< :leer 
reason and the dose was increased without any dear indication. 

. ~ 
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ALICE WILKIE 

Miss Wilkie was known to suffer with severe dementia, depression and rectal 
bleeding attributed to piles. She had been admitted to Philip Ward with a 
urinal)' 1ract infection and immobility under the care of Or Lord and c 
decision was made to transfer her to Daedolus ward at Gosport War 
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Memorial Hospital for a few weeks obse!Vation prior to a decision on · . 
placement. She was transferred on the 6 August and was seen by'· -·······-·M·..,... .. ~, .... · '' .. '· -· · ·-· ·--
Dr ?eters. The nurses recorded that the patient was complaining of '· 
pain but it was difficult to establish the nature ·or site of this pain. 
Dicmorphine was prescribed on 20 08 1998 in a dose of 20 mg to 
200 mg per 24 hours end the signature is identical to that 01_1 
Mr Cunningham's case which I assume is Dr Barlon's. A dose of 
30 mg was given on 20 08 1998 with Midazolam and an eniry in the 
notes, again apparently by Dr Barton, comments on a "mdrked 
deterioration over last few days". The patient was given another 
30 mg of Diamorphine on 21 08 1998 and died that day at 1830. The 
patient was said to be comfortable and pain free by the nursing staff 
on the final day. 

Comments 

The:re·was no clear indication for an opiod analgesic to be prescribed, and 
no simple analges_ics were given and there was no documented attemp_t to 
establish the nature of her pain. In my view the dose of Diamcrphine that · 
wcs prescribed at 30 mg initiaf!y was excessive and there is no evidence that 
the dose was reviewed prior to her death. Again the Diamorphine 
prescription gave a tenfold range from 20 mg to 200 mg in 24 hours. 

RC3ERT WILSOI'l 

Mr Wilson was known to suffer with alcohol abuse with gastritis, 
hypothyroidism and heart failure. He was c~iginally admitted via Ac:::ident 
& Emergency on the 22 September with a fractured left humerus and 
trcnsferTed- to Dickens Ward under the care of Or Lord. His fracture 'NOS 

mcnaged conservatively. In view of the severe pain he received several 
dcses of Morphine and was prescribed regular Paracetamol. 

He ·t-tas reviewed by Dr Luznat, Consultant Psychogeriatrician, who fe:lt he 
hcd an early dementia and depression and recommended an anti
de:;::ressant. He was also noted to have poor nutrition. 

Dr Lord mode a decision to transfer Mr Wilson for a ''short spell to a long 
term NHS bed" with the aim of controlling his pain and presumably to try 
to :ehabi!itate him. He was. accordingly moved to Ol)'ad ward at Gosport 
Wcr Memorial Hospital on the 14 October. The frdnsfer letter from Dickens 
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ward shows that he was still " in a lot of pain in arm". 

The prescription appears to have been writien by Dr Barton once again. 
Paracetamol was prescribed but never given by the nursing staff. Oramorph 
was prescribed 1 0 mg 4 hourly and 20 mg node commencing on 15 1 0 199B 
and the night time dose was given with "good effect" as judged by the 
nursing staff. The nursing report goes on to say that Mr Wilson had become 
''chesiy" and had "difficulty in swallowing medications ... Oramorph was also 
prescribed 5 mg to 10 mg as required 4 he!Jwrly and four doses were given, 
suggesting):v:\r.Wilsoo.wc:Js.in p~rsisting.p_ain. on 16 10 199B the patient was 
seen by Dr Knapman.' -The pati~~r.;,as said to be unwe·n. breotl"iiess, 
unresponsive with gross swelling of the arms and legs. No ECG or oxygen 
saturation was recorded but the patient's dose of Frusemide (a diuretic) 
was increased. so I assume the patient was thought to have worsening 
heart failure. The nurses report a "very bubbly-chest". A 
Diamorphine/Midazolam subcutaneous infusion was prescribed on 
16 10 1998 again, in Or Barton'j handwriting, the dose range from 
20 mg to 200 mg in 24 hours. 20 mg of Diamorphine was given on 
16 10 1998 and the nurses commented later that the "patient appears 
comfortable". the dose was increased to 40 mg the next day when copious 
secretions were suctioned from Mr Wilson's chest. On 18 10 1998 the patient 
was .seen by Dr Peters and the dose ~f Diamorphine was incre-ased to 60 mg 
in 24 hours and Midazolam and Hyoscine were added. The patient died an 
18 10 1998 at 2340 hours. 

Comments 

Mr Wilson was clearly in pain from his fractured arm at the time of transfer to 
Dtyad ward. Simple analgesia was prescribed but never given (there was en 

· entry earlier in the episode of care that Mr Wllson had refused Paracetamol). 
No other analgesia was tried prior to starting morphine. Mr Wilson had 
difficulty in swallowing medication. The Oramorphine was converted to 
subcutaneous Oiamorphine in appropriate dose as judged by the 8Nf 
guidelines. The patient was reviewed by a doctor prior to the final increase 
in Diamorphine. Once again the Diamarphine prescription had a tenfold 
dose range as prescribed. 

it is clear that Mr Wilson's condition suddenly deteriorated probably due to a 
combination of worsening heart failure and terminal bronchopneumonia 
and I consider that the palliative c;are given was appropriate. A Do i'!ot 
Resuscitate decision had been made by Dr Lord on 29 09 1998. 

FVA PAGE 

Mrs Page was known to suffer with hypertension. ischaemic heart disease 
with heart fqilure and paroxysmal atrial fibrillation. depression, episodic 
confusion ar'Jd had sustained a minor stroke in the past. She was admitted 
on 06 02 1998 to Victory Ward with nausea. anorexia and dehydration and 
hod recently been treated for depression. She was transferred to Charles 
Ward on 19 02 1998 and had been noted to have a 5 cm mass on chesf 
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x-ray compatible with a lung cancer. She was transferred to Dryad ward. 
Gosport Memorial Hospital on 27 02 1998 for palliative care. On arrival.she 
was noted to be calling out frequently, and anxious. She was prescribed 
Thioridozine (a 1ranquil!iser) but this did not relieve her dis1ress and she was 
prescribed Oramorph 5 mg to 10 mg as required 4 hourly. I believe, by 
Dr Barton. The nurses ~eport "no relief". She was seen by another doctor who 
was not named in the nursing record who prescribed regular Thioridazine 
and Heminevrin at night. On 01 03 1998 it is recorded that Mrs Page "spat 
out medication", on 02 03 1998 there was-en enily, l believe by Or Barton. 
stating '.'no improvE!!:ment Of'! major tranquillisers. I suggest adequate opioids 
to control fear and pain". He prescribed a Fentanyl patch :25.ing'.!an6tner ' "·" ~"' .. · ·· ·· ··· · 
opioid which can be given as a skin patch) and the prescription was 
countersigned by Dr lord, I believe. The nursing records state she was 
"very distressed", she was reviewed by Dr Sarton andDiamorphine 5 mg 
intramuscularly was given. She was then seet;1 by Dr Lord and a further dose 
of in7ramuscular 5 mg Diamorphine was given. On 03 03 1998 a syringe driver 
wcs started. prescribed. I believe. by Dr Bcrton. at -:: dose of 20 mg to 
200 mg in 24 hours. The initial dose given was 20 mg of Diamorphine. with 
Midazolam which was started et 1050. The nurses record "rapid deterioration 
......... right side flaccid" . The patient died at 2130 mat evening . 

..., 
Comments 

Mrs Page hac a clinical diagnosis of lung ·cancer. ihere was no 
documentation of any symptoms relevant to this and J').O evidence of 
metastatic disease. There was no documentation of any pain experienced 
by the patient. When she was transferred to Dryad Ward most medication 
was stopped buJ she required sedative medication because of her dis1ress 
and anxiety. No' psychogeriatric advice ·.vas taken regarding her symptom 
control and she was started on opioid anc!gesia. in my view. inappropriately. 
Following her spitting out of medication she was given a topical form of qn 
opioid analgesic (Fentanyl). A decision·was taken to start a syringe driver 
because of her distress. This included Miccrolcm which would hove helped 
her agitation and anxiety. 

The prescription for :;ubcutaneous Diamcrphine inf'..:sion again showed a 
tedold range from 20 mg to 200 mg. it wcs clear that her physical condition 
deteriorated rapidly and (suspect she may have hcd ·a stroke from the 
description of the nursing staff shortly prier to death. 

CONCLUSIONS 

I felt that ihe nursing records at Gaspcrt War Memorial Hospital were comprehensive 
en the whole. The reason for starting opioid therapy was not apparent in several of 
the cases concerned. There had been no mention of any pain. shortness of breath 
er cough requiring relief. In several of the cases concerned oral morphine was not 
given for long enough to ascertain the patienf s dose requirements. the reason fer 
switching to parenteral Diamorphine vid ~ubcutcr.eaus infusion was not 
~ocumented and the prescription cf a tenfc.id range [20 mg to 200 mg) of 

I' 
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Diamorphine on the "as required" section of the drug chart is, in my view. 
unacceptable. In my view the dose of Diamorphine should be prescribed on a 
regular basis and reviewed regularly by medical staff in conjunction with the nursing 
team. There was little indication why the dose of Diamorphine was i~creased in 
several of the cases and the dose appears to have been increased without the 
input of medical staff on several occasions. 

Specimen signatures of Dr Lord and Or Barton are necessary to confirm the identity 
of the prescribers and doctors making entries int(!) )he clinical notes. 

·I b~li~~~-th;Ttt;~'-us~ (;f'biamorphine as described hi these ·four· cases suggest that 
the prescriber did not comply with standard practise. There was no involvement, as 
far as I could tell. from a palliative care team er specialist nurse advising on pain 
.controL 1 believe these two issues require further consideration by the Hospital Trust. 

I trust this report contains all the essential information you require. Please !et me 
know if you wish me to give any further comment. 

Yours sincerely 

r-c~-d~-AJ 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·___! 

DR K 1 MUNDY FRCP 
CONSULTANT PHYSICIAN AND GER1ATR1CIAI'l 

\ 
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Introduction an~ Remit of the Report 

8.1 

Code A 
.~ ' 
; 
; 
; 
; 
; 
; 
; 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

8.2 I have been asked by Detective Superintendent 
John James of Hampshire Constabulary to examine the clinical notes of five 
patients (Giadys Mabel Richards, Arthur uBrian" Cunningham, Alice Wilkie, 
Robert Wifson, Eva Page) treated at the Gosport War Memorial Hospital and to 
apply my professional judgement to the following: 

• 

• 

• 
• 
• 
• 
• 
• 

1.3 

The _gamut of patient management and clinical practices exercised at the 
hospital 
Articulation of the leadership, roles, responsibilities and communication in 
respect of the clinicians involved 
The accuracy of diagnosis and prognosis including risk assessments 
An evaluation of drugs prescribed and the administration regimes 
The quality and sufficiency of the medical records 
The appropriateness and justification of the decisions that were made 
Comment on the recorded causes of death · 
Articulate the duty of care issues and highlight any failures 

I have prepared individual reports on each case and an additional report 
commenting on general aspects of care at Gosport War Hospital from a 
consideration of all five cases. 

1.4 I have been provided with the following documents by Hampshire 
Constabulary, which I have reviewed in preparing this report: 

• Comment on the recorded causes of death 
• Letter OS J James dated 15th August 2001 
•· Terms of Reference document 
• Hospital Medical Records of Gladys Richards, Brian Cunningham, Alice Wilkie, 

Robert Wilson and Eva Page 
• Witness statements by Leslie France Lack, and Gillian MacKenzie 
• Report of Professor Brian Livesley 
• Transcripts of police interviews with Gosport War Memorial staff Or Barton, Mr 

Seed, Ms Couchman, Ms Joice 

2 
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• Transcript of police interviews with Royal Hospital Haslar staff Or Reid and Fit. 
Lt. Edmondson · 

• Transcript of in~erviews with patient transfer staff Mr Warren and Mr Tanner 
• Transcript of police interviews with or statements from following medical and ' 

nursing staff: Or Lord, LM Baldacchino, M Berry, JM Brewer, J Cook, E Oalton, 
W Edgar, A Fletcher, J Florio and A Funnel!. · · 

·- ...-•'·. , .. 

3 
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Gladys Mabel RICHARDS 

Course of Events 
2.1 Gladys Richards was 91 years old when admitted as an emergency via the 

Accident & Emergency Department to Haslar Hospital on 29Th July 1998. She 
had fallen onto her right hip and developed pain. At this time she lived in a 
nursing home and was diagnosed as having dementia. She had experienced a 
number of falls in the previous 6 months and the admission notes comments 
"quality of life has J.J markedly last 6112". She was found to have a fracture of 
the right neck of femur. An entry in the medical notes by Surgeon Commander 
Malcom Pott, Consultant orthopaedic surgeon dated 30 July 1998 states 'After 
discussion with the patient's daughters in the event of this patient having a · 
cardiac arrest she is NOT for cardiopulmonary resuscitation. ·However she is to 
be kept pain free, hydrated and nourished.' Surgery (right hemiarthroplasty) 
was performed on 30 July 1998. 

2.2 On 3rd August she was referred for a geriatric opinion and seen by Or Reid, 
Consultant Physician in Geriatrics on .3ro August 1998. In his letter dated 51n 
August 1998 he notes she had been on treatm·ent with haloperidol and 
trazadone and that her daughters thought she had been 'knocked off' by this 
medication for months, and had not spoken to then for 6-7 months. Her 
mobility had deteriorated. Her daughters commented to Or Reid that she had 
spoken to them and had been brighter mentally since the trazadone had been 
omitted following admission. Or Reid found Mrs Richards to be confused but 
pleasant and cooperative, unable to actively lift her right leg from the bed but 
appeared to have little discomfort on passive movement of the right hip. He 
commented 'I understand she has been sitting out in a chair and I think that 
despite her dementia, she should be afforded the opportunity to try to re
mo~Hise her. He arranged for her transfer to Gosport War Memorial Hospital. 

2.3 · Following Or Reid's entry in the notes on 3rd Augu.st two further entries are 
made in the medical notes by the on call house officer (Or Coales?) on 8th 
August 1998. Dr Coales was asked to see Mrs Richards who was agitated on 
the ward. She had been given 2mg haloperidol and was asleep .when first seen 
at 0045h. At 02130 hr a further entry records Mrs Richards was 'noisy and 
disturbing other patients n ward. Unable to reason with patient. Prescribed 
25mg thioridazine'. A transfer letter for Sergeant Curran, staff nurse to the 
Sister in Charge dated 1 orn August 1998 describes Mrs Richards status 
immediately prior to transfer and notes 'Is now fully weight bearing, walking with 
the aid of two nurses and a zimmer frame. G/adys needs total care with 
washing and dressing eating and drinking. Gladys is continent, when she 
becomes fidgety and agitated it means she wants the toilet. Occasionally 
incontinent at night, but usually wakes. 

2.4 On 11th August 1998· Mrs Richards was transferred to Daedalus ward. Dr 
Barton writes in the medical notes "fmpression frail demented lady, not 
obviously in pain, please make comfortable. Transfers with hoist, usually 
continent, needs help with ADL Barthef 2. I am happy for nursing staff to 
confirm death". The summary admitting nursing notes record "now· fully weight 
bearing and walking with the aid of two nurses and a Zimmer frame". On 12th 
August the nursing notes record "Haloperidol given at 2330 as woke from 
sleep. Very agitated, shaking and crying. DidnY settle for more than a few 
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minutes at a time. Did not seem to be in pain" .On 13'h August nursing notes 
record "found.on floor at 1330h. Checked for injwy none apparent at time. 
Hoisted into safer chair. 1930 pain Rt hip internally rotated, Dr Brigg contacted 
advised Xray am and analgesia during the night. Inappropriate to transfer for 
Xray this pm." 

2.5 On 14'h August 1998 Dr Barton wrote 'sedation/pain relief has been a problem. 
Screaming not controlled by haloperidol1g ? but vel}l sensitive to Oramorph. 
Fell out of chair last night. R hip shorler and internally rotated, Daughter nurse 
and not happy. Plan Xray. Is this lady well en9ugh for another surgical 
procedure?" A further entry the same day states "Dear Cdr Spalding, furlher to 
our telephone conversation thank you for seeing this unforlunate lady who · 
slipped from her chair and appears to have dislocated her R hip. 
Hemiarlhroplasty was done on 30~8-98. I am sending Xrays. She has had 2. 5ml 
of 1 Omg/5ml oramoroph at midday. Many thanks': 

. . ~- '~ . .... ' .. 

2.6 Following readmission to Haslar hospital Mrs Richards unde!Went manipulation 
of R hip under iv sedation (2 mg midazolam) at 1400h. At 2215h the same day 
she was not responding to verbal stimulation but observations of blood 
pressure, pulse, respiration and temperature were all in the normal range. A 
further entry on 171h August by Dr Hamlin (House Officer) states "fit for 
discharge today (Gosport War Mem) To remain in straight knee splint for 4152. 
For pillow between legs (abduction) at night." A transfer letter to the nurse in 
charge at Daedalus ward states "Thank you for taking Mrs Richards·back under 
your care ... was decided to pass an indwelling catheter which still remains in 
situ. She has been given a canvas knee immobilising splint to discourage any 
further dislocation and this must stay in situ for 4 weeks. When in bed it is 
advisable to encourage abduction by using pillows or abduction wedge. She 
can however mobilise fully weight bearing~ 

2.7 Nursing notes record on 1Jth August" 1148h returned from R.N.Haslar patient 
very distressed appears to be in pain. No canvas under patient - transferred 
on sheet by crew." Later that day at 1305h "in pain and distress, agreed with 
daughter to give her mother Oramorph 2.5mg in 5mf'. A further hip Xray was 
performed which demonstrated no fracture. Dr Barton writes on- 17th August 
1998 '1readmission to Daeda/us ward. Closed reduction under iv sedation. 
Remained unresponsive for some hours. Now appears peaceful. Can continue 
haloperidol, only for Oramorph if in severe pain. See daughter again" and on 
18'h August "still in great pain, nursing a problem, I suggest se diamorphinel 
haloperidollmidazolam. I will see daughters today. Please make comfortable~· 
Nursing notes record "reviewed by Or Barton for pain control via syringe driver". 
At 2000h "patient remained peaceful and sleeping. Reacted to pain when being 
moved- this was pain in both legs': On 191h August the nursing notes record 

·"Mrs Richards comfortable" and in a separate entry "apparently pain free". 
There are no nursing entries I can find on 201h August. t can find no entries in 
the· nursing notes describing fluid or food intake following admission, on 1 yth 
August. 

2.8 The next entry in the medical notes is on 21st August by Dr Barton "much more 
peaceful. Needs hyoscine for rattly chesf'. The nursing notes record "patient's 
overall condition deteriorating. Medication keeping her comfortable". A staff 
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nurse records Mrs Richards's death in the notes at 2120h later that day. The 
cause of death was recorded as bronchopneumonia. · 

2.9 Medication charts record the following administration of opiate, analgesic and 
sedative drugs during Mrs Richards's first admission to Haslar Hospital. 

29 July 2000h Trazadone 1 OOmg (then discontinued) 
29 July to 11 1n August. Haloperidol1mg twice daily 
30 July 0230h Morphine iv 2.5mg 
31 July0150h morphine iv 2.5mg 

1905h morphine iv 2.5 rilg 
1 Aug 1920h morphine iv 2.5mg 
2 Aug 0720h morphine iv 2.5mg 
Cocodamol two tablets as required taken on 16 occasions at varying times 
between 1-91

h August 

2.10 Medication charts record the following administration of 6piate, ··analgesic and 
sedative drugs during Mrs Richards second admissiOn to Haslar Hospital 

14 Aug 141 Oh midazofam 2mg iv 
15 Aug _0325h cocodamol two tablets orally 
16 Aug 041 Oh haloperidol 2mg orally 

OBOOh haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
231 Oh haloperidol 2mg orally 

!7 Aug OB DOh haloperidol 1 mg orally 

2.11 Medication charts record the following administration of opiate and sedative 
drugs on Daedalus ward: 

11 Aug-

12 Aug 

13 Aug 
14 Aug 
17 Aug 

18 Aug 

19 Aug. 

20 Aug 

21 Aug_ 

1115h 5mg/5ml Oramorph 
1145h 1 0 mg Ora morph 
1800h 1 mg haloperidol 
0615h 10 mg Oramorph 

haloperidol 
2050h 1 Omg Ora morph 
1150h 1 Omg Oramorph 
1300h Smg Oramorph 
? 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 1 Omg Ora morph 
0230h 1 Omg Ora morph 

· ? 1 Omg Ora morph 
1145h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hrby 
1120h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
1 045h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

r:nidazolam 20mg/24hr, hyoscine 400microg/24hr 
1155h diamorphine 40mg/24h, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
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Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved · 
2.12 Primary responsibility for the medical care of Mrs Richards during her two 

admissions to Gosport Hospital fay with Dr Lord, ·as the consultant responsible 
for his care. My understanding is that day-to-day medical care was delegated to 
the clinical assistant Dr Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital (statement of Dr Lord in interview with 
DC.Colvin and DC·McNally). Primary responsibility for the medical care of Mrs 
Richards during her two admissions to Queen Alexandra Hospital lay with 
Surgeon Commander Scott, Consultant Orthopaedic Surgeon. Junior medical 
staff were responsible for day-to-day medical care of Mrs Richards whilst at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
an9 mon.itorir:~g Mr~ Richards and informing medical staff of any significant 
deterioration. · 

2.13 Or Reid, Consultant Geriatrician was responsible for assessing Mrs Richards 
and making recommendations concerning her future care following her 
orthopaedic surgery, and arranged transfer to Gosport Hospital for 
rehabilitation. 

Accuracy of diagnosis and prognosis including risk assessments 
2.14 The initial assessment by the orthopaedic team was in my opinion competent 

and the admitting medical team obtained a good history of her decline in the 
previous six months. Surgeon Commander Pott discussed management 
options with the family and a decision was made to proceed with surgery but for 
Mrs Richards to not undergo cardiopulmonary resuscitation if-she sustained a 
cardiac arrest, with a clear decision to keep Mrs Richards pain free, hydrated 
and nourished. There are good reasons to offer surgery for a fractured neck of 
femur to very frail patients with dementia even when a high risk of pari
operative death or complications is present. This is because without surgery 
patients continue to be in pain, remain immobile and nearly invariably develop 
serious complications such as pneumonia and pressure sores, which are 
usually fataL From the informatio~ I have seen I would, as a consultant 
physician/geriatrician recommended the initial management undertaken. I 
consider it good management that the trazadone as discontinued when the 
history from the daughters suggested this might have been responsible for 
decline in the recent past. 

2.15 After Mrs Richards was stable a few days following surgery it was appropriate 
to refer her for a geriatric opinion, and Or Reid rapidly provided this. Or Reid's 
assessment was in my opinion thorough and competent. He identified the 
potential for her to benefit from rehabilitation. 1 would consider his decision to 
refer her for rehabilitation despite her dementia to be appropriate. An elderly 
care rehabilitation, rather than an acute 'orthopaedic ward is in general a 
preferable environment to undertake such rehabilitation. lt is implicit in his 

. decision to transfer her to Gosport War Memorial Hospital that she would 
receive rehabilitation there and not care on a continuing care ward without input 
from a r~habilitation team. Dr Lord in an interview with DC McNally and DC 
Colvin describes Daedalus ward as "Back in '98 .. Daeda/us was a continuing 
care ward with 24 beds of which 8 beds were for slow stream ·stroke 
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rehabilitation". Although Mrs Richards had a fractured neck of femur and not 
·stroke as her primary problem requiring ~ehabilitation I would assume, in the 
light of Dr Reid's letter that she was transferred to one of the 8 slow ~tream 
rehabilitation beds on Daedalus ward. · 

2.16 The transfer letter from Sergeant Curran provides a clear description of Mrs · 
Richards's status at the time of transfer. The observation that she was walking 

· with the aid of two nurses and a zimmer frame, and the usual cause of agitation 
. v:vas when she needed to use the toi!et are relevant to subsequent events 
following transfer to Gosport Hospital. The use of a Barthel Index score as a 
measure of disability is good practice and demonstrates that Mrs Richards was 
severely depel)dent at the time of her transfer to Gosport Hospital. 

2.17 The initial entry by Dr Barton following Mrs Richards' transfer to Daedalus ward 
does not mention that she has been transferred for rehabilitation, and focuses 
on keeping her 'comfortable' despite recording that she is "not obviously in 
pain". The statement 'I am happy for nursing staff to confirm death" also 
·suggests that Dr Barton's assessment was that Mrs Richards might die in the 
near future. Or Barton in her statement to DS Sackman and DC Colvin, 
confirms this when she states "I appreciated that there was a possibility that 
she might die sooner rather than later'. Dr Barton refers to her admission as a 
"holding manoeuvre" and her statement suggests a much more negative view 
of the potential for rehabilitation. She does not describe any rehabilitation team 
or focus on the ward and suggests her transfer was necessary because she 
was not appropriate for an acute bed, rather than her being appropriate for 
rehabilitation- ".her condition was not appropriate for an acute bed . .... seen 
whether she would recover and mobilise after surgety. If as was more likely. 
she would deteriorate due to her age, her dementia, her frail condition and the 
shock of the fall followed by the major surgery, then she was to be nursed in a 
clam environment away from the stresses of an acute ward". In my opinion this 
initial note entry and the statement by Or Baron indicate a much less proactive 
view of rehabilitation, less appreciation than Dr Re id of the potential for Mrs 
Richards to recover to her previous level of functioning, and probably a failure 
to appreciate the potential benefits of appropriate multidisciplinary rehabilitation 
to Mrs Richards. This leads .me to believe that Or Barton's approach to Mrs 
Richards was in the context of considering her as a continuing care patient who 
was likely to die on the ward. lt was not wrong or incorrect of Or Barton to 
believe Mrs Richards might die on the ward, but I would consider her apparent 
failure to recognise Mrs Barton's rehabilitation needs may have led to 
subsequent sub-optimal care. 

2.18 There are a number of explanations and contributory factors that may have led 
. to Or Barton possibly not recognising Mrs Richard's rehabilitation needs in 
addition to her nursing and analgesic needs. First she may have not clearly 
understood Or Reid's assessment"that she needed rehabilitation. In her 
statement Or Barton states " Or Reid was of the view that, despite her 
dementia, she should be given the opportunity to try to remobifise" which 
suggests Dr Barton may not have considered the necessity for Mrs Richards to 
receive Physiotherapy as a necessary part of her opportunity to remobilise. 
Second the ward had both continuing care and rehabilitation beds and these 
patients may require very different care. lt is not uncommon for "slow stream" 
rehabilitation beds to be in the same ward as continuing care beds, but it does 
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require much broader range_of care to meet the medical and social needs of 
these patients. I would anticipate that some patients would move from the slow 
stream rehabilitation to continuing care category. Or Lord describes the 
·existence of fortnightly multidisciplinary ward case conference suggesting there 
was a structured team approach that would have made Or Barton and nursing 
staff aware of rehabilitation needs of pa~ients. !n Mrs Richards's case no such 
case conference took place because she became too unweli"in a short period. 
Third Or Barton may not have received sufficient training or gained adequate 
experience of rehabilitation or geriatrics despite working under the supervision 
of Dr Lord. Or Lord states that Or Bartonwas "an experienced GP" who had 
rights of admission to a GP ward and that Dr Lord had admitted patients "under 
her care say for palliative care". Experience in palliative care. may possibly 
have influenced her understanding and expectations of rehabilitating older 
patients . 

2.19 The assessment of Mrs Richard's agitation .the following day on 12th August 
was in my opinion sub-optimal. The nursing records state that she did not 
appear to be in pain. There is no entry from Dr Ba.rton this day but in her 
statement she states which I have some difficulty in interpreting: "When J 

assessed Mrs Ric;;hards on her arrival she was clearly confused and unable to 
give any history. She was pleasant and co-operative on arrival and did not 
appear to be in pain. Later her pain relief and sedation became a problem. She 
was screaming. This can be a symptom of dementia but could also be caused 
by pain. In my opinion it was caused by pain as it was not controlled by 
Haloperidol alone. Screaming caused by dementia is frequently controJ/ed by 
this sedative. Given my assessment that she was in pain I wrote a prescription 
for a number of drugs on 111

h August, including Oramorph and Diamorphine. 
This a/fowed nursing staff to respond to their clinical-assessment of her needs 
rather than wait until my next visit the following day. This is an integral part of 
team management. ft was not in fact necessary to give diamorphine over the 
first few days following her admission but a limited number of small doses of 
Ora morph were given totalling 20mg over the first 24 hours and 1 Omg daily 
thereafter. This would be an appropriate level of pain relief after such a major 
orthopaedic procedure". 

2.20 I am unable establish from the notes and Dr Barton's statement whether she 
saw Mrs Richards in pain after she wrote in the notes and then wrote up the 
opiate drugs later on the 11th August, or if she wrote up these drugs after 
seeing her when she was not in pain, because she considered she might 
develop pain and agitation. In either case there is no evidence that the 
previous information provided by Sergeant Curran that Mrs Richards usually 
required the toilet when she was agitated was considered by Or Barton. 
Screaming is a well-described behavioural disturbance in dementia (Dr Barton 
was clearly aware of this). which can be due to pain but is often not. In some 
cases it is not possible to identify a clear precipitating cause although a move to 
a new ward co.uld precipitate such a behavioural disturbance. I would consider 
the assumption by Or Barton that Mrs Richards screaming was due to pain was 
not supported by her own recorded observations. There is no evidence from 
the notes that Dr Barton examined Mrs Richards in the first two days to find any 
evidence on clinical .examination that pain from her hip was the cause of her 
screaming. If the screaming had been worse on weight bearing or movement 
of the hip. this would have provided supportive evidence that her screaming was 
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due to hip pain. Staff Nurse Jennifer Brewer in her interview with DC Colvin 
and DC McNally states that the nursing staff had considered the need for 
toileting and other potential causes of Mrs Richards screaming. 

2.21 Mrs Richards pain following surgery had been controlled at Haslar ho~pital by 
intermittent doses of intravenous morphine and then intermittent doses of 
cocodamol (paracetamol and codeine phosphate). Dr Barton did not prescribe 
cocodamol or another mild or moderate analgesic to Mrs Richards to take on a 
pm basis when she was transferred. This makes me consider it probable that 
Or Barton prescribed prn Oramorph, diamorphine, hyoscine and midazolam 
when she first saw Mrs Richards and she was not in pain. If this is the case it is 
highly unusual practice in a patient who has been transferred for rehabilitation, 
was not taking any regular or intermittent analgesics for 36 hours prior to 
transfer, and had last taken two tablets of cocodamol. In a rehabilitation or 
continuing care ward without resident medical staff I would consider it 
reasonable and usual practice to prescribe a mild or moderate analgesic to take 

. on an as required basis in case further pain developed. In Mrs Richards's case 
a reasonable choice would have been cocodamol since she had been taking 
this a few days earlier without problems. I do not consider it was appropriate to 
administer intermittent doses of oramorph to Mrs Richards before first 
prescribing paracetamol, non-steroidal anti-inflammatory drugs or mild opiate. 
it is not appropriate to prescribe powerful opiate drugs as a first line treatment 
for pain not clearly due to a fracture or dislocation to a patient such as Mrs 
Richards 12 days following surgery. Or Barton's statement that diamorphine 
and oramorph were appropriate analgesics at this stage following surgery when 
she had been pain free is incorrect and in my opinion would not be a view held 
by the vast majority of practising general practitioners and geriatricians. 

2.22 The management of Mrs Richards when sustained a dislocation of her hip on 
13th August was in my opinion sub-optimal. The hip dislocation most likely 
occurred following the fall from her chair at 1330h. The nursing notes suggest 
signs of a dislocation were noted at 1930h. If there was a delay in recognising 
the dislocation I would not consider. this indicates poor care, as hip fractures 
and dislocations can be difficult to detect in patients who have dementia and 
communication difficulties. Mrs Richards suspected dislocation or fracture was 
discussed with the on-call doctor, Dr Briggs, who I would assume is a medical 
house officer. Given the concern about a fracture or dislocation I would judge it 
would have been preferable for her to b transferred to the orthopaedic ward that 
evening and be assessed by the orthopaedic team. I certainly consider the 
case should have been discussed with either the on call consultant geriatrician 
or the orthopaedic team. The benefits of transfer that evening in a patient where 
it was highly probable a fracture or dislocation were present would have been 
Mrs Richards could have received manipulation earlier the following morning 
and possibly that same evening, and that traction could have been applied 
even if reduction was not a~empted. 

2.23 Mrs Richards was found to have a dislocation of her right hip and this was 
manipulated under intravenous sedation the same day. Although she was 
initially unresponsive, most probably due to prolonged effects of the 
intravenous midazolam, 3 days later on 17th August she was mobilising and 
fully weight bearing and not requiring any analgesia. Although there are few 
medical note entries, the management at Haslar hospital during this period 
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appears to be appropriate and competent. Shortly after transfer back to 
Daedalus ward Mrs Richards again became very distressed. The nursing notes 
indicate there was an incorrect transfer by the ambulance staff of Mr's Richards 
onto he·r bed. Repeat dislocation of the right hip was reasonably suspected but 
not found on a repeat Xray. My impression is that this transfer may have 
precipitated hip or other musculoskeletal pain in Mrs Richards but that other 
causes of scre~ming were possible. 

2.24 Intermittent doses of oral morphine were first administered to Mrs Richards, 
again without first determining whether less powerful analgesics would have 
been helpful. On 18111 August Or Barton suggested commencing subcutaneous 
diamorphine, haloperidol and midazolam. The diamorphine and midazolam 
had been prescribed 7 days earlier. An infusion of the three drugs was 
commenced rater that morning and hyoscine was. added on 19111 August. Both 
Dr. Barton's notes and the nursing notes indicate Mrs Richards was in pain, 
although it is not clear what they considered was the cause of the pain at this 
stage, having excluded a fracture or dislocation of the right hip. Dr Barton 
states in her prepared statement " ... it was my assessment that she had 
developed a haematoma or large collection of bruising around the area where 
the prosthesis had been lying while dislocated'. 

2.25 Although there are no clear descriptions of Mrs Richard's conscious level in the 
last few days, her level of alertness appears to have deteriorated once the 
subcutaneous infusion of diamorphine, haloperidol and midazolam was 
commenced. lt also seems that she was not offered fluids or food and 
intravenou.s or subcutaneous fluids were not considered as an alterna~ive. My 
interpretation is that this was most probably because medit:;al and nursing staff 
were of the opinion that Mrs Richards were dying and that provision of fluids or 
nutrition would not change this outcome. In her prepared statement Dr Barton 
states "As their mother was not eating or drinking or able to swallow, 
subcutaneous infusion of pain killers was the best way to control her pain." and 
"I was aware that Mrs Richards was not taking food or water by mouth". Sbe 
then goes on to say "I believe I would have explained to the daughters that 
subcutaneous fluids were not appropriate". 

Evaluation of drugs prescribed and the administration regimens 
2.26 The decision to prescribe oral opiates and subcutaneous diamorphine to Mrs 

Richards initial admission to Daedalus ward was in my opinion inappropriate 
and ptaced Mrs Richards at significant risk of developing adverse effects of 
excessive sedation and respiratory depression. The prescription of oral 
paracetamol, mild opiates such as codeine or non-steroidal anti-inflammatory 
drugs such as ibuprofen, naproxen would have been appropriate oral and 
preferable with a better risk/benefit ratio. The prescription of subcutaneous 
diamorphine, haloperidol and midazolam infusions to be taken if required was 
inappropriate even if she was experiencing pain. Subcutaneous opiate 
infusions should be used only in patients whose pain is not controlled by oral 
analgesia and who cannot swallow oral opiates. The prescription by Or Barton 
on 11th August of three sedative drugs by subcutaneous infusion was in my 
opinion reckless and inappropriate and placed Mrs Richards at serious risk of 
developing coma and respiratory depression had these been administered by 
the nursing staff. lt is exceptionally unusual to prescribe subcutaneous infusion 
of these three drugs with powerful effects on conscious level and respiration to 
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frail elderly patients with non-malignant conditions in a continuing care or slow 
stream rehabilitation ward and I have not personally used, seen or heard of this 
practice in other care of the elderly rehabilitation or continuing care wards. The 
prescription of three sedative drugs is potentially hazardous in any patient but 
particularly so in a frail older patient with dementia and would be expected to 
carry a high risk of producing respiratory depression or coma. 

2.27 I consider the statement by Or Barton "my use of midazolam in the dose of 
20mg over 24 hours was as a muscle relaxant, to assist movement of Mrs 
Richards for nursing p'rocedures in the hope that she could be as comfortable 
as possible. I felt it appropriate to prescribe an equivalence of haloperidol to 
that which she had been having orally since her first admission." Indicates poor 

··knowledge of the indications for and appropriate use of midazolam 
administered by subcutaneous infusion to older people. Midazolam is primarily 
used for sedation and is not licensedfor use as a mus~l~.relaxant. Doses of 
benzodiazepine that produce significant muscle relaxation in general produce 
unacceptable depression of conscious level, and it is not usual practice 
amongst continuing care-and rehabilitation wards to administer subcutaneous 
midazolam to assist moving patients. · 

Quality and sufficiency of the medical records 
2.28 The medical and nursing records relating to Mrs Richards admissions to 

Daedalus ·ward are in my opinion not of an adequate standard. The medical 
notes fail to adequately account for the reasons why oramorph and then 
infusions of diamorphine and haloperidol were used. The nursing ·records do 
not adequately document hydration and nutritional needs of Mrs Richards 
during her admissions to Daedalus ward. · 

Appropriateness and justification of the ~ecisions that were made 
2.29 There are a number of decisions made in the care of Mrs Richards that I 

consider to be inappropriate. The initial management of her dislocated hip. 
prosthesis was sub-optimal. The decision to prescribe oral morphine without 
first observing the response to milder opiate or other analgesic drugs was 
inappropriate. The decision to prescribe diamorphine, haloperidol and 
midazolam by subcutaneous infusion was, in my opinion, highly inappropriate. 

Recorded cause of death 
2.30 The recorded cause of death was bronchopneumonia. I understand that the 

cause of death was discussed with the coroner. A post mortem was not 
obtained and the recorded cause was certainly a possible cause of Mrs 
Richards's death. l a.m surprised the death certificate makes no mention of Mrs 
Richards's fractured neck of femur or her dementia. lt is possible that Mrs 
Richards died from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mrs Richards was at high risk of 
developing pneumonia because of the immobility that resulted following her 
transfer back to Daedalus ward even if she had not received sedative and 

1 

opiate drugs. Bronchopneumonia can also occur as a secondary complication, 
of opiate.and sedative induced respiratory depression. In the absence of post
mortem, radiological data (chest Xray) or recordings of Mr Cunningham's 
respiratory rate I would consider the recorded cause of death of 
bronchopneumonia was possible. However given the rapid decline in 
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conscious level that preceded the development of respiratory symptoms (rattly 
chest) I would consider it more likely that Mrs Richards became unconscious 
because of the sedative and opiate drugs she received by subcutaneous 
infusion, that these drugs caused respiratory depression and that Mrs Richards 
died from drug induced respiratory depression and/or without 
bronchopneumonia resulting from immobility or drug induced respiratory 
depression. There are no accurate records of Mrs Richards respiratory rate but 
with the doses used and her previous marked sedative response to intravenous 
midazolam it is highly probable that respiratory depression was present. 

Duty of care issues 
2.31 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medicai and nursing care to attempt to monitor Mrs Richards and to document 
the effects of drugs prescribed. In my opinion this duty of care was not 

. _ ..... _adequately met. The prescription of diamorphine, midazolam and haloperidol 
was extremely hazardous and Mrs Richards was inadequately monitored. The 
duty· of care of the medical and nursing staff to meet Mrs Richard's hydration 
and nutritional needs was also in my opinion probably not met. 

Summary 
2.32 Gladys Richards was a frail older lady with dementia who sustained a fractured 

neck of fem·ur, successfully surgically treated with a hemiarthroplasty, and then 
compficated· by dislocation. During her two admissions to Daeda!us ward there 
was inappropriate prescribing of opiates and sedative drugs by Dr Baron. 
These drugs in combination are highly likely to have produced respiratory 
depression and/or the development of bronchopneumonia that led to her death. 
In my opinion it is likely the administration of the drugs hastened her death. 
There is some evidence that Mrs Richards was in pain du~ing the three days 
prior to her heath and the administration of opiates can be justified on these 
grounds. However Mrs Richards was at high risk of developing pneumonia and 
it possible she would have died from pneumonia even if she had not been 
administered the subcutaneous sedative and opiate drugs . 
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Arthur "Brian" CUNNINGHAM 

Course of Events 
3.1 Mr Cunningham was 79 years old when admitted to Dryad ward, Gosport 

Hospital under the care of Dr Lord. Dr Lord had assessed him on a number of 
occasions in the previous 4 years. A letter dated 2"d December 1994 from Dr 
Bell, Clinical Assistant, indicates Parkinson's disease had been diagnosed in 
the mid 1980s and that he was having difficulties walking at this time. In 1998 it 
was noted he had experienced visual hallucinations and had moved into Merlin 
Park Rest Home.· His weight was 69Kg in August 1998. In July 1998 he was 
admitted under the care of Or Banks, Consultant in Old Age Psychiatry to 
Mulberry Ward A and discharged after 6 weeks to Thalassa Nursing Home. He 
was assessed to have Parkinson's disease and dementia, depression and 
myelodysplasia. Or Lord in a letter dated 1 September 1998 summarises her 
assessment of Mr Cunningham when she. sa~ !lill') ql} Mufqe~ry Ward A on 27 
August 1998 before he was discharged to Thalassa Nursing Home. At this time 
he required 1-2 people to transfer and was unable to wheel himself around in 
his wheelchair. She commented that more levodopa might be required but was 
concerned it would upset his mental state. She arranged to review him at the 
Dolphin Day Hospital. 

3.2 On 21st September 1998 he was seen at the Dolphin Day Hospital by Or Lord 
who recorded 'vel}l frail, ta'b!ets found in mouth, offensive large necrotic sacral 
sore with thick black scar. PD - no worse. Diagnoses listed as sacral sore (in 
NIH), PD, old back injury, depression and element of dementia, diabetes 
mellitus -diet, catheterised for retention. Plan - stop codanthramer and 
metronidazole. looks fine. TCI Dyad today -aserbine for sacral ulcer- nurse 
on side - high protein diet- ora morph pm if pain. N/Home to keep bed open 
for next ~52 at least. Pt informed of admission agrees: Inform N/Home Dr 
Banks and social worker. Analgesics pm.' He was admitted to Dyad ward. An 
entry by Or Baron on 21 September states 'make comfortable, give adequate 
analgesia. Am happy for nursing staff to confirm death: On 24th September Or 
Lord has written 'remains unwell. Son has ??? again today and is aware of how 
unwell he is. se analgesia is controlling pain just I am happy for nursing staff . 
to confirm death.' The next entry by Or Brook is on 251

h September 'remains 
very poorly. On syringe driver. For TLC: 

3.3 Medication charts record the following administration of opiate and sedative 
drugs: 

21 Sep1415h Oramorph Smg 
1800h Coproxamol two tablets 

(subsequent regular doses not administered) 
2015h Oramorph1 Omg 

21 Sep2310h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
22 Sep 2020h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
23 Sep 0925h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 20 mg/24hr infusion se 
2000h Diamorphine 20mg/24hr, hyoscine 200mierog/24hr 

midazolam 60mg/24hr infusion se 
24 Sep 1 055h Oiamorphfne 20mg/24hr, hyoscine 800microg/24hr 

midazolam 80mg/24hr infusion se 
25 Sep 1 015h Diamorphine 60mg/24hr, hyoscine 1200mg/24hr 
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midazo!am 80mg/24hr infusion , 
26 Sep 1150h Diamorphine 80mg/24hr, hyoscine 1200mg/24hr 

midazolam 1 00mg/24hr infusion 
Sine met 110 5 times/day was discontinued on 23rd September 

GMC100096-0525 

3.4 The nursing notes relating to the admission to Dyad ward record on 21st Sept 
'remained agitated until approx 2030h. Syringe driver commenced as requested 
(unclear who made this request) diamorphine 20mg, midazolam 20mg at 2300. 
Peaceful following". On 22nd Sep 'explained that a syringe driver contains 
diamorphine and midazolam was commenced yesterday evening for pain relief 
and to allay his anxiety following an episode where Arthur tried to wipe sputum 
on a nurse saying he had HIV and going to give it to her. He also tried to 
remove his catheter and empty the bag and removed his sacral dressing 
throwing it across the room. Finally he took off his covers and exposed himself.' 

' .- 0 I ,' - ' ~ .... ' 

3.5 On 23rd Sep 'Has become chesty overnight to have hyoscine added to driver. 
Stepson contacted and informed of deterioration. Mr Farthing asked is this was 
due to the commencement of the syringe driver and informed that Mr 
Cunningham was on a small dosage which he needed.' A later entry 'now fully 
aware that Brian is dying and needs to be made comfortable. Became a little 
agitated at 2300h, syringe driver adjusted with effect. Seems in some 
discoinforl when moved, driver boosted prior to position change: On 24lh Sept 
'report from night staff that Brian was in pain when attended to, also in pain with 
day staff- especially his knees. Syringe driver renewed at 1 055': On 25th Sept 
'All care given this am. Driver recharged at 1015 -diamorphine 60mg, 
midazolam BOmg and hyoscine 1200mcg at a rate of 50mmols/hr. Peaceful 
night- unchanged, still doesn't like being moved.' On 261

h September 'condition 
appears to be deteriorating slowly~ 

3.6 On 261
h September staff nurse Tubbritt records death at 2315h. Cause of death 

was recorded on the death certificate as bronchopneumonia with contributory 
causes.ofParkinson's disease and Sacral Ulcer. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
3. 7 Primary responsibility for the medical care of Mr Cunningham during his last 

admission lay with Or Lord, as the consultant responsible for his care. She saw 
Mr Cunningham 5 days before his death in the Dolphin Day Hospital, and 2 · 
days before his death on Dyad ward. My understandi_ng is that day-to-day 
medical care was the responsibility of the clinical assistant Dr Barton and 
during out of hours period the on call doctor based at the Qu~en Alexander 
Hospital. Ward nursing staff were responsib!e for assessing and monitoring Mr 

· Cunningham and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
3.8 Initial assessment by Or Lord was comprehensive and appropriate with a clear 

management plan described. The nursing staff record Mr Cunningham was 
agitated following admission on 21st September. Or Lord had prescribed prn 
(intermittent as required) oramorph for pain. Nursing staff made the decision to 
administer ora morph but there is no clear recording in the nursing notes that he· 
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was in pain or the site of pain. The nursing entry on 22nd Sept indicates a 
syringe driver was commenced for 'pain relief and to allay anxiety. Again the 
site of pain is not states. My interpretation of the records is that the nursing 
staff considered his agitation was due to pain from his sacral ulcer. The 
medical and nursing teams view on the cause of Mr Cunning ham's 
deterioration on 23rd September when he became 'chesty' are not explicitly 
stated, but would seem to have been thought to be due to bronchopneumonia 
since this was the cause of death later entered on the death certificate. The 
medical and nursing staff may not have considered the possibility that Mr 
Cunningham's respiratory symptoms and deterioration may have been due to 

· opiate and benzodiazepine induced respiratory depression. The nursing staff 
filed to appreciate that the agitation Mr Cunning ham experienced on 23rd Sept
at 2300h may have been due to the midazolam and diamorphine. lt was 
appropriate for nursing staff to discuss Mr Cunningham's condition with medical 
staff at this stage. _ . -· _ . 

3.9 When Dr Lord reviewed Mr Cunningham on 24th September the notes imply 
that he was much worse that when she had seen him 3 days earlier. There is 
dear recording by Or Lord that Mr Cunningham was in pain. The foi!owing day 
the diamorphine dose was increased three fold from 20mg/24hr to 60mg/24hr 
and the dose was further increased on 26th September to 80mg/24hr although 
the nursing and medical notes do not record the reason for this. The notes 
suggest that the nursing and medical staff may have failed to consider causes 
of agitation other than pain in Mr Cunningham or t.o recognise the adverse 
consequences of opiates and sedative drugs on respiratory function in frail 
older individuals. · · 

Evaluation ofdrugs prescribed and the administration regimens 
3.1 0 The prescription of ora morph to be taken 4 hourly as required ·by Mr 

Cunningham was reasonable if his pain was uncontrolled from cocodamol. 
consider the decision by Or Barton to prescribe and administer diamorphine 
and midazolam by subcutaneous infusion the same evening he was admitted 
was highly inappropriate, particularly when there was a clear instruction by Dr 
Lord that he should be prescribed intermittent (underlined instruction) doses of 
oramorph earlier in the day. I consider the undated prescription by Dr Baron of 
subcutaneous diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr 
and midazolam 20-80mg/24hr to be poor practice and potentially very 
hazardous. In my opinion it is poor management to initially commence both 
diamorphine and midazolam in a frail elderly underweight patient such as Mr 
Cunning ham. The combination could result in profound respiratory depression 
and it would have been more appropriate to review the response to 
diamorphine alone before commencing midazolam, had it been appropriate to 
commence subcutaneous analgesia, which as I have stated before was not the 
case. 

3.11 In my opinion it is doubtful the nursing and medical staff understood that when 
a syringe infusion pump rate is increased it takes an often appreciable effect of 
time before the maximum effect of the increased dose rate becomes evident. 
Typically the time perio.d would be 5 drug half-lives. In the case of diamorphine 
this would be between 15 and 25 hours in an older frail individual. 

Quality and sufficiency of the medical records 
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3.12 In my opinion the medical and nursing records are inadequate following Mr 
Cunningham's admission to Dryad ward. The initial assessment by Dr Lord on . 
21st September is in my opinion competent and appropriate. The medical notes 
following this are inadequate and do not explain why he was commenced on 
subcutaneous infusions of diamorphine and midazolam. · The nursing notes are 
variable and at times inadequate. 

Appropriateness and justification of the decisions that were made 
3.13 An inappropriately high dose of diamorphine and midazolam was first 

presc~ibed. There was a failure to recognise or respond to drug induced 
problems. Inappropriate dose escalation of diamorphine and midazolam and 
poor assessment by Dr Lord. The assessment by Dr Lord on·21at September 
1998 was thorough and competent and a clear plan of management was 
outlined. There is a clear note by Dr Lord that oramorph was to be given 
intermittently (PRN) for pain and not regularly. lt is not clear from the medical 
and nursing notes why Mr·Cunningham was not administered the regular 
cocodamol he was prescribed following the initial dose he received at 1800h 
following admission. lt is good practice to provide regular oral analgesia, with 
paracetamol and a mild opiate, particularly when a patient has been already 
taking this medication and to use prn morphine for breakthrough pain. I 
consider the prescription by Dr Barton on admission of prn subcutaneous 
diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 
20-80mg/24hr to be unjustified, poor practice and potentially very hazardous·. lt 
is particularly notable that only hours earlier Dr Lord had written that oramorph 
was to be given intermittently and this had been underlined in the medical 
notes .. There is no clear justification in the notes for the commencement of 
subcutaneous diamorphine and midazolam on the evening following admission. 
If increased opiate analgesia was required increasing the oramorph dose and 
frequency could have provided this. I would judge it poor management to 
initially commence both diamorphine and midazolam. The cqmbination could 
result in profound respiratory depression and it would have been more 
appropriate to review the response to diamorphine alpne before commencing 
midazolam. · 

3.14 I am concerned by the initial note entry by Dr Barton on 21 61 September 1998 
that she was happy for nursing staff to confirm death. There was no indication 
by Dr Lord that Mr Barton was expected to die, and Dr Barton does not list the 
reason she would have cause to consider Mr Cunningham would die within the 
next 24 hours before he was reviewed the following day by medical staff. In my 
opinion it is of concern that the nursing notes suggest the diamorphine and 
midazolam infusions were commenced because of Mr Cunningham's behaviour 
recorded in the nursing entry on 22nd September. 

3.15 Hyoscine was commenced on 23rd September after Mr Cunning ham had. 
become 'chesty' overnight. I consider it very poor practice that there is no 
record of Mr Cunningham being examined_by a doctor following admission on 
21st September, and a decision to treat this symptomatically with hy6scine 
appears to have been made by the medical staff. At this stage Mr 
Cunningham's respiratory signs are likely to have been due to 
bronchopneumonia or respiratory depression resulting in depressed clearance 
of bronchial secretions. A medical assessment was very necessary at this 
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3.16 Again I consider it very poor practice that the midazolam was increased from 
20mg/24hr to 60mg/24 hr. at 2000h on 23rd September. There is no entry in the 
medical notes to explain this dose increase. The decision to triple the 
midazolam dose appears to have been made by a member of nursing staff as 
the nursing notes record "agitated at 2300h, syringe driver boosted with effect:' 

3.17 A medical assessment should have been obtained before the decision to 
increase the midazotam dose was made. At the very least Mr Cunningham's 
problems should have been discussed with on .call medical staff. Mr 
Cunningham's agitation may have been due to pain, where increasing 
analgesia would have been appropriate, or hypoxia (lack of oxygen). If Mr 
Cunningham's agitation was due to l:lypoxia a number of interventions may 
have been indicated. Reducing the diamorphine and midazolam dose would 
have been appropriate if hypoxia was due to respiratory depression. 
Commencement of oxygen the·rapy and possibly antibiotics would have been 
appropriate if hypoxia was due to pneumonia. Reducing the dose diamorphine 
or midazolam would have been indicated if hypoxia was due to drug-induced 
respiratory depression. The decision. to increase the midazolam dose was not 
appropriately made by the ward nursing staff without discussion with medical 
staff. 

3.18 When Mr Cunningham was reviewed by Dr Lord on 24th September he was 
'very unwell but there is not a clear description of his respiratory status or 
whether he had signs of pneumonia. At this stage Or Lord notes Mr 
Cunningham is in pain, but does not state the site of his pain. lt is not clear to 
me whether the s·ubsequent alteration in infusion rate of diamorphine, hyoscine 
and rnidazolam was discussed with and sanctioned by Dr Lord or Dr Barton. I 
consider the increase in midazolam from 60mg/24 hr to BOmg/24 hr was . 
inappropriate as a response to the observation that Mr Cunningham was in 
pain. lt would have been more appropriate to increase the diamorphine dose or 
even consider treatment with a non-steroidal anti-inflammatoiy drug. The 
increase in midazolam dose to BOmg/24 hr would simply. make Mr Cunning ham 
less conscious than he already appears to have been (there is not a clear 
description of his conscious level at this stage). 

3.19 The increase in hyoscine dose to BOOmicrog/24 hr is also difficult to justify when 
there is no record that the management of bronchial secretions was a problem. 
The subsequent threefold increase in diamorphine dose later that day to 
60mg/24 hr is in my view very poor practice. Such an increase was highly likely 
to result in respiratory depression and marked depression of conscious level, 
both of which could lead to premature death. The description of Mr 
Cunningham, was that analgesia was 'just' controlling pain and a more cautious 
increase in diamorphine dose, certainly no more than two fold, was indicated 
with careful review of respiratory status and conscious level after steady state 
levels of diamorphine would have been obtained_about 20 hours later. A more 
appropriate response to deal with any acute breakthrough pain is to administer 
a single prn (intermittent) dose of opiate by the oral or intramuscular route, 
depending on whether Mr Cunningham was unable to swallow at this time. 
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3.20 The increase in both diamorphine dose and midazolam dose on 261
h September 

is difficult to justify when there is no record in the medical or nursing notes that 
Mr Cunningham's pain was uncontrolled. Although it is possible to accept the 
increase in diamorphine dose may have been appropriate if Mr Cunningham 
was observed to be in pain, I find the further increase in midazolam dose to 
1 00mg/24hr of great concern. I would anticipate that this dose of midazolam 
administered with 80mg/24hr of diamorphine would be virtually certain to 
produce respiratory depression and severe depression of conscious level. This 
would be expected to result in death in a frail individual such as Mr 
Cunningham. I would expect to see very clear reasons for the '-!Se of such 
doses recorded in the medical notes. 

3.21 I can find no record of Mr Cunningham receiving food or fluids following his 
admission on 21st September despite a note from Dr Lord that Mr Cunning harry 
was to receive a 'high prot~in diet'. There is no indication in the medical or 
nursing notes as to whether this had been discussed, but given that Mr 
Cunningham was admitted with the intention of returning to his Nursing Home 
(it was to be held open for 3 weeks) I would expect the notes to record a clear 
discussion and decision making process involving senior medical staff 
accounting for the decision to not administer subcutaneous fluids and/or 
nasogastric nutrition once Mr Cunningham was commenced on drugs which 
may have made him unable to swallow fluids or food. 

Recorded causes of death 
3.22. The recorded cause of death was bronchopneumonia with contributory causes 

of Parkinson's disease and sacral ulcer. A post mortem was not obtained and 
the recorded causes were in my opinion reasonable. lt is possible that Mr 
Cunningllam died from drug induced respiratory·depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mr Cunningham was at high risk of 
developing pneumonia even if he had not received sedative or opiate drugs, 
bronchopneumonia can occur as a secondary complication of opiate and 
sedative induced respiratory depression. In the absence of post-mortem, 
radiological data (chest Xray) or recordings of Mr Cunningham's respiratory 
rate I would consider the recorded cause of death of bronchopneumonia as 
reasonable. Even if the staff had considered Mr Cunning ham had drug-induced 
respiratory depression as a contributory factor, it would not be usual medical 
practice to enter this as a contributory cause of death where the administration 
of such drugs was considered appropriate for symptom relief. 

Duty of care issues 
3.23 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care to attempt to heal Mr Cunningham's sacral ulcer and to 
document the effects of drugs prescribed. In my opinion this duty of are was 
not adequately ·met and the denial of fluid .and diet and prescription of high 
doses of diamorphine and midazolam was poor practice and may have 
contributed to Mr Cunningham's death. 

Summary 
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3.24 In summary although Mr Cunningham was admitted for medical and nursing. 
care to attempt to heal and control pain from his sacral ulcer, Dr Barton and the 
ward staff appear to have considered Mr Cunning ham was dying and had been 
admitted for; terminal care. The medical and nursing records are inadequate in 
documehting his clinical state at this time. The initial prescription of 
subcutaneous diamorphine, midazolam and hyoscine by Or Barton was in my 
view reckless. The dose increases undertaken by nursing staff were 
inappropriate if not undertaken after medical assessment and review of Mr 
Cunningham. I consider it highly likely that Mr Cunningham experienced 
respiratory depression and profound depression of conscious level due to the 
infusion of diamorphine and midazolam. I consider· the doses of these drugs 
prescribed and administered were inappropriate and that these drugs most 
likely COhtributed to his death through pneumonia and/or respiratory 
depression. 
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ALICE WILKIE 

Course of Events 
4.1 Alice Wilkie was 81 years old when admitted under the care of Dr Lord, by her 

general practitioner on 31st July 1998 from Addenbrooke Rest Home to Phillip 
Ward •. Department of Medicine for Elderly People, at the Queen Alexandra 
Hospital, Portsmouth. The general practitioner referral letter states "This 
demented lady has been in this psychogeriatric care home for a year. She had 
a UTI early this week and has not responded to trimethoprim. Having fallen last . 
night, she is not refusing fluids and is becoming a little dry': The medical 
admitting notes record she was taking prozac (fluoxetine) syrup 20 mg once 
daily, codanthramer 5-1 Oml nocte, lactulose 1 Oml once daily zopiclone 1.875 or 
3.75mg nocte and promazine syrup 25mg as required. On examination she 
had a fever and bilateral conjunctivitis but no other significant findings. The 
admitting doctor diagnosed a urinary tract infection and commenced 
intravenous antibiotics to be administered after a blood culture and catheter 
specimen of urine had been obtained. The following day DNR (do not 
resuscitate) is recorded in the notes. On 3ro August 1998 the medical notes 
record the fever had settled, that she was taking some fluids orally, was taking 
the antibiotic Augmentin elixir orally and receiving subcutaneous fluids. The 
notes then record (date not clear} that her Mental Test Score was 0/10 and 
Barthel 1/20 (indicating severe dependency}. Mrs Wilkie was to be transferred 
to Daedalus NHS continuing care ward on 61

h August 1998 with a note that her 
bed was to be kept at Addenbrooke Rest Home. 

4.2 Following transfer o~ 61
h August an entry in the medical notes states 

"Transferred from Phi/lips Ward. For 4-6152 only. On Augmentin for UTr. Dr 
Lord wrhe-s on 1 01

h August 1998 'Baithel 2120. Eating and drinking better. -
Confused and slow. Give up place at Addenbrooke's. RN (review} in 1112 

. {one month) -if no specialist medical or nursing problems D (discharge) to a 
N/Home. Stop fluoxetine~ The next entry is by Dr Barton on 21&1 August 
"Marked deterioration over last few days. se analgesia commenced yesterday. 
Family aware and happy". The final entry is on the same day at 1830h where 
death is confirmed. The most recent record of the patient's weight I can find is 
56Kg in April 1994. ' 

4.3 The nursing notes, which have daily entries during her one week stay on Phillip 
ward note she was catheterised, was confused at times and was sleeping well 
prior to ,transfer. The nursing notes on Daedalus ward record "6/8/98 
Transferred from Philip ward QAH for 4-6 weeks assessment and observation 
and then decide on placement. Medical history of advanced dementia, urinary 
tract infection and dehydration" and that she was seEm by Dr Peters. The 
nursing assessment sheet notes "does have pain at times unable to ascertain 
where". The nutrition care plan states on 6th August 1998 "Due to dementia 
patient has a poor dietary intake". And dietary intake is recorded between 12th 
August and 18th August but not before or following these dates. Nursing entries 
in the contact record state on 17th August 1998 "Condition has generally 
deteriorated over the weekend Daughter seen- aware that mums condition is 
worsening, agrees active treatment not appropriate and to use of syringe driver 
if Mrs Wilkie is in pain". There is no entry in the notes on 20tl1 August or 
preceding few days indicating Mrs Wilkie was in pain. 
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4.4 A nursing entry on 21st August 1998 at 1255h states "Condition deteriorating 
during morning. Daughter and granddaughters visited and stayed. Patient 
comfortable and pain free': There are a number of routine entries in the period 
6th August 1998 to death on 21st August 1998 in nutrition, pressure area care, 
constipation, catheter care, and personal hygiene. The nursing care plan 
records no significant deterioration until 21st August where it is noted death was 
pronounced at 2120h by staff nurse Sylvia Roberts. Cause of death was 
recorded as bronchopneumonia. 

4.5 The drug charts records that Or Barton prescribed as a regular daily review (not 
intermittent as required) prescription diamorphine 20-200mg/24hr, hyoscine 
200-800microg/24hr and midazolam 20-80mg/24hr all to be administered 
subcutaneously. The prescription is not dated. Drugs were first administered 
on 20th August, diamorphine at 30mg/24hr and midazolam 20mg/24hr from 
1350h and then again on 21 51 August. Mrs Wilkie had not been prescribed or 
administered any analgesic drugs during her admission to Daedalus ward prior 
to administration of the diamorphine and midazolam infusions. During the 
period 16th-181h August she was prescribed and received zopiclone (a sedative 
hypnotic} 3.75mg nocte and co-danthramer 5-10ml (a laxa.tive) orally. 

Opinion on patient management 

Leadership, rolesl responsibilities and communication in respect of the 
clinicians involved 

4.6 Primary responsibility for the medical care of Mrs Wilkie during her admission to 
Daedalus ward Jay with Or Lord, as the consultant responsible for her care. She 
saw Mrs Wilkie on 1 01

h August 1998, 11 days prior to her death. My 
understanding is . .that day-to-day medical care was the responsibility of the 
clinical assistant Dr Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital. Ward nursing staff were responsible 
for assessing and monitoring Mrs Wilkie and informing medical staff of any 
significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
4. 7 The initial diagnosis of a urinary_ tract infection and dehydration was reasonable 

and appears correct. Mrs Wilkie had a diagnosis of dementia, which there was 
clear evidence for. The entry by Dr Lord on 1 01h August 1998 provides a 
reasonable assessment of her functional level at this time, and a plan to review 
appropriate placement in one month's time. No diagnosis was made to explain 
t~e deterioration Mrs Wilkie is reported to have experienced around 15th 
August. . There is no medical assessment in the notes following 1 01

h August 
except documentation on 21st August 1998 of a marked deterioration. There is 
no clear evidence that Mrs Wilkie was in pain although she was commenced on 
opiate analgesics. 

Evaluation of drugs prescribed and the administration regimens 
. 4.8 No information is recorded in the medical or nursing notes to explain why Mrs 

Wilkie was commenced on diamorphine and hyoscine infusions. In my opinion 
there was no indication for the use of diamorphine. and hyoscine in Mrs Wilkie. 
Other oral analgesics, si.Jch as paracetamol and mild opiate drugs could and 
should first have been tried, if Mrs Wilkie was in pain, although there is no. 
evidence that she was. If these were inadequate oral morphine would have 
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been the next appropriate choice. From the information I have seen in the 
notes it appears the diamorphine and midazolam may have been commenced 
for non-specific reasons, perhaps as a non-defined palliative reasons as it was 
judged she was likely to die in the near future. 

4.9 I consider the undated prescription by Or Barton of subcutaneous diamorphine 
20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 20-
80mg/24hr to be poor practice and potentially very hazardous. I consider it poor 
and hazardous management to initially commence both diamorphine and 
midazolam in a frail elderly underweight patient with dementia such as Mrs 
Wilkie. The combination could result in profound respiratory depression and it 
would have been more appropriate to review the response to diamorphine 
alone before commencing midazolam, had it been appropriate to commence 
subcutaneous analgesia, which as I have stated before was not the case. 

Quality and sufficiency of the medical records 
· . 4.10 The medical and nursing records during her stay on Oaedalus ward are 

inadequate not sufficiently detailed, and do not provide a clear picture of Mrs 
Wilkie's condition. In my opinion the standard of the notes falls below the 
expected level of documentation on a continuing care or rehabilitation ward. 
The assessment by Or Lord on 1oth August 1998 is the only satisfactory· 
medical note entry during her 15 day stay on Daedalus ward. 

Appropriateness and justification of the decisions that were made 
4.11 As discussed above I do not consider the decision to commence diamorphine 

and hyoscine was appropriate on the basis of the information recorded in the 
clinical notes. 

Recorded causes of death 
4.12 There was no specific evidence that bronchopneumonia was present, althC?ugh 

this is a common pre-terminal event in frail older people, and is often ·entered as 
the final ca_use of death. in frail older patients. I am surprised the death 
certificate did not apparently refer to Mrs Wilkie's dementia as a contributory 
cause. lt is possible Mrs Wilkie's death was due at least in part to respiratory 
depression from the diamorphine she received, or that the diamorphine led to 
the development of bronchopneumonia. However since there are no clear 
observations of Mrs Wilkie's respiratory observations it is difficult to know 
whether respiratory depression was present Mrs Wilkie deteriorated prior to 
administration of diamorphine and midazolam infusion, and in view of this, my 
opinion would be that although the opiate and sedative drugs administered may 
have hastened df?ath, and these drugs were not indicated, Mrs Wilkie may \Yell 
have died at the time she did even if she had not received the diamorphine and 
midazolam infusions. 

Duty of care issues 
4.13 Medical and nursing staff on Daeda!us ward ·had a duty of care to deliver 

medical and nursing care, to monitor, and to document the effects of drugs 
prescribed to. Mrs Wilkie. In my opinion this duty of care was not adequately 
met, the prescription of diamorphine and midazolam was poor practice and this 
may have contributed to Mrs Wilkie's death. 

Summary· 
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4.14 In my opinion the prescription of subcutaneous diamorphine and midazolam 
was_ inappropriate, and probably resulted in depressed conscious level and 
respiratory depression, which may have hastened her death. However Mrs 
Wilkie was a frail very dependent lady with dementia who was at high risk of 
developing pneumonia. lt is possible she would have died from pneumonia 
eve·n if she had not been administered the subcutaneous sedative and opiate 
drugs. 
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Robert WILSON 

5.1 Mr Wilson was 75 years old man when he was admitted to Queen Alexandra 
Hospital on 22nd September 1998 after he sustained a proximal fracture of the 
left humerus. He was treated with morphine, initially administered intravenously 
and then subcutaneously. He developed vomiting. On 241h September he was 

. given 5mg diamorphine and lost sensation in the left hand. On 29th September 
an entry in the medical notes states "refto social worker, review resus status. 
Not for resuscitat(on in view of quality of life and poor prognosis". 

5.2 On 71
h October the notes record he was "not keen on residential home and 

wished to return to his own home~ Or Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Or Lusznat's letter on 8th October 
notes that Mr Wilson had been sleepy and withdrawn and low in mood but was 
now eating and drinking well and appeared brighter .in mood. His Barthel score 
was 5/20. Or Lusznat noted he had a heavy alcohol intake during the last 5 
years, At the time he was seen by Or Lusznat her was prescribed thiamine 100 
mg daily, multivitamins two tablets daily, senna two tablets daily, magnesium 
hydroxide 10 mls twice daily and paracetamol 1 g four time daily. On 
examination he had mildly impaired cognitive function (Mini Mental State 
Examination:24/30). Or Lusznat considered Mr Wilson might have developed 
an early dementia, which could have been alcohol related, Alzheimer's disease 
or vascular dementia. An antidepressant trazadone 50mg nocte was · 
commenced. Or Lusznat states at the end of her letter "On the practical side he 
may well require nursing home care though at the moment he is strongly ( 
opposed to that idea I shaJJ be happy to arrange follow up by our team once we 
know when and where he is going to be discharged". On 131h October the 
medicai notes record a Ward round took place, that he required both nursing 
and medical care, was at risk of falling and that a short spell in long-term NHS 
care would be appropriate. Reviewing the drug charts Mr Wilson was taking 
regular soluble paracetamol (1g four times daily) and codeine phosphate 30mg 
as required for pain. Between 8th and 13th October Mr Wilson was administered 
four doses of 30mg codeine. Mr Wilson's weight in March 1997 was 93Kg 

5.3 · On the 14th October Mr Wilson was transferred to Dryad Ward.- An entry in the 
medical notes by Dr Barton reads "Transfer to Dryad ward continuing care . 
HPC fracture humerus. needs help with ADL (activities of Daily Living), hoisting, 
continent, Barthel 7. Lives with wife. Plan further mobilisation:' On 16th 
November the notes record; 'Decline overnight with S.O.B. o/e ? weak pulse. 
Unresponsive to spoken work. Oedema ++ in arms and legs. Diagnosis ?silent 
M/, ? decreased_ function. tfrusemfde to 2 x 40mg om '. On 17th October 
the notes record 'comfortable but rapid deterioration: On 18th October staff 
nurse Collins records death ·at 2340h. Cause of death is recorded as 
congestive cardiac failure. 

5.4 Nursing notes state in the summary section on 14th October "History of left 
humerus fracture, arm in collar and cuff. Long history of heavy drinking. L VF 
chronic oedematous legs. SIB Or Barton. Oramorph 1 Omgl5ml given. Continent 
of urine- uses bottles"., On 151

h October "Commenced oramorph 1 Omg/5ml 4 
hrly for pain in L arm. Wife seen by sis. Hamblin who explained Roberl's 
condition is poor". An liJ-arlier note states "settled and slept we/f'. On 16th 
October "seen by Or Knapman an as deteriorated over night. Increase 
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frusemide to BOmgdai/y. For A.N.C (active nursing care)". Later that day a 
further entry states "Patient ve,ry bubbly chest this pm. Syringe driver 
commenced 20mg diamorphitie, 400mcgs hyoscine. Explained to family reason 
for driver'. A separate note on 16th October in the nursing care plan states 
"More secretions- pha,ryngeal- during the night, but Robert hasn't been .. 
distressed. Appears comfortable': On 17th October 0515h "Hyoscine increased 
to 600mcgs as oro-pha,ryngeal secretions increasing. Diamorphine 20mg." 
Later that day a further entry states "Slow deterioration in already poor 
condition. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed 'at 15. 50 sic diamorphine 40mg, midazolam 20mcgs, 
hyosdne BOO mcgs". A later note states "night: noisy secretions but not 
distressing Robert. Suction given as required during night. Appears . 
comfortable". On 18th October "further deterioration in already poor condition. 
Syringe driver reviewed at 14:40 sic diamorphine 60mg, midazolam 40mg, 
hyoscinf?. _1 ~OOmcg. Continues to require regular suction". 

5.5 The medication charts record administration of the following drugs: 
14 Sep 1445h oramorph 10mg 

2345h ora morph 1 Omg 
16 Sep 161 Oh diamorphine 20mg/24 hr, hyoscine 400 microg/24hr 

subcutaneous infusion 
17 Sep0515h diamorphine 20mg/24hr, hyoscine 600 microg/24hr 

1550h diamorphine 40mg/24hr, hyoscine 800 microg/24hr 
midazolam 20mg/24hr 

18 Sep 1450h diamorphine 60mg/24hr, hyoscine 1200 microg/24hr 
midazolam 40mg/24hr 

Frusemide was administered at a dose of BOmg daily at 0900h on 15t11 and 16th 
October: An additional 80 mg oral dose was·.administered ·at an un~tated time 
on 16th October. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
5.6 Responsibility for the care of Mr Wilson during his admission to Dryad ward lay 

with Dr Lord as the consultant responsible for his care. My understanding is 
that day to day medical care was delegated to the clinical assistant Dr Barton 
and during the out of hours responsibility was witl:l the on call doctor based at 
Queen Alexandra Hospi~al. Ward nursing staff were responsible for assessing 
and monitoring Mr Wilson and informing medical staff of any significant 
deterioration. 

5.7 Dr Lusznat was responsible for assessing Mr Wilson· and making further 
recommendations concerning his future care when he was seen at Queen 
Alexandra Hospital. '!. 

· Accuracy_ of diagnosis and prognosis Including rjsk assessments . 
5.8 Dr Barton assessed Mr Wilson on 14th October the day he was transferred to 

Dyad ward. There was a plan to attempt to improve his mobilisation through 
rehabilitation. There is no record of any significant symptomatic medical 
problems, in particular any record that Mr Wilson was in pain in the medical 
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notes. The nursing notes suggest Mr Wilson was prescribed ora morph for pain 
in his arm following his admission to Dryad Ward. He was prescribed 
paracetamol to take as required but did not receive any paracetamol whilst on 
Dryad Ward. 

5.9 Mr Wilson deteriorated on 15th September when he became short of breath. 
The working diagnosis was of heart failure due to a myocardial infarct. I do not 
consider the assessment by the on call doctor of Mr Wilson was adequate or 
competent. ·There is no record of his blood pressure, clinical examination 
findings in the chest (which might have indicated whether he had signs of 
pulmonary oedema or pneumonia). In my opinion an ECG should have been 
obtained that night, and a Chest Xray obtained the following morning to provide 
supporting evidence for the diagnosis. Mr Wilson was admitted for 
rehabilitation not terminal care and it was necessary and appropriate to perform 
reasonable clinical assessments andjnves~ig~tions to make .a correct 

'\diagnosis. 

5.10 Following treatment Mr Wilson was noted to have had a rapid deterioration. 
The medical and nursing teams appear to have failed to consider that Mr 
Wilson's deterioration may have been due to the diamorphine infusion. In my· 
opinion when Mr Wilson was Ul")conscious the diamorphine infusion should 
have been reduced or discontinued. The nursing and medical staff failed to 
record Mr Wilson's respiratory rate, which was likely to have been reduced, 
because of respiratory depressant effects of the diamorphine. The diamorphine 
and hyoscine infusion should have been discontinued to determine whether this 
was contributing to his deteriorating state. There is no record of the reason for 
the prescribing of the midazolam infusion commenced the day before his death. 
At this time the nursing notes record he· was comfortable. Mr Wilson did not · 
improve. The medical and nursing teams did not appear to consider that the 
diamorphine, hyoscine and midazolam infusion could be a major contributory 
factor in Mr Wilson's subsequent decline. The infusion should have been 
discontinued and the need for this treatment, in my opinion unnecessary at the 
time of commencement, reviewed .. 

Evaluation of drugs prescribed and the administration regimens 
5. 11 The initial prescription and administration of ora morph to Mr Wilson following 

his transfer to Dryad ward was in my opinion inappropriate. His pain had been 
controlled with regular paracetamol and as required codeine phosphate {a mild 
opiate) prior to his transfer, and in the first instance these should have been 
discontinued. 

5.12 I am unable to establish when Or Barton wrote the prescription for . 
subcutaneous "diamorphine 20-200mg/24hr, hyoscine 200-800microg/24hr, and 
midazolam 20-80mg/24hr as these are undated. The administration of 
diamorphine and hyoscine by subcutaneous infusion as a treatment for the 
diagnosis of a silent myocardial infarction was in my opinion inappropriate. The 
prescription of a single dose of intravenous opiate is standard treatment for a 
patient with chest pain following myocardial infarction is appropriate standard 
practice but was not indicated in Mr Wilson's case as he did not have pain. The 
prescription of an initial single dose of diamorphine is appropriate as a 
treatment for pulmonary oedema if a .patient fails.to respond to intravenous 
diuretics such as frusemide. Mr Wilson was not administered intravenous 
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frusemide or another loop diuretic. Instead only a single additional oral dose of 
frusemide was administered. In my opinion this was an inadequate response to 
Mr Wilson's deterioration. The prescription of continuous subcutaneous 
infusion of diamorphine and hyoscine is not appropriate treatment for a patient 
who is pain free with a diagnosis of a myocardial infarction and heart failure. 
When opiates are used to treat heart failure, close monitoring of blood pressure 
and respiratory rate, preferably with monitoring of oxygen saturation is required. 
This was not undertaken. 

5.13 The increase in diamorphine dose to 40mg/24hr and then 60mg/24 hr in the· 
following 48 hours is not appropriate when the nursing and· medical notes 
record no evidence that Mr Wilson was in pain or distressed at this time. This 
was poor practice and potentially very hazardous. Similarly the addition of 
midazolam and subsequent increase in dose to 40mg/24hr was in my opinion 

.... , · · · , ....... · ... . . highly inappropriate and YtJOUid be expected to carry a high risk of producing 
profound depression of conscious level and respiratory drive. 

· Quality and sufficiency of the medical records 
5.14 The initial entry in the medical records by Or Barton on 14th October is 

reasonable and sufficient. The subsequent entries relating to Mr Wilson's 
deterioration are in my opinion inadequate, and greater detail and the results of 
examination findings should have been recorded. No justification for th.e .. 
increases in diamorphine, midazolam and hyoscine dose are written in the 
medical notes. The nursing notes are generally of adequate quality but 1 can 
find no record of fluid and food intake by Mr Wilson. 

Appropriateness and justification of the decisions that were made 
· -5.15 · r consider the prescription of dramorph·was inappropriate. The subsequent 

prescription and administration of diamorphine, hyoscine and midazolam was 
highly inappropriate, not justified by information presented in the notes and 
could be expected to result in profound depression of conscious level and 
respira~ory depression in a frail elderly man such as Mr Wilson. 

Recorded causes of death 
5.16 The recorded cause of death was congestive cardiac failure. The limited 

clinical information recorded in the absence of a chest Xray result or post
mortem findings, suggest this may have been the cause of Mr Wilson's death. 
However in my opinion it is highly l.ikely that the diamorphine, hyoscine and 
midazolam infusion led to respiratory depression and/or bronchopneumonia 
and it is possible that Mr Wilson died from drug induced respiratory depression. 

Duty of care issues 
5.17 Medical and· nursing staff on Dryad ward had a duty of care to deliver 

appropriate medical and nursing care to Mr Wilson, and to monitor the effects 
of drugs prescribed. In my opinion this duty of care was not adequate. The 
administration of high doses of diamorphine and midazolam was poor practice 
and may have contributed to Mr Wilson's death. 

Summary 
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5.18 Mr Wilson was a frail elderly man with early dementia who was physically 
dependent. Following his admission to Dryad ward he was, in my opinion, 
inappropriately treated with high doses of opiate and sedative drugs. These 
drugs are likely to have produced respiratory depression and/or the . 
development of bronchopneumonia and may have contributed to his death. 

GMC1 00096-0539 
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Eva PAGE 

6.1 Eva Page was 87 years old when admitted as an emergency on 6th February 
1998 to the Department of Medicine for Elderly People at Queen Alexandra 
Hospital. The medical notes record that she had experienced a general 
deterioration over the last 5 days was complaining of nausea and reduced 
appetite and was dehydrated. She had felt 'depre~sed' during the last few 
weeks. On admission she was taking ramipril Smg once daily (a treatment for 
heart failure and hypertension), frusemide-40mg once daily (treatment for fluid 
retention), digoxin 125microg once daily (to control irregular heart rate), sotalol 
40 mg twice daily (to control irregular heart rate), aspirin 75 mg once daily (to 
prevent stroke and myocardial infarction) and sertraline 50mg once daily (an 

. antidepressant commenced by her general practitioner on 26th January 1998). 
A discharge summary and medical notes relating to an admission in May 1997 

· ... .... states that she was admitted with acute confusion, had reduced movement on ...•... 
the right side and was discharged back to her residential home on aspirin. No 
admitting diagnosis is recorded in the clerking notes written by Dr Harris on 6th 
February 1998 but they record that "patient refuses iv fluids and is willing to 

-6.2 

accept increased oral fluids". 

On 7th February 1998 the medical notes record an opacity seen on the chest 
Xray and sate "mood low. Feels frightened- doesn't know why. Nausea and 
??. Little else. Nil clinically." An increased white cell count is noted (13.0) and 
antibiotics commenced. A subsequent chest Xray report (undated) states 
there is a 5cm ma.ss superimposed on the left hilum highly susp;"cious of 
malignancy. The medical notes on 11 February 1998 record this at the Xray 
meeting. On 12th February 1998 the notes record(? Dr Shain) 'In view of 
advanced age aim in the maiiagement should be palliative care. Charles Ward 
is suitable. Not for CPR: On 13th February the notes record 'remains v low 
Appears to have 'given up' dlw son re probably diagnosis dlw RH (residential 
home) re ability to cope'. The notes record 'son agrees not suitable for invasive 
Tx (treatment). Matron from RH visiting today will check on ability to cope.' 

6.3 On 19th February the notes record she fell on the ward and experienced minor 
cuts. On 16th February 'gradual deterioration, no pain, confused. For Charles 
Ward she could be discharged to community from Charles Ward: On 191

" 

February the notes summarise her problems 'probable Carcinoma of the 
bronchus, previous left ventricular failure, atrial fibrillation, digoxin toxicity and a 
transient ischaemic attack, that she was sleepy but responsive, states that she 
is frightened but doesn Y know why. _ Says she has forgotten things, not possible 
to elicit What she can't remember, low MTS (mental test score). Plan 
encourage oral fluids, sic fluid over night if tolerated. Continue 
antidepressants'. On 18th February the medical notes state "No change. 
Awaiting Charles Ward bed". 

6.4 The nursing notes record she was confused but mobilised independently. On 
191

h February she was transferred to Charles Ward instead of the preferred 
option of a bed at Gosport Hospital, which the notes record was full {'no beds'). 
The Queen Alexandra Hospital medic;al notes record a summary of her 
problems on 19th February prior to transfer as follows " Diagnosis CA bronchus 
probable [no histology} Diag based on CXR. PMH 95 L VF + AF 95 Digoxin 
toxicity 97 TIA. Admitted 6.2.98 general deterioration CXR? Ca Bronchus. 
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Well defined 0 lesion. Exam: sleepy but responsive answers appropriately. 
States that she is frightened but doesn't know why. Says she has forgotten 
things. Not possible to elicit what she can't remember. Low MTS" and "Feels in 
general tired and very thirsty. Plan encourage oral fluids, sic fluid overnight is 

. tolerated continue antidepressants". 

6.5 The medical notes on 23rd February record diagnoses of depression, dementia, 
? Ca bronchus, ischaemic heart disease and congestive heart failure. On 25th 
February Dr Lord records in the medical notes "confused and some agitation 
towards afternoon- evening try tds (three times daily) thioridazine, son in 
Gosport, transfer to Gosport 2712, heminevrin pm nocte'. A further entry states 
'All other drugs stopped by Or Lord: 

6.6 Mrs Page was transferred to Dryad ward at Gosport War Memorial Hospital on 
2-r" February 1998. Or Barton writes in the· medical notes "Transfer to Dryad 
ward continuing care, Diagnosis of Ca Bronchus on CXR on admission. 
Generally unwell off legs, not eating, bronchoscopy not done, catheterised, 
needs help with eating and drinking, needs hoisting, Barthel 0. Family seen 
and well aware of prognosis. Opiates commenced. I'm happy for nursing staff to 
confirm death': The nursing notes state she was admitted for 'palliative care~ 
that she had a urinary catheter (inserted on 22nd February 1998) was 
incontinent of faeces, and was dependent for washing and dressing but could 
hold a beaker and pick up small amounts of food. Barthel Index was 2/20. The 
nursing action plan states 'encourage adequate fluid intake~. On 281

h February 
an entry in the medical notes by Or Laing (duty GP} record 'asked to see: 
confused Feels 'lost"agitated esp. night/evening, not in pain, to give 
thioridazine 25mg tds regular, heminevrin noct. The nursing notes record she 

·was've!Y·distressed and that she was administered thioridazine and Oramorph 
2.5ml. . 

6. 7 On 2nd March Or Barton records 'no improvement on major tranqui/Jisers. I 
suggest adequate opioids to control fear and pain; Son to be seen by Or Lord 
today'. A subsequent entry by Or Lord on the same day states 'spitting out 
thioridaziile, quieter on pm se diamorphine. Fentanyl patch started today. 
Agitated and calling out even when staff present (diagnoses) 1) Ca Bronchus 2) 
? Cerebral metastases. -et (continue) fentanyl patches.' A further entry. by Or 
Lord that day records 'son seen. Concerned about deterioration today. 
Explained about agitation and that drowsiness was probably due in part to 
diamorphine. He accepts that his mother is dying and agrees we continue 
present plan of Mx (management)". 

6.8 On znd March the nursing notes record "commenced on Fentanyl 25mcg this 
am. Very distressed this morning seen by Or Barton to have and diamorphine 
5mg ilm (intramuscular) same given 081 Oh by a syringe driver. A further entry 
the same day states "SIB Or Lord. biamorphine 5mg ilm,given for syringe 
driver with diamorphine loadec!'. ·On 3rt1 March a rapid deterioration in Mrs 
Page's condition is. recorded 'Neck and left side of body rigid- right side rigid, 
At 1 050h diamorphine and f11idazolam were commenced by syringe driver. 
Death is recorded later that day at 2130h, 4 days following admission to Dyad. 

·ward. 

. 
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6.9 The prescription charts (which are incompletely copied in notes made available 
to me) indicate she received the following drugs during this admission Two 
doses of intramuscular diamorphine 5 mg were administered at 0800 and 
1500h {date not visible) 

28 Feb 1998 1300h thioridazine 25mg 
1620h oramorph 5mg . 
2200h heminevrin 250mg in 5ml 

1 Mar 1998 0700h thioridazine 25 mg 
1300h thioridazine 25 mg 
2200h heminevrin 250mg 

2 Mar 1998 0700h thioridazine 25mg 
OBOOh fentanyl 25microg 

3 Mar 1998 1 OSOh diamorphine 20mg/24hr, midazolam 20 mg/24hr 
by subcutaneous infusion 

On 271
h February Dr Barton prescribed _thioridazine 25mg (prn tds)' and . 

Oramorph (1 Omg/5ml) 4hrly prn. On 2"d March Dr Barton prescribed fentanyl 
25microg patch {x3 days) to take as required (prn). On 3rd March Or Barton 
prescribed diamorphine 20-200mg/24hr, hyoscine 200-800ucg/24hr and 
midazolam 20-80mg/24hr ·by subcutaneous infusion. 
The notes do not indicate that the fentanyl patch was removed and I would 
_assume this was continued when the diamorphine and midazolam infusion was 
commenced: 

Opinion on patient manage~ent 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
6.10 · Primary responsibility·fot the medical· care of Mrs Page during her admission to 

Dryad Ward. lay with Or Lord, as the consultant responsible for his care. She 
saw Mrs Page 2 days before her transfer to Dryad ward and two days following 
her admission, the day before she died. My understanding is that day-to-day 
medical care was the responsibility of the clinical assistant Or Barton and 
during out of hours period .the on call doctor based at the Queen Alexander 
Hospital. Ward. nursing staff were responsible for assessing and monitoring Mrs 
Page and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
6.11 The assessment and management of Mrs Page at Alexandra Hospital was in 

my opinion competent and considered. From the information in the clinical 
notes I would agree with the diagnosis of probable carcinoma of bronchus. The 
decision to prescribe an antidepressant was in my opinion appropriate. Prior to 
transfer to Dryad ward she was not in pain but was transferred for palliative 
care. Although Mrs Page was clearly very dependent and unwell, it is not clear 
why Or Barton prescribed opiates to Mrs Page on admission to Dryad ward 
when there is no evidence she was in pain. I suspect the reason was to provide 
relief for Mrs Page's anxiety and agitation. This is a reasonable indication for 
opiates i~ the palliative care of a patient with known inoperable carcinoma. Mrs 
Page was noted to be severely dependent, Barthellndex 0, and in conjunction 
with a probable carcinoma of the bronchus the assessment that she required 
palliative care and was likely to die in the near future was appropriate. 

Evaluation of drugs prescribed and the administration regimens 
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6.12 The prescriptior:t of the major tranquilliser thioridazine for anxiety was 
reasonable and appropriate. The prescribing of the sedative/hypnotic drug 
heminevrin was similarly reasonable although potential problems of sedation 
from the combination need to be considered. Mrs Page was not in pain but I 
consider the prescription of oramorph on 28th February to attempt to-improv_e 
her distress was reasonable. By 2nd March Mrs Page remained very distressed 
despite prescription of Ora morph, thioridazine and heminevrin. Since the notes 
reported she was more settled following intramuscular diamorphine and she 
had been spitting out her oral medication, I would consider it appropriate to 
prescribe a transdermal fentanyl patch to provide continuing opioid drugs to 
Mrs Page. The lowest dose patch was administered but it would have been 
important to be aware of the potential for depression of respiration and/or 
conscious level that could occur. 

6.13 I do not understand why subcutaneous diamorphine and niidazolam infusions 
were commenced on 3rn March when Mrs Page had deteriorated whilst on the 
fentanyl patch. There is no indication in the notes that Mrs Page was in pain or 
distres_sed. The notes describe her as having undergone a rapid deterioration, 
which colild.have been due to a number of different causes, including a stroke 
or an adverse effect of the fentanyl patch. In my opinion the prescription by Dr 
Barton of subcutaneous diamorphine 20-200mg124hr prn, hyoscine 200-
800microg/24hr and midazolam 20-80mg/24hr was poor practice_and 
potentially very hazardous. I would judge it poor management to initially 
commence both diamorphine and midazolam in a frail elderly underweight 
patient such as Mrs Page who was already receiving transdermal fentanyl. 
would expect very clear reasons to support the use of the drugs to pe recorded 
in the medical notes. The combination could result in profound respiratory 
depression and-there are no symptoms recorded which suggest. the· 
administration of either drug was appropriate. 

Quality and sufficiency of the medical records 
6.14 The medical and nursing records relating to Mrs Page's admission to Dryad 

ward are in my view of adequate quality, although as stated above the reasons 
for the use of midazolam and diamorphine are not recorded in either the 
medical or-nursing notes. 

Appropriateness and justification of the decisions that were made 
6.15 In my opinion the majority of management and prescribing decisions made by 

medical and nursing staff were appropriate. The exception is the prescription of 
diamorphine and midazolam on the day of Mrs Page's death. From the 
information I have seen in the notes it appears that Or Barton may have 
commenced the diamorphine and midazolam infusion for non-specific reasons 
or for non-defined palliative reasons when it was judged she was likely to die in 
the near future. 

Recorded causes of death 
6.16 In the absence of a post-mortem the recorded cause of death is reasonable. 

Mrs Page had a probable carcinoma of the bronchus and experienced a slow 
deterioration in her general health and functional abilities. lt is possible that Mrs 
Page died from drug induced respiratory depression. However Mrs Page was 
at high risk of dying from the effects of her probable carcinoma of the bronchus 
even if she had not received sedative and opiate drugs. Bronchopneumonia · 
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can also occur as a complication of opiate and sedative induced respiratory 
depression but also in patients deteriorating from malignancy. In the absence 
of post-mortem, radiological data (chest Xray) or recordings of Mrs Page's 
respiratory rate I would consider the recorded cause of death was possible. 
The deterioration on between the 2nd March and 3rn March could have been 
secondary to the fentanyl patch she received but again could have occurred in 
the absence of receiving this drug. There are no accurate records of Mrs 
Page's respiratory rate but significant potentially fatal respiratory depression 
was likely to have resulted could have resulted from the combination of 
diamorphine, midazolam and fentanyl. 

Duty of care issues 
6.17 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care, to monitor Mrs Page and to document the effects of drugs 
prescribed. In my opinion this duty of care was adequately met e>;.cept during 
the last day of her life when the prescription of diamorphine and midazolam was 
poor practice and may have contributed to Mrs Wilkie's death. 

Summary 
6.18 Mrs Page was a frail elderly lady with probable carcinoma of the bronchus who 

had been deteriorating during the two weeks prior to admission to Dryad ward. 
In general I consider the medical and nursing care she received was 
appropriate and of adequate quality. However I cannot identify a reason for the 
prescription of subcutaneous diamorphine, midazolam and hyoscine by Or 
Barton on the 3rd March. In my view this was an inappropriate, potentially 
hazardous prescription. I would consider it highly likely that Mrs Page 
experienced respiratory depression and profound depression of conscious fever 
from the combination of these two drugs and fentanyl but I· cannot exclude other 
causes for her deterioration and death at this time such as stroke or 
pneumonia . 
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Opinion on clinical management at Gosport War Memorial Hospital 
based on review of five cases presented by Hampshire Police 
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7.1 My opinion on· the five cases I have been asked to review atGosport War 
Memorial Hospital must be considered in context. My understanding is that the 
five cases have been selected by Hampshire Police because of concerns 
expressed relating to the management of these patients. Therefore my 
comments should not be interpreted as an opinion on the quality of care in 
general at Gosport War Memorial Hospital or of the general quality of care by 
the clinicians involved. My comments also relate to a period 2-4 years ago and 
the current clinical practice at the hospital may be very different todaY. An 
opinion on the quality of care in general at the hospital or of the clinicians would 
require a systematic review of cases, selected at random or with pre-defined 
patient characteristics. Examination of selected cases is not an appropriate 
mechanism to comm~nt on the-general quality of care of an institution or 
individual practitioners. 

7.2 However having reviewed the five cases I would consider they raise a number 
of concerns that merit further examination by independent enquiry. Such 
enquiries could be made through further police interviews or perhaps more 
appropriately through mechanisms within the National Health Service, such as 
the Commission for Health Improvement, and professional medical and nursing 
bodies such as the General Medical Council or United Kingdom Central Council 
for Nursery, Midwifery and Health Visiting. 

7.3 My principle concerns relate to the following three areas of practice: 
prescription and administration of subcutaneous infusions of opiate and ' 
sedative drugs in patients with non-malignant disease, lack of training and 

· appropriate medical supervision of decisions made by nursing staff, and the 
level of nursing and non-consultant medical skills on the wards in relation to the 
management of older people with rehabilitation needs. 

7.4 · In all five cases subcutaneous infusions of diamorphine and in combination with 
sedative drugs were administered to older people who were mostly admitted for 
rehabilitation. One patient with carcinoma of the bronchus was admitted for 
palliative care. Although intravenous infusion of .these drugs are used 
frequently in intensive care settings, very close ·monitoring of patients is 
undertaken to ensure respiratory depression does not occur. ~ubcutaneous 
infusion of these drugs is also used in palliative care, but the British National 
Formulary indicates this route should be used only when the patient is unable 
to take medicines by mouth, has malignant bowel obstruction or where jhe 
patient.does not wish to take regular medication (Appendix 2). In only one case 
were these criteria clearly fulfilled i.e. in Mrs Page who was refusing to take oral 
medication. Opiate and sedative drugs used were frequently used at excessive 
doses and in combination with often no indication for dose escalation that took 
place. There was a failure by medical and nursing staff to recognise or respond 
to severe adverse effects of depressed respiratory function and conscious level 
that seemed to have occurred in all five patients. Nursing and medical staff 
appeared to have little knowledge of the adverse effects of these drugs in older 
people. 
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7.5 Review of the cases suggested that the decision.to commence and increa.se 
the dose of diamorphine and sedative drugs might have been made by nursing 
staff without appropriate consultation with medical staff. There is a possibility 
that prescriptions of subcutaneous infusions of diamorphine, midazolam and 
hyoscine may have been routinely written up for many older frail patients 
admi~ed to Daedalus and Dryad wards, which nurses then had the discretion to 
commence. This practice if present was highly inappropriate, hazardous to 
patients and suggests failure of the senior hospital medical and managerial staff 
to monitor and supervise care on the ward. Routine use of opiate and sedative 
drug infusions without clear indications for their use would raise concerns that a 
culture of "involuntary euthanasia" existed on the ward. Closer enquiry into the 
ward practice, philosophy and individual staff's understanding of these 
practic~s would be necessary to establish whether this was the case. Any 
problems may have been due to inadequate training in management of older 
patients:· lt would be important to examine levels of staffing in relation to patient 
need during this period, as the failure to keep adequate nursing records could 
have resulted from under-staffing of the ward. Similarly there may h;:~ve been 
inadequate senior medical staff input into the wards, and it would be important 
to examine this in detail, both in terms of weekly patient contact and in time 
available to lead practice development on the wards. My review of Or Lord's 
medical notes and her statement leads me to conclude she is a competent, 
thoughtful geriatrician who had a considerable clinical workload during the 
period the above cases took place. 

7.6 I consider t~e five cases raise serious concerns about the general management 
of older people admitted for rehabilitation on Daedalus and Dryad wards and 
'that the level of skills of nursing and non-consultant medical staff, particularly Or 

· -Barton; were not adequate at the time these· patients were admitted. 

7.7 Having reviewed the five cases presented to me by Hampshire Police, I 
consider they raise serious concerns about nursing and medical practice on 
Daedalus and Dryad wards at Gosport War Memorial Hospital. In my opinion a 
review of practice at the institution is necessary, if this has not already taken 
place. I would recommend that if criminal proceedings do not take place, that 
these cases are brought to the attention of the General Medical Council and 
United Kingdom Central Council for Nursery, Midwifery and Heafth Visiting, in 
relation to the professional competence of the medical and nursing staff, and 
the Commission for Health Improvement, in relation to the quality of service · 
provided to older people in the Trust. 
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Phcnmacology of Opiate and Sedative Drugs 

Morphine 
8.1 Morphine is a potent opiate analgesic considered by many to the 'drug of 

choice' for the control of acute pain (Therapeutic Drugs Do!lery). 

GMC100096-0547 

Recommended starting dosage regimens for a fit adult of 70Kg are fo·r 
intravenous bolus dosing 2.5mg every 5 min until analgesia achieved with 
monitoring of the duration of pain and dosing interval, or a loading dose of 5-
15mg over 30min than 2,5mg - 5mg every hour. A standard reference text 
recommends 'morphine doses should be reduced in elderly patients and titrated 
to provide optimal pain relief with minimal side effects'. Morphine can be used 
for sedation where sedation and pain relief are indicated, Dollery comments 'it 
-shou/d,be noted that morphine is not indicated as a sedative drug for long-term 
use. Rather the use of morphine is indicated where the requirement for pain 
relief and -sedation coexist such as in patients admitted to intensive care units 
and other high dependency areas, the morphine dose should be titrated to 
provide pain relief and an appropriate level of sedation. Frequently other 
pharmacological agents (e.g.: benzodiazepines) are added to this regimen to 
increase the level of sedation': 

8.2 Diamorphine 
8.3 

8.4 Fentanyl 
8.5 Fentanyl is a transdermal opioid analgesic available as a transdermal patch. 

The '25' patch releases 25microg/hr. · 

8.6 The British National Formulary (copy of prescribing in palliative care attached 
Appendix 2) comments on the use of syringe drivers in prescribing in palliative 
care th'at drugs can u·sually be administered by mouth to control symptoms, and 
that indications for the parenteral route are: patient unable to take medicines by 
mouth, where there is malignant bowel obstruction, and_ where the patient does 
not wish to take regular medication by mouth, lt comments that staff using 
syringe drivers should be adequately trained and that incorrect use of syringe 
drivers is a commor) cause of drug errors. 

Heminevrin 

Midazolam 
8.1 Midazolam is a benzodiazepine sedative drug. lt is used as a hypnotic, 

preoperative medication, sedation for procedures such as dentistry and GO 
endoscopy, long-term sedation and induction of general anaesthesia. lot is not 
licensed for subcutaneous use, but is described in ~he British National 
Formulary prescribing in palliative care section as 'suitable for a very restless 
patient: it js· given in a subcutaneous infusion dose of 20-100mg/24 hrs. 

8.2 DA standard text describes the use of sedation with midazolam in the intensive 
care unit ~etting, and states, "sedation is most commonly met by a combination 
of a benzodiazepine and an opioid, and midazbtam has generally replaced 
diazepam in this respect': lt goes on to state, "in critically ill patients, prolonged 
sedation may follow the use of midazolam infusions as a result of delayed 
·administration". Potentially life threatening adverse effects are described, 
"Midazolam can cause dose-related CNS depression, respiratory and 
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cardiovascular depression. There is a wide variation in susceptibility to its 
effects, the elderly being particularly sensitive. Respiratory depression, 
respiratory arrest, hypotension' and even death have been rep·orted following its 
use usually during conscious sedation. The elderly are listed as a high-risk 
group; the elderly are particularly sensitive to midazolam. The dose should be 
reduce·d and the drug given slowly intravenously in a dilut~d form until the 
desired response is achieved. In drug interactions the following is stated. 
"midazolam will also potentiate the central depressant effects of opioids, 
barbituates, and other sedatives and anaesthetics, and profound and prolonged 
respiratory depression might result. 

Hyoscine . 
8.4 The British National Formulary describes hyoscine hydrobromide as an 

antagonist (blocking drug) of acetylcholine. lt reduces salivary and respiratory 
secretions and provides a degree of amnesia, sedation and antiemesis 
(antin~usea). IN some patients, especially the ·elderly, hyoscin·e·may caUse the -
central anticholinergic syndrome (excitement, ataxia, hallucinations, 

8.5 

behavioural abnormalities, and drowsiness). The palliative care section 
describes it as being given in a subcutaneous infusion dose of 0.6-2.4mg/24 
hours. 

Use of syringe drivers 
8.'1 The BNF states 'oral medication is usually satisfactory unless there is severe 

nausea and vomiting, dysptiagia, weakness, or coma in which case parenteral 
medication may be necessary. In the pain section it comments the non-opioid 
analgesics aspirin or p·aracetamol given regularly will often make ·the use of 
opioids unnecessary. An opioid such as codeine or dextropropoxyphene alone 
or in co~bination with.a non-oploid analgesic at adequate dosage.may be 
h·elpful in the control of moderate pain id non-opioids are not sufficient. If these 
preparations are not .controlling the pain, morphine is th'e most useful opioid 
an_algesic. Alternatives to morphine are hydromoprhine, oxycodone and 
transdermaf fentanyl. In prescribing morphine it states 'morphine is given as an 
oral solution or as standard tablets every 4 hour, the initial dose depending 
largely on the patient's previous treatment. A dose of 5-1 Omg is enough to 
replace a weaker. analgesic. If the first dose of morphine is no more effective 
than the previous analgesic it should be increased by 50% the aini being to 
choose the lowest dose which prevents pain. The dose should be adjusted 
with ~areful assessment of the pain and the use of adjuvant analgesics (such 
as NSAIDs) should also be considered. Although morphine in a dose of 5-1 Omg 
is usually adequate there should be no hesitation in increasing it stepwise 
according to response to 1 OOmg or occasionally up to 500mg or higher if 
necessary. The BNF comments on the parenteral route 'diamorphine is 
preferred for injection. The equivalent intramuscular or subcutaneous dose of 
diamorphine is· approximately a 'third of the oral dose of morphine: 

8.2 In the chapter on pain relief in 'Drugs and the Older Person' Creme writes on 
the treatment of acute pain ' treat the underlying cause and give adequate pain 
relief. The nature of the painful condition, the response of the patient and the 
presence of comorbidity will dictate whether to start with a mild analgesic or to 

' go immediately to a more potent drug. In order to avoid the situation that 
patients remain in pain, "starling low" must be followed by regular re-evaluation 
with, if necessary, frequent increases in drug dose. The usual method of 
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prescribing morphine for chronic pain is to start with standard oral morphine in 
a dose of 5-1 Omg every four hours. The dose should be halved in frail older 
people. 

Prescribing for the Elderly . 
The Br-\t\sh National Formulary states In Prescribing for the Elderly section "The 
ageing nervous system shows increased susceptibility to many commonly used 
drugs, such as opioid analgesics, benzodiazepines, antipsychotics and 
antiparkinsonian drugs, all of which must be used with caution". 
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1. SUMMARY OF CONCLUSIONS 

Mrs Ruby Lake was a frail 84 year old who was admitted to hospital having 

.... fallen and fractured her left hip on 5th August 1998. This was surgically 

repaired and she had a difficult post-operative course due to events 

' associated with ·her pre-existing heart and kidney problems, leading to 

heart failure, atrial fibrillation and renal impairment, along with a chest 

infection and episodic contusion/agitation at night. A combination of fluids, 

diuretics and antibiotics were required to support her through this period . 
• • . _,_... .. •'l"' ·~"'-'-~. ---·-· • "":,· -:-····"'" -~---!~ ... .• -

At the time of Dr Lord's review, she summarised Mrs Lake as frail and quite 

unwell and was uncertain as to whether there would be significant 

improvement. Subsequent to Or Lord's review, Mrs Lake experienced· 

chest pains that appeared either related to her ischaemi~ heart disease or 

were musculoskeletal in origin, for which GTN (an anti-anginal treatment) 

or codeine/paracetamol were . effective respectively. Apart from these 

episodes of pain, Mrs Lake appeared to be progressing rather than 

deteriorating whilst awaiting transfer to Gosport War Memorial Hospital and 

had begun to mobilise. On the day prior to transf~r. for a period of time, 

she was noted to appear confused arid had a temperature. However, on 

the day of the transfer she was reported to be well, comfortable and happy 

with a normal temperature. 

Infrequent entries in the medical notes during her stay on Dryad Ward 

make it difficult to closely follow Mrs Lake's progress over the last three 

days of her life. She apparently settled in well, but the next· day 

complained of chest pain. A syringe driver containing diamorphine and 

midazolam was commenced later that day. Mrs Lake became drowsy, her 

chest bubbly and the doses of drugs in the syringe drjver were modified 
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• • 4 -· - ·.;;;~.... • 1. • O:t..-- ~ ,~ .,., ... - • ... .... -

e .. ·-

over the next two days to diamorphine 60mg, midazolam 60mg and 

hyoscine hydrobromide 800microgram/24h. Mrs Lake was confirmed dead 

at- 18.25h ·on the 21st-- August, the cause of death stated as 

bronchopneu monmia. 

Or Barton does not appear to have provided Mrs Lake a good standard of 

clinical care as defined by the GMC; Mrs Lake was not adequately medically 

assessed by Or Barton at the time of her transfer or after her complaints of 

chest pafn; there was no justification given for the prescription of morphine or 
.... -.- . ~, . . _, . 

the drugs administered in the syringe driver. 

A lack of documentation makes it difficult. to understand why Mrs Lake may 

have deteriorated in the rapid way that she· did. A rapid deterioration often 

suggests an acute underlying medical cause. In this regard, a thorough 

medical assessment when she complained of chest pain (or indeed at the time 

of her transfer) may have identified possible ·contributing factors, such as a 

chest infection, that could have been appropriately treated. lt ls therefore 

possible that her physical state had deteriorated in a temporary or reversible 

way and that-with appropriate medical care she would have recovered. 

If it were that Mrs Lake had naturally entered the terminal phase of her life, at 

best, Dr Barton could be seen as a doctor who, whilst failing to keep clear, 

accurate, and contemporan'eous patient records had been attempting to allow 

Mrs Lake a peaceful death, albeit with what appears to be an inappropriate 

use of medication due to a lack of sufficient knowledge. However, given the 

lack of medical and nursing records to the contrary, reasonable doubt exists 

that Mrs Lake had definitely entered her terminal stage. Given this doubt, at 

· worst, Dr Barton could be seen as a doctor who breached the duty of care she 

owed to Mrs Lake by failing to provide treatment with a reasonable amount of 
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skill and care. This was to a degree that disregarded the safety of Mrs Lake by 

failing to adequately assess her physical state at the time of her transfer and 

···when she complained. of chest pain, failing .to tq.k~ s._pi~~IJI~ Cl."-~ pr~mp! _a,c_!i_()_". 

w~en necessary and if her physical state had deteriorated in a temporary or 
. . 

reversible way exposing her to the inappropriate use of diamorphine and 

midazolam in doses that could have contributed more than minimally, 

negligibly or trivially to her death. As a result Or Barton leaves herself open to 

the accusation of gross negligence . 
........... .. ~--~ -~.-.... ··-. 

2. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 

afforded to the patient in the days leading up to her death against the 

ac-ceptable standard of the day. Where appropriate, if the care is felt to. be 

suboptimal, comment upon the extent to which it may or may not disclose 

criminally culpable actions on the part of individuals or groups. 

3. ISSUES 

3.1 Was the standard of care afforded to this patient in the days leading up 

to her death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treat!llent should normally 

have been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 
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4. BRIEF CURRICULUM VITAE 

Code A 
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5. DOCUMENTATION 

This Report is based on the following documents: 

[1] Set of medical records on paper and CD-ROM of Ruby Lake (BJC-67). 

[21 Set of medical records on paper of Ruby Lake (JR-19A). 

[3} Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4]Hampshire Constabulary Operation Rochester Guidance for 
( 

1 Medical Experts. 

e (5] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

(6] Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury Palliative Care Services (1995); 

Also referred to as the 'Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administrat.ion of Medicines by Nursing Staff Policy (January 

1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 ). 

iv} Compendium of Drug Therapy Guidelines, Adult Patients (1 998). 

v) Medicines Audit carried out ~Y the Trust referred to as Document 54 on 

page 52 in the Chi Report (reference 6). 

[8] General Medical Council, Good Medical Practice (October 1995). 

[91 British National Formulary (BNF). Section on Prescribing in 

Palliative Care (March 1998}. 

{10] British National Formulary (BNF). Section on Prescribing for the 
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Elderly (March 1998). 

· 6. CHRONOLOGY/CASE ABSTRACT 

Events at the Royal Naval Hospital, Haslar 

Mrs Ruby Lake, an 84 year old widow who lived alone, was admitted on 

the 5th August 1998 to the Royal Naval Hospital, Haslar, Go sport under 

the care of Surgeon Captain Farquharson-Roberts, following a fall at home 

in which she· sustained a fractured neck of her left femur (top part of her 

left leg)(page 53 of 181 ). Her past medical history revealed a number of 

heart problems; left ventricular failure (heart failure), a probable myocardial 

infarction ('heart · attack'), hypertension (raised blood pressure), 

cardiomegaly (enlarged heart), aortic valve ·sclerosis (thickening or ·one of 

the heart valves) and atrial fibrillation (irregular heart beat) (page 52 of 

181; pages 37, 42 and 59 of 443). In addition, renal failure (in association 

with the use. of a non-steroidal anti-inflammatory drug), generalised 

osteoarthritis, gout, leg ulcers, liposclerosis, sicca (Sjogren's) syndrome 

. (dry eyes and mouth) and possibly rheumatoid arthritis (all summarised 'on 

page 73 of 443). ~ubsequently, a consultant rheumatologist considered 

that she possibly had CREST syndrome (page 352 of 443). This is the 

association of calcinosis -(calcification of the skin). Raynaud's phenomenon 

(poor circulation to the fingers) oesophageal involvement (difficulty 

swallowing), sclerodactyly (thin fingers) and telangiectasia (dilated blood 

vessels in the skin). lt is a variant of systemic sclerosis (scleroderma), a 

systemic connective tissue disorder characterised mainly by inflammation 

of subcutaneous connective tissue, followed by a progressive fibrosis 

leading to atrophy of skin, subcutaneous fat and .associated tissue and an 

Page 8 of 35 



GMC1 00096-0560 

Dr A.Wilcock Ruby Lake (BJC/67) Draft Report lOth July 2005 

arteritis (inflammation of the small blood vessels) of the skin. lt may also 

affect skeletal muscles and other organs, e.g. the heart (cardiomyopathy 

causing heart failure), lungs (fibrosis callsing shortness of breath), kidneys, 

(causing renal failure) and gastro-intestinal tract (hypomotility leading to 

bacterial overgrowth, which in turn leads to malabsorption). In addition to 

the problems with the skin, symptoms can thus include oesophageal reflux· 

or heartburn, difficulty swallowing, bloating after meals, weight loss, 

diarrhoea, constipqtiO!), ~.hortness of breath, joint pain and dry and sore 

eyes. The disease is generally progressive, with some experiencing 

remission with a slow progression. Those with only, skin involvement have 

a better prognosis. Death may occur from gastro-intestinal, cardiac, kidney 

or pulmonary involvement. 

Mrs Lake's medication consisted of allopurinol 1 OOmg twice a day (to 

prevent gout), bumetamide 1mg once a day (a water tablet), digoxin 

62.5microgram on~e a day (for ~trial fibrillation). 

Mrs Lake. reported that she was usually mobile, independent and self 

caring, could walk 1 DO yards before stopping due to her arthritis rather 

than angina (page 52 of 181). 

Abnormal findings on initial examination .wer~ a 'regularly irregular pulse 

rate of 72 beats per minute and a possible mass in the right iliac fossa 

(page 53 of 181 ). Blood tests revealed a raised white cell count (12.87 x 

1 09/L; normal 4-11) due to a neutrophillia (page 6 of 181) and an elevated 

urea (16.8 mmoVL; normal 2.5-6.1 )(page 9 of 181 ). According to a chest 

x·ray repor1, the lung fields were clear but the heart was enlarged (page 27 

of 181). However, it should be clarified if this report relates to the chest x-

·ray taken on the 5th August 1998, as the date of the report is given as the 
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7th September 1998. Her ECG (electrocardiograph) on the 5th August 

1998 revealed a normal heart rhythm but abnormal T wave inversion in 

·leads I and avl and poor R wave progression in the anterior chest leads 

(page 86 of 181 ). J am not a cardiologist, who would be best placed to 

interpret EGGs, but my understanding is that the changes in this and Mrs 

Lakes other EGGs, could be consistent with the use of digoxin, cardiac 

ischaemia (reduced blood flow to the heart muscle) or left ventricular 

hypertrophy (enlargement of one of the chambers in the left side of the 

heart). 

Mrs Lake underwent a left hemi-arthroplasty on the 5th August 199B (page 

57 of 181 ). The operation went without incident but Mrs Lake had a difficult 

post-operative course. 

On the 6th August Mrs Lake had problems with vomiting and shor1ness of 

breath. Her pulse was regular but her jugular venous pressure was 

elevated 3cm (assessed by how high above·the sterna! angle (part of the 

breast bone} the blood level is in the large veins of the neck when sitting 

and resting back 45°) and bilateral fine crackles were heard in the bases of 

her lungs (page 60 and 61). In view of these findings it was considered that 

she had excess fluid in the circulation causing heart failure. lnfec1ion was 
, , 

another possibility and her white cell count was elevated at 18.8 x 1 09/L 

(mainly due to neutrophils, the type increased by infection). Mrs Lake's 

intravenous infusion of fluid was stopped for several hours and 

subsequently restarted at a slower rate. A .urinary catheter was inserted to 

monitor her urine output and she was commenced on an!ibiotics, 

Augmentin 375mg three times a day by mouth (page 61 of 181 ). 
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Over the following days, it appeared difficult to give her sufficient fluids to 

maintain a reasonable urine output and avoid renal impairment (urea and 

· creatinine increased to 17.3mmoVL and 144micromols/L respectiv,ely) 

without easily risking fluid overload and heart failure. Hence her 

intravenous fluids were adjusted several times and additional diuretics (to 

remove excess water) were given intermittently (pages 63 and 64 of 181 ). 

On the 9th August, Mrs Lake's probl~ms were listed as poor mobility, 

shortness of_ bre9,th_ on exertion, nausea and diarrhoea (page 64 and 65 of 
. -

181 ). Blood tests revealed ongoing renal impairment (urea of 25.6mmoi!L 

and creatinine 141 micromoi!L). 

On the 1 bth of August Mrs Lake was r-eported. to be unweH,· drowsy and · 

experiencing vomiting and diarrhoea. Her pulse had increased to a rate of 

120 per minute and was now irregularly irregular. Her blood pressure was 

120/60mmHg (probably low for her; she had previous readings of 160/90) 

(page 62· of 181 )). Two ECGs were carried out in succession that revealed 

changes from her original ECG (page 86 of 181 ). The automatic report of 

the first· stated 'sinus arrhythmia, rate varies from 79 to 158, ~entricular 

premature complex, diffuse ST-T abnormalities' (page 84 of 181). The 

second ECG showed atrial fibrillation (irregular heart beat, page 82 of 

181}. She was reviewed by a more senior doctor, a senior house officer, 

who found inspiratory crepitations (crackl~?s) at her left lung base (page 67 

·of 181 ). · lt was considered that she was dehydrated, with a chest infection 

and had possibly had a myocardial infarction (page 68 of 181 ). Blood tests 

revealed a re-increase in her white cell count to 15.27 x 109/L and an 

increase in her urea to 2Smmoi/L. A chest x-ray revealed an infection at 

the base of her left lung and no heart failure ·(page 69 of 181). Intravenous 

Page 11 of35 



GMC1 00096-0563 
- -- ------· --------------------

. Or A.Wilcock Ruby Lake (BjC/67) Draft Report 10th July 2005 

fluids were given and her antibiotic, Augmentin, was switched to 

intravenous administration 600mg three times a day, instead of orally. 

Later that day, Mrs Lake was reported to have improved (page 69 of~ 81 ). 

An entry in the nursing records noted 'antibiotics changed to IV 

(intravenous) as unable.to swallow large tablets' (page 165 of 181). 

On the 11th August 1 ~98, her improvement continued. Her temperature 

was normal, she had a clear chest and a good urine output. She was 

switched to oral antibiotics (page 70 of 181). Later that n!ght she again 

' 
appeared to have heart failure and required further intravenous furosemide 

(page 71 of 181.). 

On the . 12th August, . the antibiotics and intravenous fluids were 

discontinued. Mrs Lake was not in heart failure, the diarrhoea had settled 

and she had sat out. She was noted to be developing a bed sore on her 

sacrum (base of the spine). The plan was to allow her to mobilise with a 

physiotherapist and encourage oral fluids (page 71 of 181). She was 

referred to Dr Lord 'from the point of view of her future management' with a 

referral letter summarising that Mrs Lake's post-operative recovery was 

slow, with episodes of confusion, pulmonary oedema (due to. left 

ventricular failure), vomiting and diarrhoea (page 72 and 73 of 181). Dr 

Lord reviewed Mrs Lake later that day and listed her problems as: left. 

cemented hemi~arthroplasty of hip; LBBB plus L VF - improving (left bundle 

branch block (an ECG abnormality) and left. ventricular failure; sick sinus 

syndrome/AF (atrial fibrillation); dehy~ration - but improving (possibly 

referring to a urea 17.7mmoi/L on the 12th August (page 107 of 181); 

bilateral buttock ulcers; bilateral leg ulcers; hypokalaemia (low potassium) 

3.0mmoVL (lower limit of normal 3.6mmoVL; page 107 of 181 ); 
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normochromic anaemia (possibly referring to a haemoglobin of 1 OSg/L 

(lower ·limit of normal 105g/L) on the 11th August; page 92 of 181 ); 

vomiting and diarrhoea query cause. Or lord suggested potassium 

supplements (Slow K, 2 twice a day) for the low potassium; to hydrate 

orally and stool cultures to look for infection. Dr Lord noted that 'it is difficult 

to know how much she will improve but I'll take her to an NHS continuing 

care bed at GWMH next week' (page 73 and 74 of 181 ). Or Lord's 

s.um~a'Y .ofJhis assessment was dictated on the 14th August and typed 

on the 17th August (page 23 of 181) in which. she summarised Mrs Lake 

as 'frail and quite unwell at present' and notes that she is uncertain as to 

whether there will be significant improvement (page ·23 of 181). 

Stool cultures taken on the 8th August were normal with no blood, mucous 

or fat globules (page 113 of 181) and urine and blood cultures taken on the 

~ Oth August revealed no bacterial growth (pages 35 and 111 of 181 ). The 

cardiac enzymes measured on the 10th and 12th August did not suggest 

that she had had a heart attack (pages 107 and 1 09 of 181 ). 

On the 13th August an entry in the nursing notes (unspecified time in the 

am) records that Mrs. lake complained of central chest pain, oxygen· was 

given, together with 2 sprays of GTN (glyceryl trinitrate; an anti·anginal 

treatment given by spray under the tongue} with effect. An ECG ·was 

reviewed by a doctor and no further action taken (page 168 of 181). There 

is no mention of this episode in the medical notes. 

Several entries in the nursing notes report that Mrs Lake was at times 

agitated in the night, e.g. Bth, 10th, 12th, 13th August 1998 (pa~es 164, 

166, 167,168 of 181 }. 
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On the 14th of August Mrs L~ke is reported as well and to have stood with 

the physiotherapist (page 74 of 181). Her potassium level was improving 

(potassium 3.4mmoi/L; page 101 of 181 ). 

On ~he 15th August the nursing records at 07.00h note that 'Ruby had 

some pain due to arthritis in her left shoulder overnight. She had 

paracetamol as charted with good effect' (page 169 of 181). Later 1hat day 

the nursing notes record 'c/o (complaining of) pain in left shoulder/chest on 

.inspiration, 02 (oxygen)· remains in situ. Dr's (doctors) to review, ? 
' -• • r • ~ r 0 " W 

muscular' (page 169 ot 181 ). In the entry in the medical notes follows, the 

house officer notes that it was 'left sided chest pain in ribs through to her 

back - sin~e being _manhandled. Worse on coughing, tender· over ribs. 

ECG - nil changes (page 78 of 181), no effect with GTN (Gtyceryl 

Trinitrate)' (page 75 of ·181 ). Her oxygen saturation level was normal on 

the oxygen (98%). Her pulse was noted to be -100 beats per minute 

irregularly irregular {as in atrial fibrillation). The impression was that this 

was 'musculoskeletal chest pain but consider PE (pulmonary embolism, a 

blood clot that has travelled to the lungs) or angina' (page 75 or 181 ). 

Blood tests revealed a normal potassium of 4.5mmoi/L, a stable urea of 

20.4mmoVL and normal cardiac enzymes. Mrs Lake was prescribed 

codeine phosphate 30mg and she received a dose at 22.35h {page 175 of 

181) with 'good effect' (page 170 of 181). The nursing notes of the 16th 

August timed at 07.00h summarise this medical review. Later the same 

. day at 17 .OOh, they ·record that Mrs Lake had had a comfortable afternoon, 

that her oxygen saturations were 96% without oxygen and that she had 

gone out with her family a~ound the grounds (page 172 of 181 ). Mrs Lake 

received another dose of codeine 30mg ··at 22.00h on the 16th August 
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(page 175 of 181 ). The only other analgesic that she received was 

paracetamol 1 gram at 20.00h on the 17th August (for a raised 

·· temperature) and at 08.08h on the 18th August (not specified if for pain or 

a raised temperature) (page 175 of 181). 

On the 17th August the medical notes record that Mrs Lake was well, did 

not have a raised temperature or chest pain, was mobilising slowly and 

awaiting transfer to Gosport War Memorial Hospital (76 of 181). The 

nursing notes for the 17th August repo~ t~at Mrs Lake had a good nights 

sleep after settling late and frequently calling out (page 170 of 181). A 

later entry (20.15h) reports that Mrs Lake 'seemed confused this 
. . . . 

afternoon ... Pyrexial at 38.8QC at 19.45h, paracetamol giv.en' (page 171 of 

181). 

On the 18th August an entry in the nursing notes made at 02.00h reports 

'increased shortness of breath, recommenced on oxygen therapy, 

encouraged to expectorate.· Apyrexial.. ... .' (page 171 of 181). There is no · 

mention that a doctor was informed at ·that time of her increased confusion 

and pyrexia. 

On the 18th August the medical notes entry timed at 09.00h report that Mrs 

Lake was well, comfortable and happy but that the evening before she had 

a .temperature of 38.5!?C. !t was now 37.3QC. $he was mobilising well and __ 

was due transfer to Gosport War Memorial Hospital that day. Her oxygen 

was discontinued and the transfer went ahead (page 76 of 181). The 

transfer letter written for the staff at Gosport War Memorial Hospital 

summarised in some detail Mrs Lake's progress and current status, e.g. 

noting that 'she has had a slow recovery, exacerbated by bouts of angina 

and breathlessness. This appeared secondary to fluid overload .... -this has. 
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now resolved, it appears ...... and she [Mrs lake) is usually lucid and only 

very occasionally seems confused at night' (page 22 of 443). There is no 

mention that her temperature had recently been elevated or that she had 

been using oxygen up to the day of transfer. 

Events at Dl}'ad Ward Gosport War Memorial Hospital 

Mrs Lake was transferred to Dryad Ward, Gosport War Memorial Hospital 

on the 18th August 1998, under the c~re ~f Or Lord. There are two entries 

in the medical notes that cover a period of three days taking up one page 

in length (page 77 of 443). One is the note made on transfer, the other is 

the confirmation of death. This makes events difficult. to follow ·in any· 

depth. What follows is a record of events summarised from the medical 

notes, summary notes and nursing care plan. 

The 18th August 1998 entry in the medical notes made by Dr Barton,. 

reads (abbreviations removed), 'Transfer to Dryad Ward continuing care. 

History of presenting complaint: fractured left neck of femur 5th August 

1998. Past medical history: angina and congestive cardiac failure. 

Catheterised, transfers with twol needs some help with activities of daily 

living_. Bartel score of 6. Get to know. Gentle rehabilitation. I am happy for 

nursing staff to confirm death (page 77 of 443). The next entry on the 21st 

August 1998 notes that Mrs Lake had died at 18.25h (page 77 of 443). 

The medication chart reveals that she was prescribed digoxin 

62.5micrograms once a day, Slow K 2·twice a day, bumetamide 1mg once 

a day, alfopurinol 1 OOmg twice a day (although it appears it was only given 

once a day) as she had been at Haslar hospital (page 369 of 443). Nevy 

·additions were temazepam 1 D-20mg at night, although none was taken . 
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and morphine (Oramorph, 1 Omg/Sml} 5-1 Omg as required (page 369 of 

443). Doses of morphine were administered on the 18th. August (Smg at . 

14. 15h) and 19th August ( 1 Omg at 00.15h and 11 .SOh)(page 369 of 443}. 

lt is unclear why she received the dose on the 18th August. The nursing 

summary notes on the 18th August report Mrs Lake to be 'a pleasant lady, 

happy to be here ...... settled quite well. Fairly cheerful this pm' (page 394 

of 443). The nursing care plan dated the 18th August 1 998 noted 'settled 
. . 

and slept well from 22.00h until midnJght. Woke very distressed and . 

anxious. Says she needs someone with her. Oramorph Smg given D0.15h 

with little effect. Very anxious during the night. Confused at times' (page · 

388 of 443). I assumethi~ entry, although dated the 18th ~ugust, relates to 

the night of the 18th August/early hours of the 19th August, but this should 

be clarified. 

On the 19th August 1998 various untimed entries in the nursing plan 

reported: 'helped a little. in washing and dressing, unsteady in walking' 
"-J 

(page 374 of 443); 'catheter draining we!L'clear urine' (page 382 of 443); 

'assisted wash given. Patient very breathless' {page 384 of 443). The. 

nursing summary notes records at 11.50h 'complaining of che~t pain. Not 

radiating down arm - no worse on exertion, pulse 96, grey around mouth. 

Oramorph 10mg/5ml given. Doctor notified. Pain only relieved for a short 

period - very anxious. Diamorphine 20mg, midazolam 20mg commenced 

in syringe driver' (page 394 of 443). There is no entry in the medical notes 

relating 1o the chest pain or commencem.ent of the syringe driver. The 

diamorphine, hyoscine hydrobromide and midazolam were prescribed by 
. . . 

· Dr Barton (page 368 of 443). The nursing care plan entry for !he 19th 

August then reads 'comfortable night. Settled well. Drowsy but rousable 
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this am. Sips of oral fluids tolerated. Syringe driver satisfactory (page 388 

of 443). 

On the 20th August, entries in the nursing care plan report 'condition 

continues to deteriorate. Remains very "bubbly", suction attempted without 

success, distressed when turned. Syringe driver recharged at 07.35h. 

Oral care given, catheter draining. looks flushed (page 388 of 443). The 

nursing summary notes recorded at 12.15h 'condition appears to have 

deteriorated overnight, . driver recharg~~ . 1 q.1 Oh d~~morphine 20mg, 

midazalam 20mg, hyoscine 400microgram. Family informed of condition. 

Daughter present at time of report' (page 394 of 443). At an unspecified 

time at 'night' the entry reads 'general condition continues to deteriorate 

very "bubbly", suction attempted without success. Position ·changed 

frequently Ruby ? reusable and distressed when moved. Syringe driver 

recharged diamorphine 60mg, midazolam 60mg and hyoscine 

800microgram 07.35h. Daughter has enquired 08.00h Ruby's condition' 

(pages 394 and 395 of 443). 

The medication chart · contains prescriptions for diamorphine 2Q-

200mg/24h, hyoscine (hydrobromide) 200-800micrograms/24h and 

midazolam 2Q-80mg/24h by se infusion (page 368 of 443). lt is unclear 

when this prescription was written as it is undated. A syringe driver 

containing diamorphine 20mg and midazolam 20mg was commenced at 

16.00h on the 19th August 1998 (page 368 of 443). This appears to be 

have been changed at 09.15h on the 20th August 1998 to also contain 

400micrograms of hyoscine hydrabromide. Red writing through this 

prescription appears to read 'destroyed'. This is unc!ear however, even on 

the CD-ROM. This may have been because a new syringe driver was 
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commenced at 16.50h on the 20th August to contain diamorphine 40mg, 

midazolam 40mg and hyoscine hydrobromide 800micrograms (page 368 

of 443). This in turn also appears to have red writing through saying 

'destroyed'. A syringe driver was commenced on the 21st August at 

07.35h containing diamorphine 60mg, midazolam 60mg and hyoscine 

hydrobromide aoomicrogram. 

Mrs Lake was confirmed dead on the 21st August at 18.25h. The cause of 

death· stated on the copy of the death certificate suppliedt dated the 25th 

August 1998 was 1 A Bronchopneumonia. 

7, TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS iN ISSUE 

i) Syringe drivers, diamorphine, midazolam and hyoscine hydrobromide 

A syringe driver is a small portable battery-driven pump used to deliver 

medication subcutaneously {SC) via a syringe, over 24h. Indications for its 

use include swallowing difficulties or a comatose patient. In the United 

Kingdom, 'it is commonly used in patients with cancer in their terminal 

phase in order to continue to deliver analgesic medication. Other 

medication required for the control other symptoms, e.g. delirium, nausea 

and vomiting can also be added to the pump. 

· Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in 

syringe drivers as it is more soluble, allowing large. doses to be given in 

very small volumes. lt is indicated for the relief of pain, breathlessness and 

cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF number 35 (March 

1998}). Others sometimes· suggested dividing by 2 or 3 depending on 
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circumstance (Wessex protocol). Hence, 60mg of morphine taken orally a 

day could equate to a daily dose of 20 or 30mg of diamorphine se. lt is 

usual to prescribe additional doses for use 'as required' in case symptoms 

such as pain breakthrough. The dose is usually 1 /6th of the 24h dose. 

Hence for someone receiving 30mg of diamorphine in a syringe driver over 

24h, a breakthrough dose would be Smg. One would expect it to have a 

2--4h duration of effect, but the dose is often prescribed to be given· ~ourly 

if required. As the active metab~lites of morphine are excreted by the 

kidneys, caution is required in patients with impaired kidney function. 

Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients wi"th terminal agitation. Sedation 

can be defined ·as the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although · 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 

their terminal phase would generally aim to find a dose that improves the 

patient's symptoms· rather than to render them unresponsive. In some 

patients however, symptoms will only be relieved with doses that make the 

patient unresponsive. A typical starting dose for an adult is 30mg/24h. A 

smaller· dose, particularly in the elderly, can suffice or sedate without 

drowsiness. The Wessex protocol suggests a range with the lowest dose of 

5mg/24h. The regular dose would then be titrated every 24h if the sedative 

effect is inadequate. This is generally in the region of a 33-50% increase in 

total dose, but would be guided by the severity of the patients symptoms 

and the need for additional 'as required' doses. These are generally 

equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg in a. 
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syringe driver o~er 24h, the 'as required' dose would be 5mg given as a 

stat SC injection. The duration of effect is generally no more than 4h, and it 

may need to be given more frequently. As an active metabolite of 

mldazolam is excreted by the kidneys, caution is required in patients with 

impaired kidney functipn. 

Hyoscine hydrobromide is an antimuscarinic drug most commonly given to 

reduce excessive saliva or retained secretions ('death rattle'). lt also has 

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 

Repeated administration can lead to cumulation and this can occasionally 

result paradoxically in an agitated delirium, highlighted in both In the BN F 
.. - -·- . 

· and the Wessex protocol (page 41). lt is usually giverdn a dose of 6-00-

2400microgram/24h SC (BNF (March 1998)) or 400-BOOmicrogram· as a 

stat SC dose. The Wessex protocol gives a dose range of 400-

1200microgram/24h. 

The titration of the dose of analgesic, sedative or antisecretory medication 

is guided by the patients symptom control needs. The number and total 

dose of 'as required' doses required over a 24h period are calculated and 

this guides the increase necessary in the regular dose of the drugs in the 

syringe driver in a way that is proportional to the patients needs. The ideal 

outcome is the relief of the symptoms all of the time with no need for 

additional 'as required' doses. In practice, this can be difficult to achieve 

and the relief of the symptoms for the majority of the time along with the 

use· of 1-2 'as required' doses over a 24h period is generally seen as 
' . 

acceptable; 
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B. OPINION 

Events at Haslar Hospital 5th August 1998 to 18th August 1998 

Mrs Ruby Lake was a frail 84 year old who was admitted to hospital having 
. . 

fallen and fractured her hip. This was surgically repaired but .she had a 

difficult post-operative course due to events associated with her pre-

existing heart and kidney problems, leading to heart failure, a1rial fibrillation 

c:tnd renal impairment, along with a chest infection and episodic 

confusion/agitation at night. A combination of fluids, diuretics and 

antibiotics were required to support her through this period. At the time of 

Or Lord's review on the 12th August 1998, she summarised Mrs Lake as 

frail and quite unwell and was uncertain as· -to ·whe.ther there would be 

significant improvement. 

Subsequent to Or Lord's review, Mrs Lake experienced a number of pains: 

1) . a central chest pain requiring the use of oxygen together with GTN 

(glyceryl trinitr~te; an anti-anginal treatment given by spray under the 
. . 

tongue) with effect (page 168 of 181 ); 2) a pain in her left shoulder put 

down. to arthritis (page 169 of 181) and 3) a pain in her left shoulder/chest . 
worse on inspiration (page 169 of 181) con side red most likely to be 

musculoskeletal in origin, due to the presence of tenderness over her ribs,· 

lack of effect of GTN {anti-anginal treatment) and a normal ECG (page 75 

of 181 ). For this pain, Mrs Lake received codeine ·somg with good effect . 

(page. 170 of 181) and she took two doses in total. The only other 

analgesic that she received was paracetamol on two occasions although 

for at least one of these it was for a raised temperature.· 

Apart from these episodes of pain, Mrs Lake appeared to be prcgressing 

rather than deteriorating whilst awaiting transfer to Gosport War Memorial 
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Hospital and had began to mobilise. However, on the afternoon of lhe day 

prior to transfer she was noted to appear confused and had a temperature 

of 38.82C for which paracetamol was given (page 171 of 181 ). 

Nevertheless, on the day of the transfer she was reported to be well, 

comfortable and happy with a normal temperature. 

Events at Gosport War Memorial Hospital, Dryad Ward 18th January 1998 

fa 21st August 1998 
. 

Compared to the notes during Mrs lake's stay at Haslar Hospital, 

infrequent entries in the medical notes during her stay on Dryad Ward 

- - ·-. - - . 

make it difficult to closely follow Mrs Lake's progress over the last three 

days of her life. There are. two entries taking up less than one page. in 

length. In summary, and in approximate chronologic.al order, Mrs Lake was 

prescribed morphine (as Oramorph) on the day of her transfer. There was 

no record or assessment of any pain in the medical or nursing notes 

relating to this. A dose of 5mg was administered on the 18th August at 

14.50h and doses of 1 Omg on the 19th of August at 00.15 and 11.50h 

(page 369 of 443). One of these doses (00.15h) appears to have been in 

response to Mrs Lake waking up distressed and anxious saying that she 

needed. someone with her. This is not a usual indication for the use of 

oramorph.and indeed the nursing care plan entry goes on to say it had little 

eftect (page 388 of 443). A further dose_ (11.50h) was given for what 

appears to have been chest pain. lt is not clear what the underlying nature 

of this .chest pain is from the nursing· summary notes. it reports that the 

·. pain was only ·relieved for a short period of time by the morphine and that 

Mrs take was very anxious. The nursing summary notes indicate 1hat the 
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doctor was notified (page 394 of 443). There is no entry in the medical 

notes to indicate that Mrs Lake was subsequently medicaHy assessed. 

However, a syringe driver containing diamorphine 20mg and midazo!am 

20mg/24h was commenced at 16.00h the same day. These drugs were 

prescribed by Or Barton (page 368 of 443). However, it is unclear whether 

they were prescribed the day of Mrs Lake's transfer on the 18th August 

1999 or after Mrs Lake's complaints of chest pain on the 19th August 1998 

and this should be clarified. 

Subsequently Mrs Lak~ became· drowsy, her che~t bubbly and she was 

reported to be distressed when being turned by the nurses. The doses of 

drugs in the syringe driver were modified over the next two.days to'cohtain- . 

-diamorphine 60mg, midazolam BOmg and hyoscine hydrobromide 

80Dmicrogram/24h. There is ·no indication in the medical notes as to who 

decided that the diamorphine and midazolam were to be increased, why 

the hyoscine hydrobromide was added and increased and why smaller 

doses of these medications t9 be given 'as required' doses were not 

considered appropriate. Mrs Lake was confirmed dead at 18 .25h. on the 

_ 21st August, the cause of death stated as bronchopneumonmia. 

Was the standard of care afforded to this patient in the days leading up to 

her death in keeping with the acceptable standard of the day? 

Care afforded to Mrs Lake "!hilst at Hasfar Hospital 

A review of Mrs Lake's tempera1ure chart indicates that her temperature 

had been 38QC or above several times. over the two days prior to her 

transfer (page 137 of 181 ). As infection is a common cause of this, and 
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given in particular Mrs Lake's difficult post-operative period, it would in my 

opinion have been appropriate to consider the common sites of a possible 

. infection and to undertake an examination with this in mind, e.g. of her 

chest, wound and urine as a minimum. If this did happen, it is not 

documented in the notes. Further, it would have been helpful to have 

mentioned her fluctuating temperature in the nursing transfer letter. Her 

increased temperature was however documented in the medical notes and 

it should be clarified if these were sent with Mrs Lake to Gosport War 

Memorial Hospital. 

Care afforded to Mrs Lake whilst at Gospor{Wai .. Memorial Hospital · 

' 
Th~ medical care provided by Dr Barton to Mrs Lake following her tr~nsfer 

to Dryad Ward, Gosport War Memorial Hospital is suboptimal when 

compared to the good standard of practice and care expected of a doctor 

outlined by the General Medical Council, Good Medical Practice, October 

1995, (pages 2-3) with particular reference to: 

• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and clinical · signs including, where 

necessary, an appropriate examination; providing or arranging 

investigations or treatment where necessary; taking suitable and prompt 

action when necessary 

• in providing care you must keep clear, accurate, and contemporaneous 

patient records which report the relevant clinical findings, the decisions 

made, the information given to patients and any drugs or other treatment 

prescribed 

• in providing care you must prescrib.e only the treatment, drugs or 

appliances that saNe the patients' needs. 
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· Specifically: 

i) The notes relating to Mrs Lake's transfer to Dryad Ward are inadequate. On 

transfer from one service to another, a patient is usually re-clerked highlighting 

in particular the relevant history, examination findings and planned 

investigations to be carri~d out. 

ii) There is no documentation relating to why the morphine was prescribed. 

·--
iii) There is no documented medical · assessment of Mrs Lake after she 

complained of chest pain on Dryad Ward. 

iv) There is no justification documented for ·the ·use ·of the diamorphine· and 

midazolam by syringe driver on the ~9th August 1998. 

v) There is no justification documented in the medical notes relaUng to the 

increases in the dose of diamorphine to 40mg and subsequently 60mg/24h; 

midazolam . to 40mg/24h and subsequently 60mg/24h and hyoscine 

hydrobromide to BOOmicrogram/24h. 

If the ca're is found to be suboptimal what treatment should normally ·have 

been proffered in this case? 

Issue i and ii (failure to take an adequate history and examination on transfer; 

failure to keep clear, accurate, and contemporaneous patient records which 

. report the relevant clinical findings, the decisions made, the information given 

to patients and any drugs or other treatment prescribed; in providing care you 

must prescribe only the treatment, drugs or appliances that setVe the patients' 

needs) 

Upon Mrs Lake's transfer to Dryad Ward there should have been an adequate 

assessment of her condition based on the history_ and findings from a clinical 

examination. This would be important given her difficult post-operalive course 
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and would also act as an important ba~eline against which to compare any 

future changes. For example, a thorough assessment may have detected 

signs of a chest infection that could have led to antibiotics being given. 1t may 

also have been appropriate to ha'(e undertaken some investigations. Mrs 

Lake's potassium level had returned to normal, but she was continued. on the 

potassium supplements. Regular blood test monitoring is advisable in this 

situation to ensure potassium levels· do · not become abnormally and 

dangerously high. 

The· plan for Mrs Lake was for 'gentle rehabilitation' and· so· it should be . ·. 

clarified if Or Barton wrote in the medical notes that she was happy for the 

nursing staff to confirm death as a 'routine' comment, added to all patients' 

notes, rather than because of any speCific concerns relating to Mrs Lake. If it 

was because of specific concerns, I would have expected this to have 

prompted a particularly thorough physical assessment. 

There is no record made of the reason for prescribing the morphine· as 

required on the day of Mrs Lake's transfer. Morphine is indicated far the relief 

of pain, breathlessness or cough. In patients with cancer this is generally 

when underlying causes have been treated, when appropriate and possible, 

and simpler measures have been tried and failed. If the morphine was 

· prescribed for pain this was not documented in the medical or nursing notes 1 

nor was any pain assessed. As the. Wessex Guidelines (page 2) paint out, an 

accurate pain assessment is essential both for diagnostic and therapeutic 

purposes. An assessment should have included as a minimum the noting of 

the site, severity, aggravating/relieving factors that together with a physical 

examination would help identify the most likely cause of the pain. lt is 

particularly unclear why morphine was considered necessary given Mrs Lake 

had been previously obtaining relief from paracetamol or codeine. In someone 

of this age and frailty, in my opinion, 2.5-Smg would have been a more 

reasonable startin·g dose. 
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Issue iii (failure to adequately assess the patient's condition) 

Given Mrs Lake's known history of ischaemic heart disease, any complaints 

of chest pain, in my opinion, should be assumed to be related to the heart 

until proven otherwise. Any complaint of chest pain mus~ therefore be taken 

seriously and warrant a medical review that would include a pain history and 

examination of the chest, ,heart and lungs .:is a minimum. If indica!ed, further 

tests, e.g. temperature, ECG, chest x-ray would then be carried out. 

The notes during Mrs Lake's stay at Haslar Hospital suggest possibly two 
·- •:J" 1-'!' .... '11" _,, - .. Oo 0' • • I ~ 1 ~ : •••• • t ' - • • • Oc ~ oy. 

different o/pes of chest pain. The first was central and responded to anti- · 

anginal therapy (GTN) (page 168 of 181) and would be consistent with a 

cardiac cause of her pain. This may have been the episodes of angina the 

nursing transfer note was referring to (pag·e -22 ·of 443). The pain could also 

be consistent with oesophageal spasm (the tube that connects the mouth to 

the stomach). The other pain was originally considered due to arthritis in her 

left shoulder. However, later the same day it appeared to be a combination of 

pain in her left shoulder and chest made worse on breathing in. Examination 

revealed tenderness over the ribs, no changes on her ECG and there was no 

relief from GTN. lt was therefore considered that this pain was most likely 

musculoskeletal (page 75 of 181). She received codeine for this with good 
. . 

effect. This type of pain could also be consistent with pleurisy, which can be 

caused by a chest infection. The lack of a documented medical assessment 

of Mrs Lake's condition on Dryad Ward, makes it impossible to provide a firm . 

opinion, but given her intermittent temperatures and subsequent difficulties · 

with respiratory tract secretions, it is a possibility that she was experiencing 

chest pain related to a chest infection. In keeping with this, the cause of her 

death two days later was grven as bronchopneumonia. 

Issues iv and v (fat1ure to adequately assess the patient's condition; failure to 

keep clear, accurate, and contemporaneous patient rf:lcOrds which report the 

relevant clinical findings, the decisions made, the information given to patients 
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and any drugs or other treatment prescribed; in providing care you must 

prescribe only the treatment, drugs or appliances that ·serve the patients' 

needs) 

There should be clear documentation that justifies the use of the syringe driver 

and the drugs it contained. 

lt is not usually necessary to utilise the subcutaneous (SC) route unless a 

patient is unwilling or unable to take medications orally (e.g. difficulty 

swallowing, nausea and vomiting). From the drug chart Mrs Lake did not 

appear to have these problems that day (page 369 of-443). ·ff'is unclear when 

the syringe driver was aCtually prescribed by Or Barton and this should be 

clarified. The dose of diamorphine was writte·n as a dose range of . 20-

200mg/24h. Without details of the indicaiion ·for the .. t.ise-- of aiamorphine,· it is 

difficult to comment on the appropriateness of the starting dose of 

diamorphine of 20mg/24h. However. given that the most morphine Mrs Lake 

had received in one day was 20mg, in my opinion, if a syringe driver was 

deemed necessary, a starting dose of diamorphine 10mg/24h would have 

b~en more appropriate. The dose of midazolam was written as a dose range 

of 2D-80mg/24h. Without _details of the indication for the use of midazolam, it 
' 

is difficult to comment on the appropriateness of the starting dose of 

midazolam of 20mg/24h, but it is consistent with that recommended by the 

BNF (March 1998). The dose of hyoscine hydrobromide was written as a dose 

range of 200-800microgram/24h. Although its use is not justified in the 

medical notes, from the nursing notes it appears to have been included in the 

syringe driver because of respiratory secretions. 

The medication chart lacks clear prescribing instructions on what combination 

· of drugs can be given, and in what dose in the syringe driver. E~~h of the· 

drugs are written as a large dose range and, in my opinion, that for the 

diamorphine (i.e. 2D-20Dmg/24h) is likely to far exceed Mrs lak~'s needs. 

There are no instructions on the medication chart to indicate by how much the 

dose of the drugs· can be altered within this range, how often and by whom, 
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e.g. the hyoscine hydrobromide was written as a dose range of 20D-

800micrograrn/24h but was co~menced at a dose of 400micrograms/24h; 

doses in the syringe driver were increased before the previous syringe driver 

had run the full course, and it should be clarified who decided this. For these 

reasonsJ prescribing any drug as a range is generally discouraged. Doctors, 

based upon ·an assessment of the clinical condition and needs of the patient, · 

should decide on and· prescribe any change in medication. Such decisions 

are not usually left to a nurse to make alone. -- . ..:\- _ ..... ~ ...... 

There is no justification documented in the- medical notes for the use of 

diamorphine or midazolam in the syringe driver. The nursing notes app~ar to 

suggest it was in response to Mrs Lake's complaints of chest pain and this 

should . be clarified. Mrs LakeJs previous ·complaints of ·chesr pain·· were 

possibly related either to her ischaemic heart disease or to musculoskeletal 

pain from her chest wall and neither of these in my opinion would justify the 

use of a syringe driver with diamorphine and midazolam. If the pain was 
( 

thought due to ischaemic heart disease then anti-anginal therapy should have 

been administered; if considered musculoskeletal, the notes fmm Haslar 

suggest that paracetamol and/or codeine were effective for this. 

There are however, numerous causes of chest pain, underscoring the 

importance of undertaking a thorough medical assessment of Mrs Lake's 

condition. Nevertheless, for none of the common causes of chest pain that 1 

can think of that Mrs Lake was at risk of, would it be usual practice to 

commence a syringe driver containing diamorphine and midazolam. For 

example, if she was experiencing pleurisy due to a chest infection, antibiotics 

would usually be given. Whilst waiting for the antibiotics to ~ork, pain relief 

may be necessary, but thi.s would usually consist of paracetamol or codeine 

and only if these had been ineffective, morphine. If a patient was particularly 

distressed by severe pain despite the above, then small doses of diamorphine 

and midazolam mfght be justified. However, in these circumstances, in my, 

opinion, rather than commence a syringe driver, it would be most appropriate 
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to offer small doses on an as required basis, e.g. tdiamorphine 2.5mg and 

midazolam 2.5mg se, for someone of Mrs Lake's age and frailty. 

There should have been an ongoing assessment documented in the medical 

notes to explain why Mrs Lake required incr~ases in the dose of diamorphine 

from 20, to 40 and subsequently 60mg/24h over a three day period. Without 

knowing the specific indication for the use of diamorphine and its subsequent 

increase, it is impossible to know if it was likely to be appropriate or excessive 

to her needs. Increasing doses of opioids that are excessive to a patient's 

needs would be associated with increasing drowsiness, delirium {confusion), 
,. 

nausea and vomiting and respiratory depression. 

The dose of midazolam increased from 20 to 40 to 60mg/24h over a three day 

period and all are likely to lead to- -drowsine·ss · iri a: ·trail,· ·elderly patient. 

Although the nursing care plan notes that Mrs Lake was distressed on turning, 

. no additional· detail is given that would help in considering appropriate 

management, e.g. was the .distress due to pain, generalised stiffness, 

pressure area sores, was it short-lived or prolonged etc. 

Medications to control symptoms are usually commenced at a starting dose 

appropriate to· the patient, e.g. considering their age, frailty etc. and their 

particular syn:'ptom control needs, and titrated upwards only to control these 

symptoms without necessarily rendering the patient unresponsive. ·If there 

were concerns that the patient might experience, for example, episodes of 
. . 

pain or anxiety, if would ba much more. usual, and indeed seen as good 

practice, ·to prescribe appropriate doses of morphine/diamorphine, or 

diazepam/midazolam respectively tha~ could be given intermittently as 

required orally or SC. This allows the patient to receive what they need, when 

they need it and guides the doctor in deciding if a regular dose is required, the 

appropriate starting dose and subsequent dose titration (see technical issues). 
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ff the care is found to be suboptimal to what, extent may it disclose criminally 

culpable actions on the part of individuals or groups? 

Dr Barton does not appear to have provided Mrs Lake a good standard of 

clinical care as defined by the GMC (General Medical Council, Good Medical 

Practice, October 1995, pages 2-3). 

Mrs Lake was old and frail with significant medical problems. Nevertheless, 
' ' 

she had been supported through a difficult post-operativ~ period and despite 

her reports of chest pain and the intermittently raised temperatures, in general 

she had progressing rather than deteriorating at the time of her transfer to 

Dryad ward. Mrs Lake was not adequately medically assessed by br Barton at 

the time of her transfer in my opinion. There was no justification given for 1he 

prescription ·of morphine. Mrs Lake seemed to s'ettle into Dryad Ward -well, 

but complained of chest pain the following day. 1t is documented in the nursing · 

notes that a doctor was informed but there is no documented evidence that Dr 

Barton assessed Mrs Lake. A syringe driver was commenced containing 

diamorphine and midazolam with no documented justification for its use. 1t 

should be clarified if Or Barton did see Mrs Lake and when and why she 

prescribed the drugs for use in the syringe driver. 

A lack of documentation makes it difficult to understand why Mrs Lake may 

have deteriorated in the rapid .way that she did. A rapid deterioration often 

suggests an acute underlying medical cause.' In this ·regard, a thorough· 

medical assessment when she complained of chest pain (or indeed at the time 

of her transfer) may have identified possible contributing factors, such as a 

chest infection, that could have been appropriately treated. 11 is therefore 

possible that her physical state had deteriorated in a temporary or reversible 

way and that with appropriate medical care she would have recovered. lt is 

possible that Mrs Lake had naturally entered the terminal phase of her life. 

However, this is generally herafded by a more gradual decline over several 

days or weeks and this did not appear to be the case with . Mrs Lake, for 

example, the plan for Mrs Lake made only· the day before her deterioration 
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was for 'gentle rehabilitation.' Finally, sometimes even in the presence of an 

acute medical deterioration, a decision is taken not to medically intervene 

other than to make the patient comfortable. This is usually cons_idered if the 

patient's quality of life and biological prospects are . so poor that medical 

interventions could be seen as prolonging the dying process. Even so, in 

these circumstances, in my opinion, the reasoning behind this decision should 

be clearly documented and the relatives involved in the decision making 

whenever possible. On reading the notes, Mrs Lake's quality of life and 

biological prospects did not appear·to obviously justify such an approach. 

In patients with cancer, the use of diamorphine and midazolam when 

appropriate for the patients needs does not appear to hasten the dying 

process. This has not been examined in ·patients dying- fri:im ·other illnesses to 

my knowledge; but one would have no reason to suppose it would be any 

different. The key issue is whether the use and the dose of diamorp.hine and 

midazolam are appropriate to the patients needs. In situations .where they are 

inappropriate or excessive to the patients needs, it would be difficult to 

exclude with any certainty that they did not contribute more than minimally, 

negligibly or trivially to the death of the patient. 

If it w~re that Mrs Lake had naturally entered the terminal phase of her life, at 

best._ Or Barton could be seen as a doctor who, whilst failing to keep clear, 

accurate, and contemporaneous patient records had been attempting to allow 

Mrs Lake a peaceful death, albeit with what appears to be an inappropriate 

use of medication due to a lack of sufficient knowledge. For example, . 

insufficient use of small doses of medication on an as required basis, to, guide 

appropriate dose titration; inappropriately large dose ranges of drugs 

prescribed for use in syringe drivers without sufficient safeguards. 

However, in my opinion. given the lack of medical and nursing records to the 

contrary. reasonable doubt exists that Mrs Lake had definitely entered her 

terminal stage. Given this do_ubt, at worst, Dr. Barton could be seen as a doctor 

who breached the duty of care she owed to Mrs Lake by failing to provide 
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treatment with a reasonable amount of skill and care. This was to a degree 

that disregarded the safety of Mrs Lake by failing to adequately assess her 

physical state at the time of her transfer and when she complained of chest 

pain, failing to take suitable and prompt action when necessary and if her 

physical state had ~eteriorated in a temporary or reversible way exposing her 

to the inappropriate use of diamorphine and midazolam in doses that could 

have contributed more than minimally, negligibly or trivially to her death. As a 

result Dr Barton leaves herself open to the accusation of gross negligence. 

9. LlTERATUREIREFERENCES 

British National Formulary (March 1998), Prescribing in Palliative Care 

·Section. 

Palliative Care Handbook, Guidelines on Clinical Management, Third Edition 

General Medical Council, Good Medical Practice, October 1995, pages 2-3. 

/Wessex Protocol' Salisbury Palliative Care SeiVices May 1995 pages 3-4, 

3D-31. 

10. EXPERTS' DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing reports 
and in giving oral evidence. I have complied and will continue to comply with 
~~d~ . 

2. I have 'set out in my report what I understand from those instructing me to be 
the questions in respect of which my opinion as an expert are required. 

-3. l.have done my best, in preparing this report, to be accurate and complete. 1 
have mentioned all matters which I regard as relevant to th~ opinions I have 
expressed. All of the matters on »'hich I have expressed an opinion li13 within 
my field of expertise. 

4. · I have drawn to the attention of the court all matters, of which I am aware, 
which might adversely affect my opinion. 

5. Wherever I have no personal knowledge, I have indicated the source of 
factual information. . 

6. I have not included anything in this report which has been suggested to me by 
anyone, including the lawyers instructing me,. without forming my own 
independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that rarige in the report. 
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8. At the time of signing th~ report I consider it to be complete and accurate. I will 
notify those instructing me if, for any reason, I subsequently consider that the 
report requires any correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, 
subject to any correction o"r qualification I may make before swearing to its 
veracity .. 

· 1 D. I have attached to this report a statement setting out the substance of all facts 
and instructions given to me which are ·material to the opinions expressed in 
this report or upon which those opinions are based. 

11. STATEMENT OF TRUTH 

I confirm that insofar as ttie faCts stated in·· my report are within my own 
knowledge J have made clear which they are· and I believe them lo be true, 
and the opinions I have expressed represent my true and complete 
professional opinion. 

Signature: -------------- Date: -------
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2.1. · . Was the standard of care afforded to this patient in the days 
leading up to her death in keeping with the acceptable standard of 
the day. 

2.2. If the care is found to be suboptimal what treatment should 
normally have been proffered in this case. 

2.3. If the care is found to be suboptimal to what extent may it 
disclose criminally culpable actions on the part of individuals or 
groups. 

3. CURRICULUM VITAE 
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4. DOCUMENTATION 

·····-·. -~-------------·--·-._ ____ --- ....... --·-· --- --· ._ ___________ _._, 

This Report is based on the following documents: 

[1 J Full paper set of medical recor~s of Ruby Lake (BJC/67) 

[2] Operation Rochester Briefing Document Criminal. Investigation Summary. 

[3] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 

[4] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[5] Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury Palliative Care Services {1995); 

Also referred to as the 'Wessex Protocols.' 

:5 CHRONOLOGY/CASE ABSTRACT.· (The numbers in brackets refer to 
( 

the page of evidence, the numbers with 'H' in front are the Haslar notes). 

5.1. Ruby Lake an 84-year-old lady in 1998, was admitted as an 
emergency on 5th August 1998 tci the Haslar Hospital (H52). 
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5.2. In 1982 she had been diagnosed with osteoarthritis (211 ). In 1989 · 
she was noted to have varicose leg ulcers (73) and in 1990 was 
documented as having gross lipodermatus sclerosis (239). In 1993 
she had problems with left ventricular failure, atrial fibrillation, ·aortic 
sclerosis and during that admission had a bout of acute renal failure 
with her urea rising to 25.7 (60). Her Barthel was 18 in 1993 (179). 

5.3. 

5.4. 

5.5. 

ln·1995 she was admitted with an acute arthritis and was noted to 
have a positive rheumatoid factor (30) and a positive ANF. She had 
mild chronic renal failure, which was noted to be worse when using 
non-steroidal anti-inflammatorydrugs·(31)her creatinine rose to 178 
when Brufen was introduced (69}. Her mental test score was 10/1 0 
(70) but she did have some mobility problems and was seen by an 
Occupational Therapist and a Physiotherapist (93) (164). 

In 1997 she was under the care of the Dermatoioglst.w"Hh~---- --.. --------· --·· 
considerable problems from her leg ulcers and she was now having 
pain at night and was using regular Go proxamql {239). In 1998 she 
was seen by a Rheumatologist who thought she had CREST 
syndrome including leg ulcers, calcinosis, telangiectasia, and 

· osteoarthritis, (353). 

On 29th June 1998 she was admitted to the Gosport War Memorial 
Hospital under the care of her GP Dr North (300). The medical 
clerking is virtually non-existent (75), simply saying that she was 
admitted for her leg ulcer treatment and her pulse, blood pressure 
and temperature being recorded. lt was noted that she was having 
continual pain and Tramadol 50 mgs at night was added to her 
regular 3 times a day Go proxamol.. (197) She was seen .by a 
Consultant Dermatologist during this admission (76). 

5.6. The nursing cardex showed that she was continent with no confusion 
(298) however; she was sleeping downstairs (299). Her Barthel was 
12 {314) and herWaterlow pressure score was 16 (high_ risk). ·she 
appears to have been discharged home. 

5.7. She was admitted to the Haslar Hospital on 51
h August having fallen 

and sustained a fractured· neck of femur. This is operated upon 
successfully. By the 81

h she is noted to be short of breath and 
probably in left ventricular failure with fluid overload (H63). Her renal 
function has deteriorated from a urea of 16 and a creatinine of 119 on 
admission {H9) to a urea of 25 and a creatinine of 127 (H68) by the 
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5.B, 

101
h •. Certainly on the 10!h she appear unwell (H17} and it was not 

clear if this was a possible myocardial infarction or a chest infection 
(H17). However a ch~st x-ray is thought to show a chest infection 
and she is treated with regular Augmentin, an antibiotic (H69). On 
11 lh her white count is significantly raised at 18.8 (H96). She has a 
mild anaemia post operatively of 1 0.5•(H92) her haemoglobin was 
normal on admission at 13.1 (}:-116). . 

On 13th August she is found to be brighter and ·sitting out and walking. 
short distances with frame (H18) and this functional improvement 

.. continues, documented in the notes up to.1 ih August (H18). 
However, she is noted to have had an episode of chest pain on 1.5th 
August (H75). There is no doubt that her ECG changes between her 
admission ECG (H86) and the ECG(s) on 13th August and 15lh 
August (H80 and H78). This is not commented on i~ the notes. 

·-- -- ' .... --. _______ .......,.__ 

5.9. 

5.10. 

- .• ·••+ .......... +........._ __________________ ·--------- ·- -----...... -.-.......__ __ ... 

The nursing cardex shows that she is unsettled most nights, for 
example, 10/8 (H166), 13/8 (H168), 16/8 (H170) and on the night 
before discharge from Haslar on 17lh August she "settled late after 
frequent calling out". The nursing-notes also show that she had a 
continuing niggling pyrexial and was still significantly pyrexial the day 
before discharge (H137). lt also documents that on the day of 
discharge, she has increased shortness of breath and oxygen is 
restarted (H 171}. 

Her drug chart shows that she receives low molecular weight Heparin 
as a prophylaxis against deep venous thrombosis (Calciparine) from 
admission until discharge. Diamorphine 2.5 mgs fV is giving as a 
single dose on 51

h August (H128). Co-proxamol is given from 51
h- 81

h 

.August (H128) and then replaced by Paracetamol written up on the . 
'£iS required' part of the drug chart, which she receives almo·st every 
day, up to and including the day she is discharged 18!h August 
(H175). The discharge letter mentions her regular drugs of 
Allopurinol, Bumetanide, Digoxin and Slow K, but does not mention 
the analgesi~ (H44). 

5.11. She is seen by Or Lord on 14th August (25-26). She notes that M rs 
lake's appetite is poor, is in atrial fibrillation and may have Sick Sinus 
Syndrome (an irregularity of cardiac rhythm). She has been 
dehydrated, hypokalaemic, and has a normochromic anaemia. She 
notes her leg ulcers and her pressure sores. She agrees to transfer 
her to the Gosport War Memorial Hospital and is uncertain as to 
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5.12. 

e 
'. ( 
( . 

5.13. 

--- ·-. '"-. -- ·-- -- ···-. -·-·-

5.14. 

5.15. 

5.16. 

whether there will be significant improvement. 

She is admitted to Dryad Ward on 181
h August (77) and the medical 

notes states that she had a fractured neck of femur and a past 
medical history of angina and congestive cardiac failure. The rest of 
the medical notes, note that she is continent, transfers with two, 
needs help with ADL's, a Barthel of 6.- The management plan is "get 
to know, gentle rehabilitation". The. next line states "I am happy for 
the nursing staff to confirm death". The next and final line in the . 
medical notes (77) is a nursing note from 21st August that Mrs Lake 
had died peacefully at 18:25 hr§:' · --

The nursing care plan, on admission, noted her pressure sores (375), 
her leg ulcer care (377) and notes that she communicates well (387) 
but does have some pain (387). _________________ _ ----- ............ --.--~-----............ ,,, ___ ··-···-

On 18th August the nursing continuation notes state that she awoke 
distressed and anxious and was given Oramorphine (388~, it states 
that She was very anxious and confused at times. On 19 August it 
said that' she was· comfortable at night, settled well, drowsy but 
reusable. Syringe driver satisfactory. On 201

h August it stated 
continued to deteriorate. The nursing summary ~394) states on 18th 
August, pleasant lady, happy to be here. On 19 August at 11.50 am 
she complains of chest pain and looks "grey around mouth". 
Oramorphine is given. She is noted to be very anxious and the 
doctor is notified. The pain is apparently only relieved for short period 
and she is commenced on a syringe drive. 

. . 

On 20111 August she continued to deteriorate overnight, the family 
have been informed and ''very bubbly". On 21st August she 
deteriorates slowly. 

Drug Chart Review: Admission on 18th August, Digoxin, Slow K, · 
Bumetanide and Allopurinol are written up as per the discharge note 
from Haslar (369). On the 'as required' part of the drug chart (369} 
Oramorphine 10 mgs in 5 mls,· 2.5 - 5 mgs is written up together with 
Temazepam. No Temazepam is given but 3 doses of Oramorph are 
given, one on the 18th August and two doses on 19th August. . 

On 191
h August (368) Diamorphine 20-200 mgs sub cut in 24 hours 

is written up 20 mgs is started on 19th August, 20 mgs is started on 
20th August, then discarded, and 40 mgs started, on 21st August 60 
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mgs is started. Hyoscine 200-800 micrograms subcut in 24 hours is 
also prescribed on 191h August. 400 micrograms is started on 201

h 

August and replaced later in the day by 800 micrograms, which is 
continued on 21 51 August. Midazolam 20-80 m~s subcut in 24 
hours.is written up and 20 mgs prescribed on 20 August, replaced 
later in the day by 40 mgs and finally by 60 mgs on 21 51 August. 

6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

6.1. 

6.2. 

6.3. 

This section will consider whether there were any actions so 
serious that they might amount to gross negligence or any 
unlawful acts, or deliberate unlawful killing in the care of Ruby ····-~- - ·· · 
Lake. Also whether there were any actions or omissions by the. 
medical team, nursing staff or attendant GP's that contributed to 
the demise of Ruby Lake, in particular, whether beyond 
reasonable doubt, the actions or omissions more. than minimally, 
negligibly or trivially contributed to death. . -------------

Mrs Lake had a number of chronic diseases prior to her terminal 
admission following a fractured neck of femur. She had cardiac 
disease with known atrial fibrillation, aortic sclerosis and heart 
failure, documented in 1993. She also had not just osteoarthritis 
but an auto-immune arthritis that was thought variously to be 
either rheumatoid arthritis or variant auto-immune arthritis (the 
CREST syndrome). She also had problems as a result of her 
long-standing varicose swelling of her lower limbs, with many 
y~ars of unresolved and very painful leg ulcers. Finally she had 
impaired renal function, developed mild acute renal failure when 
she was given on occasion, non·steroidal anti-inflammatory drug$. 

She is admitted by her GP into a GP bed'consultant ward in June 
1998. Beyond measuring her blood pressure, there is no medical 
clerking and the medical notes are rudimentary at best. 
Significant information is available from the nursing cardex, which 
confirms that she is continent and there is no confusion. · 
However, she does have some dependency with a Barthel of 12. 
Her pain relief is increased by adding Tramadol (an oral opiate 
like drug) to he~ Co proxam·ol and she is able to be discharged 
home, having been seen by the Dermatologist. 

6.4. As is all too common, she subsequently has a fall and suffers a · 
fractured·neck of femur. She is admitted to the Haslar Hospital for 
operative repair. There is always a very significant mortality and 
morbidity after fractured neck of femurs in old people, particularly 
in those who have previous cardiac and other chronic diseases. 
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6.5. 

6.6. 

6.7. 

She is clearly unwell on 1oth August, this is thought to have 
probably have been a chest infection and she is treated 
appropriately with antibiotics. However, her pyrexia never actually 
settles prior to discharge. She also suffers from at least one other 
episode of chest pain, again no diagnosis is come to in the . 
medical notes, although her EGGs do appear to have changed. 
during her admission, suggesting that this was either coronary 
event, including a possible heart attack or even a possible 
pulmonary embolus, despite her prophylactic anti-DVT therapy. 

She is documented to be confused on many evenings, including 
the evening before·transfedronrHaslar,to Gosport War Memorial 
Hospital. There may be multiple reasons for this, sim-ply having 
an operation after a fractured neck of femur can cause acute 
confusion which is more obvious in the evenings. Chest infections · 
and cardiac events can also cause acute confusion. She was on 
regular oral Go proxamol andTramadol priorJo her.admission. ____________ ... ____ _ 
The Tramadol was not continued and the-eo proxamol was 
replaceq after a few days with Paracetamol which she does 
.receive on a regular basis for pain, although it i~ not clear whether 
this is pain from her leg ulcers or her chest. lt is therefore 
possible that she is also getting drug withdrawal symptoms and 
this is a further contributing factor to cause her restlessness and 
confusion at night. 

She is seen by Dr Lord who does ~ thorough assessment and 
arranges for an appropriate transfer to Gosport War Memorial · 
Hospital. lt is clear though from the notes that on the day of 
transfer she is still not right. She had been pyrexial the day 
before,·she· had been confused the night before transfer and she 
is more breathless needing oxygen on the day of transfer. lt might 
have been wiser not to transfer her in this unstable clinical state. 

6.8. When she is transferred to the Go~port War.Memorial Hospital 
she is seen by Dr Barton who fails to record a clinical 
examination, apart from a statement regarding her functional 
status, that she is catheterised, needs two to transfer and ne.eds 
help with ADL and documents a Barthel of 6. An opportunity to 
assess her apparent unstable clinical state appears to have been 
missed. The nursing cardex states the Bartel is 9 (373) and that in 
the nursing card ex, she can wash with the aid of one and is 
independent in feeding .. 

· 6.9. The continuation notes of Or Barton (77} then mention 
rehabilitation with a statement. about being happy for the nursing 
staff to confirm death. There are no further medical notes at all 
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6.10. 

6.11 .. 

and in view of the subsequent changing clinical condition 
documented in the nursing cardex on 19th August and that the 
nurses contacted the doctor (388) this is a poor standard of care. 
1t also makes it very difficult to assess whether appropriate 
medical management was given to Mrs. Lake. 

On admission the regular drugs being prescribed at Haslar were 
continued but the Paracetamol and Tramadof she had received in 
the Gosport War fy1emorial Hospital only a month before were not 
prescribed, nor was any other milder analgesia such as 
Paracetamol. The only analgesia written up was Oramorphine on 
the •as·required' part of the drug·prescription.-··Whife,it-·iS probably 
appropriate tor somebody who might have been having episodes 
of angina and left ventricular failure while in Gosport to have a 
Morphine drug available for nurses to give, it is very poor 
prescribing to write up no other form of analgesia, particularly if a 
doctor is not on site .. The nursing staff could have no alternative. ______________ _ 
but to go straight to a strong opioid analgesia. On her first night 
she is documented as anxious and confused. This is then treated 
by giving a dose of Oramorphine despite there being.no record in 
the medical or nursing cardex that it was pain causing this 
confusion. lt should be noted this was probably no different from 
her evenings in Haslar which did not need any specific medication 
·management. In my view this is poor nursing and medical care in 
the management of confusion in the evening. 

. On 19th August an event happened at 11.50 in the morning with 
the nursing notes recording that she had marked chest pain and_ 
was grey around her mouth. This could have been a heart attack, 
it could have been a pulmonary embolus, it could have been 
another episode of angina, it could simply have been some non
specific chest pain. No investigations are put in train to make a 
diagnosis, she does not appear to have been medically assessed, 
or if she was it was not recorded in the notes and would be poor 
medical practice. However, if the patient was seriously 
distressed, it would have been appropriate to have given the 
Oramorphine 10 mgs that was written up on the 'as requ.ired' side 
of the drug chart. The first aim would be to relieve distress while a 
diagnosis was made. 

· 6.12·. Later on 19th August s syringe driver is started containing 
Diamorphine 20 mgs and 20 mgs of Midazolam. The only 
justification for this is· recorded in the nursing notes (394)· where it 
says pain is relieved for a short period. I am unable to find any 
records of ·observations, for example, pulse or blood pressure 
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while the patient continues to have pain. · 

6.13. The syringe driver is continued the next day and Hyoscine is 
added and the dose of Diamorphine, Midazolam and Hyoscine all 
increase during the afternoon of the 20th and again when the 
syringe driver is replaced on 21 5

\ Mrs Lake dies peacefully on 
21st August. . 

6.14. Diamorphine is specifically prescribed for pain, is commonly used 
for pain in cardiac disease as well as in terminal care. 

GMC1 00096-0603 

. - ...................... - .... .,. ....... ~-~ ·~. !:• ····~-- Diamorphine is compatible with Midazolam and can be mixed in 
the same syringe driver. Oiamorphine subcutaneously after oral 
morphine is usually given at a maximum ratio of 1 to 2 (up to 10 
mgs of Diamorphine for 20 mgs or Oramorphine). She had 
received 20 mgs of Oramorphine on 1 gth and appears to have 
been in continuing pain so I thinks it is probably reasonable to 

' I ... 

6.15. 

have started with 20 mgs of Diamorphine in .the syringe driver. __ .,.-........ _ .... 
over the first 24 hours. · 

Midazolam is widely used subcutaneously as doses from 5 - 80 
· mgs per 24 hours and is particularly used for terminal · 
restlessness. The dose of Midazolam used was 20 mgs for the 
first 24 hours, which is within current guidance, although many 
believe that elderly patients need a lower dose of 5 - 20 mgs per 
24 hours (palliative care). (Chapter 23 in the Brocklehurst's Text 
Book of Geriatric Medicines 6th Edition 2003). The original dose 
of. Diamorphine appeared to be for continued chest pain. lt is 
unusual to use continuous Diamorphine for chest pain without 
making a specific diagnosis. lt is possible the patient had had a 
myocardial infarction and was now in cardiogenic shock. In that 
case it would be very reasonable to use a syringe driver and 
indeed to add Midazofam and Hyoscine over the subsequent 48 
hours. This can only be supposition without adequate 
documentation. · · 

·6.16. In my view it is impossible from the notes to determine the cause 
of death and a Coroner's Post Mortem should have been held. 

7. OPINION 

7. i. Ruby Lake an 84-year-old lady with a number of chronic diseases, 
suffers a fall and a fractured neck of femur in August 1 998. She is 

_ _i~iq_f'T1i,tt§!g to h()~pital and has operative treatment but develops post
operative complica:t16ns 'i"riclu"Ciinj;(cfiesf infectio"ii;"ch-est pain-and-. . 
confusion at night and subsequently deteriorates and dies in the 

17 



GMC1 00096-0604 
--~~----~--------- -

Version 2 of complete report 29th August 2005- Ruby Lake 

7.2. 

,-

Gosport War Memorial Hospital. 

In my view a major problem in assessing this case is the poor 
documentation in Gosport Hospital in both the medical and nursing 
notes, making a retrospective assessment of her progress difficult. 

· Good Medical Practice (GMC 2001) states that "good clinical care 
must include adequate assessment of the patient's condition, based 
on the history and symptoms and if necessary, an appropriate 
examination" .......... "in providing care you must keep clear, accurate, 
legible and contemporaneous patient records which report the 
relevant clinical findings, the decisions made, the information given to. 
patients and any drugs·or othenreatments prescribed" .... "good 
clinical care must include- taking suitable prompt action where 
necessary" .... "prescribe drugs and treatments, including repeat 
prescriptions only when you have adequate knowledge of the . 
patient's health and medical needs". The lack of detail in particular in 
the medical notes, the lack of recording of why decisions were made---------~------·-· 
or if the patient was properly examined represent poor clinical 
practice to the standard set by the General Medical Council. 

In my view the combination of a lack of a documented clinical 
examination, the lack_ of prescription of appropriate oral analgesia on 
admission to Gosport, the decision to start a syringe driver without 
documentation of a clinical diagnosis or the reason for it in the 
medical notes, together represent a negligent" standard of medical 
care. 

Without a proven diag-nosis, it is possible that the combination of 
· Diamorphine and Midazolam together with the Hyoscine in a syringe 
driver contributed in part to Mrs Lake's death. However, I am unable 
to satisfy myself to the standard of beyond reasonable doubt that it 
made more than a minimal contribution. 
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Accuracy of Prognosis, Estimates by 4 Palliative Care Teams: A 
Prospective Cohort Study. Higginson IJ; Costantini M. BMC Palliative 
Care 2002:1 :129 
The Palliative Care Handbook. Guidelines on Clinical Management, 3rd 
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EXPERTs• DECLARATION 

I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 

·'comply with that duty. ·--· ..• ,.-~--· .,. .. ,,. 
I have set out in my report what I understand from those instructing me·· 
to be the questions in respect of which my opinion as an expert are 
required. 
I have done my best, in preparing this report, to be accurate and 
complete. I have mentioned all m~ttersL~bl~ regard as relevant"to the 
opinions I have expressed. All of the matters on whichYhave e·xpressed --------
an opinion .lie within my field of expertise. 
I have drawn to the attention of the court· all matters, of which I ain 
aware, which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report, which has been s1,1ggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. 
Where, in my view, there is a range of reasonable· opinion, I have 
indicated the extent of that range in the report. 
At the time .of signing the report I .consider it to be complete and 
accurate. I will notify those instructing me if,. for any reason, I . 
subsequently consider that the report requires any correction cir 
qualification. 
I understand that this report will be the evidence that I will give under 
oath, subject to any correction or qualification I may make before· 
swearing to its veracity. 
I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge I 
have made clear which they are and I believe them to be true, and the opinions I 

· have expressed represent my true and complete professional opinion. 
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Signature: _________________ Date: ______ _ 

' • • --·- -·-------•-••·-- ••-- -·------ • ---• • -•• •-••- •. ,,._,r._ ____ - •-.-•-- ~~~~-
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1. INSTRUCTIONS 

To examine and comment upon the statement of Dr Jane Barton RE: Ruby 
. . 

Lake. In particular, if it raises issues that would impact upon any expert witness 

report prepared. 

2. DOCUMENTATION 

This Report is based on the following documents: 

[1 { Statement. of Dr Jane Barton RE: Ruby lake as provided to me by 

Hampshire police (signed and dated 14-07-05). 

[2] Statement of Dr Jane Barton as provided to me by Hampshire police 

{undated). 

[3] Report regarding Ruby Lake (BJC/67) Or A Wilcock, 23rd August 2005. 

3 .. COMMENTS 

Having compared and contrasted the above documentation, I make the 

following comments that in my view may be relevant. They are in the order in 

which they arise in the Statement of Dr Jane Barton RE: Ruby Lake. 

Points 16 and 17 

Following her assessment of Mrs Lake, Or Lord concluded that 'it is difficult to 

know how much she will improve but I'll take her to an NHS continuing care bed 

at GWMH next week'. Or Barton takes this statement to mean that Or Lord 

considered .'Mrs Lake may very well· not recover ..... and might die.' As this 

statement could also be interpreted that Mrs Lake may not recover her physical 

state as it was prior to her fracture, clarification of its meaning should be sought . . . 
from Dr lord. 
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Point 20 

· Dr Barton states that she is 'unable now at this remove of time to recall anything 

about her [Mrs Lake].' Given the lack of adequate documentation in the medical 

notes, subsequently a number of the points she makes ~re based on what she 

believed she would have· done, e.g. points 24, 28, 29, 31, 33, 35 and 38. 

Point 20 .. ' .... ~~~~·.~ . 

Dr -Barton should be asked to clarify why, given her ~tated awareness that 'Mrs 

Lake was in a frail condition and quite unwell' [point 22], she did not undertake 

and record a physical examination in her transfer note of the 18th August 1998? 

Point 21 

Dr Barton states she noted a Bartel score of 6, but anticipates this would have 

been reflected by others. On the· Bartel ADL Index page·,· dated 18-08-98, Mrs 

Lake's score is 9 (i.e. better)(page 373 of 443). 

Point 22 

Dr Barton should be asked to clarify if the use of the statement 'I am happy for · 

nursing staff to confirm death' was a routine blanket statement added to patie.nts 

notes upon their transfer to GWMH. This may already be apparent from the 

large -number of medical records already examined. If Or Barton only entered 

this statement into the notes of those patients considered likely to die, there is a 

paradox with Mrs Lake. Whilst I accept prognostication is difficult in elderly frail 

patients, if it were considered likely that Mrs Lake would 9ie, it would seem 
. . 

unusual to note that she was for 'gentle rehabilitation', rather than for palliative 
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or terminal care for example. Noting that she was for 'gentle rehabilitation' is 

suggestive that t.here was at least a possibility of some improvement as, 

opposed to none at all. 

Dr Barton highlights that Mrs Lake had undergone the trauma of a fractured 

neck of femur, a significant operation in consequence, had heart failure and a 

possible myocardial infarction. Or Barton should be asked to state why, given 

that she considers the latter two such significant factors, she did not record 

them in the medical notes when· Mrs Lake was transferred on 18th August 199~ .... 

Whilst I understand that a fa.ll and surgery would increase morbidity and 

mortality in the frail elderly' I am unaware of any evidence that a hospital 
• -- -· •• - -· ·------ •••• -· + 

transfer per se has an adverse impact on prognosis. Or Barton should be asked 

to clarify the basis for this statement. 

Point 24 

Prior to her transfer to GWMH, Mrs Lake did not appear to be troubled with pain 

as a result of her fracture, operation, sacral sores or leg ulcers. The only 

documented pain was of chest pain, sometimes central, sometimes more 

towards the left side of her chest and{or shoulder. Relief was obtained either 

with GTN or codeine phosphate 30mg. Dr Barton should be asked to exp.licitly 

state if she took a pain history, and her rationale for commencing the Oramorph, 

' . 

rather than continuing with codeine phosphate. 

Point 26 

Or Barton notes that Mrs Lake awoke. 'very distressed and anxious, saying that 

she needed someone with her. She states that 1 Omg of oramorph was given at 

12.15am and that 1in view of the fact she was suffering from anxiety and distress 
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the oramorph would be appropriate.' In my experience jt is not usual to 

prescribe an opioid to an anxious (and apparently delirious (page 388 of 443)) 

patient unless pain was specifically contributing to the anxiety or delirium. As Dr 

Barton considers morphine to be an appropriate treatment for anxiety per se, 

she should be asked to explicitly state the source, guidelines or authority that 

suggest this to be the case. 1t is of note that the morphine had little effect. 

Poinf.27 · 

Dr Barton states that •oramorph was also appropriate in view of Mrs Lake's 

history of congestive cardiac failure.' In my view, a history of congestive cardiac 

failure is not' an appropriate additional reason to prescribe morphine. Of most 

relevance would be Mr~ Lake's current physical state, but given that a thorough 

assessment does not appear to have been undertaken, it is unclear if she had 

any ongoing problems relating to congestive cardiac failure. Immediately prior to 

her transfer to GWMH, the Hasler notes do not appear to suggest she was 

experiencing problems rela~ed to congestive cardiac failure. 

Whilst not commonplace, opioids are used for the relief of breathlessness 

associated with chronic heart failure. As I understand it, this is usually when all 

other more usual therapies have been optimised. In my opinion, if Dr Barton 

believed Mrs Lake to be experiencing . symptoms as a result of congestive 

cardiac failure,· a thorough assessment should have been undertaken and her 

current anti-failure treatment optimised or the addition of more effective anti-

failur~ therapy instituted, obtaining advice· from the local cardiologists as 

appropriate. 

Dr Barton states that temazepam might have made Mrs Lake's heart failure 

worse. Whilst there are general concerns about the inappropriate use of 
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benzodiazepines such as temazepam as hypnotics in the frail elderly, I am not 

aware of any sp~cific reasons why benzodiazepines like temazepam might 

worsen heart" failure. Dr Barton should be asked to detail the evidence that 

forms the basis of this statement. · Further, why, if Dr Barton had concerns 

regarding the use oftemazepam in patients with heart failure,· did she prescribe 

it Mrs Lake when she transferred to Dryad Ward? 

Points 29 and 30 

Given Or Barton has no recollection of Mrs Lake together with the inadequate 
. . 

documentation, in my view the appropriateness of prescribing the diamorphine, 

hysocine and midazolam remains uncertain. 

Dr Barton states that she was 'concerned that she [Mrs LakeJ should have relief 

from the pain of her fractured hip and ·sacral ulcers ·and from her anxiety and 

distress which had been apparent overnight.' In my experience, two weeks 

after a hip fracture and its surgical repair, it would be unusual for there to be 

residual pain that would require morphine as analgesia. The Hasler 

physiotherapy notes dated 17-08-05 (page 18 of 181) state that Mrs Lake was 

'mobilising with a zimmer frame with supervision and was managing well' and 

make no mention of pain. This is relevant as if there was significant residual 

pain from the hip fracture and its surgical repair, this would be most apparent on 

weight bearing and movement. 

There had· been no mention of pain due to her chronic leg ulcers. or sacral 

ulcers, which had developed post-operatively, in the nursing notes made at 

Hasler or GWMH. Increasing pain from ulcers should prompt an .examination, 

e.g. to exclude infection. E~en then it would be unusual to prescribe morphine if 

weaker opioids had not been tried. 
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The reason for Mrs Lake becoming anxious and distressed. at night is not clear. 

However, she had a number of disturbed nights at Hasler and whilst it is not 

documented exactly how the nursing staff supported Mrs Lake, it dJd not entail 

the administration of opioids or other sedatives,. 

Dr Barton states that 'opiates .... would also assist in relieving the pulmonary 

oedema from congestive cardiac failure.' In my opinion, if Dr Barton believed 

Mrs Lake to be experiencing symptoms due to congestive cardiac failure, a 

.. ·thorough· assessment should have been undertaken and more usual therapies 

• ~- ·-~ 

should have been utilised, e.g. diuretics, such as furosemide . 

Point 31 

Or Barton states she has no recollection of events and in the absence of 

comprehensive notes, it is unclear to me how she could state that she would 

have been 'quite content that Oramorph should be given for the [chest] pain.' In 

my view, the appropriateness of the use of Orainorph can only be determined if 

the likely cause of the chest pain is known, and this would have required a 

thorough medical evaluation to have been undertaken. 

Or Barton states that 'there is no ECG available at the hospital and it would 

have been difficult to say if Mrs Lake had experienced another· myocardial 

infarction but I anticipate. that there was increasing cardiac failure.' If these 

serious developments in Mrs· Lake's physical state were being considered, 1 

would consider it essential that a thorough medical evaluation of Mrs Lake to 

have been undertaken as soon as possible. There is no evidence that this did 

occur, even though Dr Barton was on site (she reports she was due to chair a 

primary care group steering group meeting at GWMH at 12.30 p.m. [point 28]). · 
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Intravenous opioids such as diamorphine are used to relieve chest pain from a 

myocardial infarction (a 'heart · attack') and may be a helpful adjunct to 

. intravenous diureti?s (e.g. furosemide) and oxygen for the relief· of associated 

pulmonary oedema. The nursing notes on the 19-08-98 at 11.50am suggest that 

chest pain and anxiety were the main problems, rather thap breathlessness 

(page 394 of 443). This is relevant as shortness of breat,h is likely to be the 

predominant symptom in congestive cardiac failure, particularly when acute and 

severe. Nevertheless,· the diamorphine, midazolam ,.and· hyoscinefi by- syringe 
\_ 

driver appear to have been prescribed· by Or Barton in response to Mrs Lake's 

. poor night, rather than i.n response to her reports of chest pain. 

Points 32 and 33 

Dr Barton states that the Oramorph was unhelpful in relieving the chest pain 

over any prolonged period and that Mrs Lake was said to be very anxious. She 

is uncertain if she was informed of this at this time but in her view institution of 

the diamorphine and midazolam was entirely appropriate. As Dr Barton 

prescribed the syringe driver, she takes respon.sibility for. its use. Dr Barton 

should be asked to state specifically. the reasons she felt the diamorphine and 

midazolam were indicated. If this was because of cardiac failure she should be 

asked to clarify the source, guidelines or authority that suggest diamorphine and 

midazolam by subcutaneous infusio'n are considered appropriate treatment for 

cardiac failure over and above the more usual means of managing cardiac 

failure such as diuretic therapy. 

Dr Barton should be asked to clarify, as she considered the use of diamorphine 

·and midazolam appropriate to relieve Mrs Lake's symptoms, why they were not 
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prescribed as p.r.n. (as required) stat subcutaneous doses, either alone or 

alongside the syringe driver. 

Point 35 

Dr Barton states that the hyoscine would have assisted in reducing the 

pulmonary oedema and secretions consequent on Mrs Lake's heart failure. My 

understanding is that hysocine hydrobromide dries secretions from the s_alivary 

· -.•... ,- glands--and,.,major -airways of the lung, but would be unlikely to provide any 

assistance in reducing pulmonary oedema due to congestive cardiac failure. 

Indeed, the use of hysocine hydrobromide is cautioned against in patients with 

he·art problems. Dr Barton should be asked to clarify the source, guidelines or 

authority that su.ggest that hysocine hydrobromide is of assistance in reducing 

pulmonary oedema. 

Points 36, 37 and 40 

Dr Barton comments on Mrs Lake's 'distress' or 'stress' several times. 

However, in my .view it is unclear what the possible source(s) of this distress 

and stress were and as such it is difficult to judge how appropriate it was to 

increase the dose of diamorphine. 

Point40 

Dr Barton indicates that the use of the diamorphine, midazolam and hysocine 

were administered solely with the intention of relieving pain, anxiety and stress 

Mrs Lake was suffering, in conjunction with her congestive cardiac failure. 

In my view, given Dr Barton's inability to recall Mrs Lake, the lack of a 

documented medical assessment and that chest pain rather than 
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breathlessness appeared to be the predominant symptom as recorded in the 

·nursing notes, it remains unclear if Mrs Lake did have cardiac failure. Further, 

Dr Barton should be asked to comment on why, .. if she considered that 

congestive cardiac failure was such a significant factor in Mrs Lake's death, she 

recorded bronchopneumonia as the sole cause of death on the death certificate. 

4. CONCLUSION 

_ Dr Barton admits to poor note keepi~g ~.,':l,g PJ,S>,~S~i_¥~.,g11?~P~i~j~g due to time 

pressures. However, even With episodes considered potentially serious and 

significant by Or Barton, no entry was made in the medical notes and it is 
• •• ••• -- ·-·-- 0 ---· ........... __ •ooo --- ·~~d .... 0 ·-- 00 --·- ----~·-·T---~- 0 00 0' 

unclear if Mrs Lake was medically assessed at all, even when she experienced 

chest pain that did not improve with Oramorph. Having read Dr Barton's 

statement regarding Ru~y Lake, I believe that the main· issues raised in my 

report (BJC/67), dated 23rd August 2005, remain valid and have not yet been 

satisfactorily addressed, for example: 

• the· reason for the prescription of morphine to Mrs Lake on transfer to Dryad 

Ward rather than continuation of the codeine· 

• given the lack of a thorough medical assessment there remains, in my view, 

inadequate jus.tification for the prescription of diamorphine and midazolam 

by syringe driver .on the 19th August 1998 

• a thorough medical assessment ~f Mrs Lake should have been undertaken 

when she complained of chest pain, in order to identify possible cause(s)' 

' 
and appropriate treatment(s) to offer 

• given the lack of a thorough medical assessment there remains reasonable 

doubt that Mrs Lake had irreversibly entered her terminal· stage. For 

example, given Mrs Lake's intermittently raised temperature and subsequent 
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problems with respiratory tract secretions, it is possible that she was 

experiencing chest pain due to a chest infection and that antibiotics may 

have been .an appropriate and effective treatment. Similarly, if it was 

confirmed on physical examination that she had congestive cardiac failure, it 
' 

would have been much more appropriate to administer those drugs 

commonly indicated for this situation, e.g. 'diuretics. 

lt remains that Or Barton could be seen as a doctor who breached the duty of -

care she owed to Mrs Lake by failing to provide treatment with a reasonable 
_ 0 ol>" 

0 
... , •• ,, 0 • , ... ":'!~!:;-•~: .. , .-.• ~~'.!;.:~~:::~~.~~~~ ....... •- - • • , • • • 0 • oR 

amount of skill and care. This was to a degree that disregarded the safety of 

Mrs Lake by failing to adequately assess her physical state when she 

complained of chest pain, failing to take suitable and prompt action when 

necessary and if her physical state had deteriorated in a temporary or reversible 

way exposing her to the inappropriate use of diamorphine and midazolam in 

doses that could have contributed more than minimally, negligibly or trivially to 

her death. As a result Or Barton leaves herself open to the accusation of gross 

negligence. 

Specific implications of the statement of. Or Barton regarding Mrs Lavender 

regarding my report (BJC/67), dated 12sm August 2005 -

1. Dr Barton's statement clarifies that she prescribed on the drug chart the 

syringe driver with diamorphine, midazolam and hyoscine in those dose 

ranges in response to Mrs Lake's poor night, i.e. prior to her complaining of 

chest pain; it was subsequently commenced later that day, after she 

complained of ches~ pain. 

2. If Dr Barton is suggesting that the use of opioids were justified on the basis 

that Mrs Lake had heart failure, the report may need to be supplemented 

with information on the role of opioids in acute and chronic heart failure. 

Page 12 of 12 
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SUMMARY OF CONCLUSIONS 

Mr Leslie Pittock was an 83 year old gentleman with a long 
recurrent history of severe depression resistant to treatment. This 
was.complicated by. drug induced parkinsonism and subsequent' 
mental and physical frailty and dependency. His admission to ·the 
Gosport War Memorial Hospital Mental health ·beds on the 29th 
November and transfer to then medical beds on the 5th January 
1997 was the end point of these chronic disease process. He 
continues to deteriorate and dies on the23rd January 1997 

--.-,, ·-~., •. , .. '""the."m.ajor problem in assessing Mr Pittock's care is the lack of 
documentation. Good Medical practice (GMC 2001) states that 
"good clinical care must include an adequate assessment of the 
patient's condition, based on history and symptoms and if 
necessary an appropriate examination" .... ''In providing care you 
must keep clear accurate legible and contemporaneous patient 
records which report the relevant clinical findings, the decisions 
made, the .information given to patients and any other drugs or 
.other treatments prescribed". The major gaps in the written notes, 
the lack of evidence of appropriate examinations, use of unusual 

·drug regimes without adequate documentation in the medical 
notes, changes in prescription without proper documentation, all 
represent poor clinical practice clinical practice to the standards 
set by the General Medical Council. However, by itself, these do 
not prove that the medical or nursing care provided to Mr Pittock 
was sub-optimal, negligent or criminally culpable. 

In my view the drug management as Gosport was sub-optimal. 
There was no written justification at any stage for the high doses 
of Diamorphine and Mi.dazolam written up in the drug charts and 
subsequently prescribed to Mr Pittock. The notes and the drug 
charts leave confusion as to whether at one stage there may have 
been three syringe drivers being used. The dose of Nozinan may 
have been prescribed by verbal prescription and not written up in 
the drug chart. Combinations of the higher than standard doses of 
Diamorphine and Midazolam, togethe,r with the Nozinan were very 
likely to have caused excessive sedation and may have shortened 
his life by a short period of time, that in my view would have been 
no more than hours to days. However, this was a dying man, ·the 
family appear.ed to have been appropriately ·involved and the 
patient did eventually die without distress on 24th January. While 
his care is sub-optimal I cannot prove it beyond reasonable doubt 
to be negligent or criminally culpable 
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1. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care afforded 
to the patient in the days leading up to his death against the acceptable standard of 
the day. Where appropriate, if the care is felt to be sub-optimal, comment upon the 
extent to which it may or may not disclose criminally culpable actions on the part of 
individuals or groups. 

2. ISSUES 

· 2.1. Was the standard of care afforded-to" this"p-atii:mt'ir'f'the-'days leading up 
to her death in keeping with the acceptable standard of the day. 

2.2. If the c_are is found to be suboptimal what treatment should normally 
have been proffered in this case. 

2.3. If the care is found to be suboptimal to what extent may it disclose 
criminally culpable actions on the part of individuals or groups. 

3. CURRICULUM VITAE 

Code A 
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Code A 

4. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Leslie Pittock. 

[2] Full set of medical records of Leslie Pittock on CO-:ROM. 

[3] Operation Rochester Briefing Document Criminal Investigation Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts.-

[5] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[61 Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury Palliative Care Se!Vices (1995); 

Also referred to as the 'Wessex Protocols.' 
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5 CHRONOlOGY/CASE ABSTRACT. (The numbers in brackets refer to 

the page of evidence) 

5.1. Mr Leslie Pittock had a very long history of depression as clearly set 
out in a summary (13). In 1959 he had reactive depression, it 
occurred again in 1967. In 1979 he had agitation and in 1988 
agitated depression. 

5.2. He had a further long admission with agitated depression in 1992 (8) 
complicated by an episode of cellulitis (30}. This cuhiiihated in arl' ·· -·· · 
admission to long-term residential care in January 1993 (34). He had 
further admissions to hospital under the care of the psychiatric team 
including June 1993 (37) when some impaired cognition was noted. 
In 1995 there was a home visit for further psychiatric problems (42). 

5.3. In 1995 (44) there was a change in behaviour; loss of weight and 
increased frailty was noted. He was falling at the residential home. 
He was expressing grief, frustrations and aggression. At this time his 
psychiatric medications included Diazepam, Temazepam, 
Thioridazine, Sertraline, Lithium, and Codanthrusate for constipation. 
His other problems were hypothyroidism and Parkinsonism with a 
tremor. (Note: this was not Parkinson's disease but tremor, rigidity 

5.4. 

· and akinesia which occurs similar to Parkinson's disease but as a 
result of long-term anti-psychotic medication). 

On 29th November 1995 he was admitted under the psychiatrist Or 
Banks {46) to Gosport War Memorial Elderly Mental Health beds. His 
mental test score was documented at 8/10 (50). He was discharged 
back to residential home on 24th October {46) with a continued 
diagnosis of depression (56). However, his very poor mobility and 
shuffl.ing gate was noted (57). 

5.5. On 13th December 1995 he was re-admitted (62) to mental health 
beds at the Gosport War Memorial under Dr Banks stating 

· "everything is horrible". He was verbally aggressive to the staff and 
was not mobilising and staying in bed all day. He felt hopeless and 
suicidal. (62). 

5.6. On 22"d Dece.mber, diarrhoea started and he also had ch~st 
symptoms. lt was thought he had a chest infection, and was treated 
with Erythromycin .(64). On 27th December he was "chesty, not . 
himself", and his bowels were causing concern. The physiotherapist 
noted that he had signs in his chest (65). A second course of a· 
different antibiotic (Cephalosporin) was prescribed (81 ). The nursing 

. . 
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'cardex documents that he started becoming faecally incontinent on 
20th December and then had further episodes of diarrhoea (140). lt is 
also noted that by 161 January (147) he was drowsy· with very poor 
fluid intake. 

5.7. On 2nd January ·1996 Or Lord, consultant geriatrician was asked to. 
see (66) and on 3rd Ja11uary he was noted to be clinically deteriorating 
with poor food intake (66), albumin of 27 (67). An abdominal x-ray on 
27th December describes possible "pseudo-obstruction" (116). This is 
a condition when the_ large bowel fails to work and starts to dilate, 
usually in patients who have multiple illnesses including 

· · · ····Parkinsc)nism, electrolyte imbalance, infections, antibiotics and other 
drugs. Prognosis is often poor and depends on resolving the 
underlying causes. 

5.8. On 4th January 1996 Mr Pittock is seen by Or Lord, Consultant 
Geriatrician who noted severe depression, total dependency, 
catheterisation, lateral hip pressure sores and hypoproteinaemia. (67) 
He states that the patient should be moved to a long-stay bed at the 
Gas port War Memorial Hospital and that his residential home place 
should be given up as he :was unlikely to return. On 5th January he is· 
transferred to Dryad Ward for "long-term care" (151 ). Or Lord also · 
states (SM) "Mrs Pittock is aware of the poor prognosis". 

5.9. Medical notes after transfer (13M .and 15M). On 5th January a basic 
summary of the transfer is recorded, on the 9th January increasing 
anxiety and agitation is noted and the possibility of needing opiods is 
raised. The nurses cardex on 91

h said that he is sweaty and has 
"generalised pain" (25M). On 101

h January a medical decision is · 
recorded "for TLC". In the medical discussion (13M) with the wife 
also apparently agrees "for TLC". I am not sure of the signature of 
1 olh January in the medical notes (13M}. The nursing card ex records 
they commenced Oramorph and that Mrs Pittock is aware of the poor 
outcome (25M). 

5.10. The 15th January the nursing notes document that a syringe driver 
has been commenced (25M) and by the evening the patient is 
unresponsive (26M). However on 161h January there is some 
agitation when being attended to and Haloperidol is added to the 
syringe driver (26M). On the 1 ih the patient remains tense and 
agitated,(27M) the nursing cardex states that Or Barton attended, 
reviewed and altered the dosage of medication. The syringe driver is 
removed· at 15.30 hours and the notes say "two drivers" (27M). 

5.11. The next medical note is on 181
h January, eight days after previous 

note on 1 olh January. This states further deterioration, subcut 

12 
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5.12. 

5.13. 

analgesia continues ....... try Nozinan. On 201
h January the nursing 

notes state that Dr Briggs was contacted regarding the drug regime 
and there was a verbal order to double the Nozinan and omit the 
Haloperidol (28M). This is confirmed in the medical notes on 201

h 

January (15M). The medical notes on 21st January state "much more 
settled", respiratory rate of 6 per minute~ not distressed·and on 24th 
January the date of death is verified by Staff Nurse Martin in the 
medical notes (15M). 

Note: Nozinan is a major tranquilliser similar to Chlorpromazine but 
more sedating. lt is usually us~d for patients· with schizophrenia and 
because of its sedation is not usually used in the elderly, though· it is 
not completely contraindicated. Used subcutaneously in palliative 
care for nausea and vomiting at a dose of 25·- 200 mgs for 24 hours 
although British National Formulary, 39 Page 14, states·that 5- 25 
mgs for 24 hours can be effective for nausea and vomiting with less 
sedation. 

Drug Chart Analysis: 

On 51h January at transfer (16M), Mr Pittock is written up for the 
·standard drugs that he was on in the mental health ward including his 
Sertraline and Lithium (for his depression) Diazepam (for his 
agitation) Thyroxine for his hypothyroidism. The drug chart also had 
Diamorphine 40 - 80 mgs subcut in 24 hours, Hyoscine 200- 400 
micrograms subcut in 24 hours and Midazolam 20 - 40 mgs subcut in 
24 hours. Midazolam 80 mg subcut in 24 hours written up but not 
dated and never prescribed. (18M) 

·On 1oth January, Oramorph 10 mgs per 5 mls is written up for 2.5 mls · 
four hourly and prescribed on the evening of 10th and the morning of . 
the 11th. On the 11th Oramorph 10 mgs per 5 m/s is written up to be 
given 2 mls 4 hourly 4 times a day with 5 mls to be giv~n last thing at 

· night. This is then given regularly between 11th and up to early 
morning on 15th January. This is a total daily dose of 26 mgs of 
morphine (1 9M). 

5.14. Diamorphine 80 - 120 mgs subcut in 24 hours is written ~p on .11th 
January "as required" as is Hyoscine 2oo - 400 micrograms in 24 
hours, Midazolam 40- 80 mgs in 24 hours. 80 mgs of Diamorphine 
together with 60 mgs of Midazolam are then started by syringe driver 
on the morning of the 15th January and re-started on both the · 
mornings of the 16th and 1 ih January. (18M). On 16th January 
Haloperidol 5 mgs - 1 0 mgs subcutaneous for 24 hours is written up, 
prescribed over 24 hours on both 161h and 17th. I am not clear if this 
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was mixed in the other syringe driver or was the "second pu.mp" 
referred to in· the nursing card ex. (20M and 27M) 

Diamorp,hine 120 mgs subcut in 24 hours is then prescribed on 181h 
January, together with Hyoscine 600 mgs subcut in 24 hours. The 
drug charts (20M) show this starting on the morning of 17th January 
and at 08.30 hours. If this correct there may have been up t"o three 
syringe drivers running, one with Di~morphine 80 mgs, one with 
Diamorphine 120 mgs in and one with the Haloperidol. The reason 
for this confusion needs clarification. · 

"Tii'e si.Josequent drug charts all appear to be missing for the final 6 
days, however the nursing notes (27M, 28M and 29) suggest that 
there was a fairly constant prescription of 120 mgs of Diamorphine 24 
hours, Midazolam 80 mgs 24 hours, Hyoscine 1200 mgs, Haloperidol 
20 mgs and Nozinan 50 mgs. On the 201

h there was no Haloperidol 
and the Nozinan was increased 1 00 mgs a day. This is stir! the 
prescription on 23rd January (27M). 

6 TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

6.1 This section will consider if there are any actions so serious they 
might amount to gross negligence or any unlawful acts, or 
deliberate unlawful killing in the care of Mr Leslie Pittock. Also if 
the actions or omissions by the medical team, nursing staff or 
attendant GP's contributed to the demise of Mr Pittock, in 
particular, whether beyond reasonable doubt, the a~tions or 
omissions more than minimally, negligibly or trivially contributed to 
death. 

6.2 

6.3 

I will also consider whether M r .Leslie Pittock received the proper 
standard of care and treatment from the medical and nursing staff 
including identifying any actions or omissions by the medical team, 
nursing team. or attendant G P's that contributed .to the demise of 
Mr Leslie Pittock. · · 

In particular I will discuss a) whether Mr Pittock had become 
terminally ill and if so whether symptomatic treatment was 
appropriate and b) whether the treatment provided was then 
appropriate. 

Mr Pittock has an unfortunate long. history of depression, which 
had become more difficult and complex to manage and 
increasingly distressing in terms of his agitation related to his 
,depressive symptomatology. 

14 
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6.4 He had many treatments including high level drug treatment over 
many years and. many episodes of electro convulsive treatment 
(ECT). 

GMC1 00096-0635 

6.5 The complex and unresolved psychiatric problem led to a 
requirement to move to a residential accommodation in 1993. 
However he had further relapses and problems in 1995. A change 
occurred by September 1995 where the residential home was now 
noticing weight loss, increasing frailty and falls. Although a 
subsequent admission only came to the conclusion that he was 
depressed I have no doubt that his terminal declfne was starting 
from that time. ·- · ·· ·· · · ., •·· · ·, ·· ., ·· 

6.6 By October 1995 he had extremely poor mobility and a shuffling 
gate. When re-C?-dmitted in December is aggressive, essentially 
immobile and extremely mentally distressed alongside his 
increasing physical frailtY. 

6. 7 lt is impossible in retrospect to be absolutely certain what was 
causing his physical as well as his mental decline. lt may be that 
he was now developing cerebrovascular disease on top of his long 
standing drug induced Parkinsonism together with his persistent 
and profound depression agitation. lt is not an uncommon 
situation for people with long standing mental and attendant 
physical problems, to enter a period of rapid decline without a 
single new diagnosis becoming apparent. 

6.8 His deterioration is complicated by a probable chest infection (64, 
81 ), which does not respond particularly well to appropriate 
antibiotic and physiotherapy. treatment. He also hC!-S bowel 
complications attendant on all his other medical and drug 
treatment (116). 

6.9 Dr Banks, psychiatric service asked Dr Lord, Consultant 
.Geriatrician, to see the patient on 2nd January and he is actually 
seen on 4th January 1996. Dr Lord describes a very seriously ill 
gentleman. His comments that a long-stay bed will be found at 
the Gosport War Memorial and that he is unlike to return to his 
residential bed, reflect the fact that it was probably in his mind that 
this gentleman was probably terminally ill. 

6.1 0 Mr Pittock i~ then transferred to Dryad Ward and is apparently 
seen by Or Barton. A short summary of his problems is written in 
the notes but no physical examination, if undertaken, is 
.documented. 

15· 
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lt is normal clinical practice when acc_epting a patient to a new 
inpatient environment to undertake and record a basic physical 
examination. This will form a baseline for future management and. 
a clinical record for other members of staff. The ·lack of a record of 
any examination, if undertaken, would be poor clinical practice. 

6.11 lt remains clear from the nursing record that he remains extremely 
frail with very little oral intake on ih January (25M). When seen 
again by Dr Barton on glh, there is the first note suggesting that 
Opiates may be an appropriate response _to his physical and 
mental condition. 

• • + ~ •: •• 

6.12 lt is my view that this gentleman by this stage had come to the end 
. point of a series of mental and physical conditions and that his 

problems were now irreversible. He was in considerable mental 
distress and had physical symptoms partly related. to that and 
p·artly related to other medical problems. In my view he was dying 
and terminal care with a symptomatic approach was appropriate. 

6.13 On the 1 01
h Oramorph was started. Oramorph and Diamorph are 

particularly used for pain in terminal care. The nursing notes 
document that he had some pain; but most of his problems 
appeared to be restlessness, agitation and mental distress. 
However, despite the lack of serious pain, morphine like drugs are 
widely used and believed to be useful drugs in supporting patients 
in the terminal phase of the restlessness and distress that 
surrounds dying. I would not criticise the use of Oramorph in 
conjunction with his other psychiatric medication at this stage. 

6. ~ 4 The decision that he was now terminaily ill and for symptomatic 
relief appears to have been made appropriately with both the 
family and the ward staff and there was no disagreement with this 
decision. 

This is indicated in the medical notes by the comment "poor TLC" 
(13M) together with the statement that it was discussed with the 
wife "for TLC" (note TLC= tender loving care). Beyond the 
statement in the medical notes that the patient was "for TLC" there 
is no specific justification given for the Oramorph in particular to be 
starte.d. The notes are at best very thin and sparse and good 
medical practice (GMC 2001) states that "good clinic~/ care must 
include an adequate assessment of the patients condftfon, based 
on the history and symptoms and, if necessary, an appropriate 
examinatron" ...... "in providing care you must, keep clear, 
accurate, legible and contemporaneous patient records which 
report the relevant clinical findings, the decisions made, the· 
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information given to patients and any drugs or other treatments 
provided". The lack of information in the·written notes, as 
documented in this report, represents poor clinical practice to the 
standards set by the General Medical Council. · 

The Drug Chart analysis (para. 5.12) described Diamorphine, 
Hyoscine and Midazolam all written up to be prescribed with a 
dosage range. This is quite common clinical practice, the aim of 

· which is to allow the nursing team to have some flexibility in the 
management of a patient needing symptom control at the end .qf 
their life without having to call a doctor to change the drug charts 
every time a change in dosage is needed to maintain adequate 
palliation. However, .there seems no rationale for writing up the 
dose of Midazolam at" SO mgs separate from the prescription 
above for 40 - 80 mgs. · 

6.15 The dose of Oramorph given fro.m the early morning of 15th 
January was 26 mgs of morphine a day (see paragraph 1.14) 
(19M). On the 15m a syringe driver is started containing 80 mgs 
Diamorphine and 60 mgs of Midazolam. If a straight conversion is 
being given from Morphine to Diamorphine then you normally 
halve the dose i.e. 26 mgs of Oramorphine might be replaced by 

GMC1 00096-0637 

. 13 mgs of Diamorphine 0Nessex protocol). If you are increasing 
the dose because of breakthrough agitational pain then it would be 
normal to increase by 50% each day, some clinicians might 
increase by 1 00%. This yvould suggest that the maximum dose of 
Diamorphine to replace the stopped Oramorphine might be up to a . 
maximum cif 30 mgs of Diamorphine in 24 hours. Starting 80 mgs 
of Diamorphine is approximately three times of the dose that could 
conventionally be argued for. 

As individuals response to Morphine or Diamorphine can be 
extremely difficult to predict, this is why clinicians will usually start 
with a low dose, then increase, with regular and close review to 
assess the patients response and to find a balance between pain, 
symptom relief and excessive doses. The main side effects of 
excessive dosage would be depression of respiration and 

. consciousness. No justification is provided in the notes for starting 
at approximately 3 times the dose that could be conventionally 

l 
argued for. · 

I believe the dose of Oramorph originally prescribed between 11.th 
and 15th January was appropriate, however, no justification is · 
given within the notes for originally writing up the higher than usual 
doses of Diamorphine and Midazolam on 11th January, ·the same 
time as. the Oramorph was started, nor indeed is any rationale 
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made in the medical or nursing notes, the decision to commence 
the syringe driver on the 15th January. This lack of medical 
documentation is poor clinical practice. 

Where clinicians significantly deviate from standard clinical 
practice, it is poor· clinical practice not to document that decision 
clearly. lt is very unwise from a medica legal perspective. 

6.16 Midazolam was also started at a dose of 60 mgs per 24 hours. 
The main reason for using this is terminal restlessness and it is 
widely used subcutaneously in doses from 5 - 80 mgs per 24 
hours.for this purp.ose. Although 60 mgs is within current 
guidance, many believe that elderly patients need a lower dose of 
5-20 mgs per 24 hours (Palliative Care, Welsh J, Fallon M, 
Keeley PW. Brocklehurst Text Book of Geriatric Medicine, 6th 
Edition, 2003, Chapter 23 pages 257-270). This would again 
suggest that the patient was being given a higher dose of . 
Midazolam then would usually be required for symptom relief. 
Where clinicians significantly deviate from standard clinical 
practice, it is poor clinical practice not to document that decision 
clearly. lt is very unwise from a medica legal perspective. 

The nursing notes documented anxiety, agitation and generalised 
pain for which the Midazolam and the strong opioids (Oramorph 
and Diamorphine) were started. Midazolam is often used for the 
restlessness of terminal care and although Oramorphine and 
Diamorphine are usually used for severe pain, in clinical practice it 
is often used as well for the severe restlessness of terminal care. 
One study of patients on·a long stay ward (Wilson J.A et.at. 
Palliative Medicine 1987: 149-153) found that 56% of terminally ill 
patients on a long-stay ward receive opioid analgesia. Hyoscine is 
also prescribed in terminal care to deal with excess secretions 
which can be distressing tor both patient and carers. I believe this 
was appropriately prescribed and given. 

6.17 Diamorphine is compatible with Midazolam and can be mixed in 
the same syringe driver. Based on the evidence suggesting 
unusually high dosage of these· medications being used I have 
considered whether there was evidence in the notes of any drug 
complications, in particular whether giving three times the normal 
starting dose for both Diamorphine and Midazol~m together · 
caused excessive sedation or other side effects might be 
considered gross negligence or an unlawful act. I was only able to 
find two pieces of evidence. The first was a statement in the . 
nursing notes (26M) that by the evening that the syringe driver 
was started, the patient was unresponsive. The aim of palliative 
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7. 

care is to provide symptom relief not possible over sedation 
leading to unconsciousness. However, this did not continue and 
Mr Pittock was noted to be more alert and agitated again on the 
16th. ' 

Secondly on the 21 51 January (15M) a respiratory rate of 6 per 
minute is noted suggesting some possible respiratory depression. 

6.18 A further drug, Nozinan, a sedating major tranquilliser is added to 
the drug regime, 50 mgs a day on the 181

h January and increased 
to 100 mgs a day on the 201

h January. Though this is within the 
therapeutic range in p'alfiative care, 25 - 200 rngs a day when it is 
used for nausea and vomiting, the BNF advises 5-20 mgs a day 
and that the drug should be used with care in the elderly because 
of sedation. 

The rationale for starting Nozinan appears to be the fact that the 
patient had become unsettled on Haloperidol (a different sort of 
major tranquilliser) and Nozinan is more sedating that Haloperidol. 
A verbal order to increase the dose of Nozinan from 50 to 100 
mgs is documented in the medical notes (M15). This suggests 
that the 1 00 mgs was not actually written up within the Drug 

. Charts, which if true, would be poor clinical practice. The absence 
of the drug charts·makes this harder to determine. 

6.19 The prediction of how long a terminally ill patient would live is 
·virtually impossible and even palliative care experts show 

. enormous variation (Higginson I.J. and Constantini M. Accuracy of 
Prognosis Estimates by 4 Palliative Care Teams: A prospective 
cohort stuqy. BMC Palliative Care 2002 1 :21 ). The combination of 
the high doses of Diamorphine, the high doses of Midazolam and 
the high doses of Nozinan are in my view likely to have caused 
excessive sedation beyond the need the symptom control in this 
dying man. In my view the medication is likely, but not beyond 
reasonable doubt, to have shortened life. However, I would have 
expected this to have been by no more than hours to a few days 
had a lower dose of all, or indeed any, of the drugs been used 
instead. 

OPINION 

7.1 Mr Leslie Pittock was an extremely HI, frail and dependent 
gentleman on his admission to Gosport War Memorial Hospital · 

. and was at the end point of a chronic disease process of 
depression and drug related side effects that had gone back for 
very many years. 
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7.2 The major problem in assessing Mr Pittock's care is the lack of 
documentation. Good Medical practice (GMC 2001) states that 
"good clinical. care must include an adequate assessment of the 
patient's condition, based on history and symptoms and if 
necessasy an appropriate examination" .... "In providing·care you 
must keep clear accurate legible and contemporaneous patient 
records which report the relevant clinical findings, the decisions 
made, the information given to patients and any other drugs or 
other treatments prescribed". The major gaps in the written notes, 
the lack of evidence of appropriate examinations, use of unusual 
drug regimes without adequate documentation in the medical 
notes, changes in prescription without proper documentation, all 
represent poor clinical practice clinical practice to the standards 
set by the General Medical Council. However, by itself, these do 
not prove that the medical or nursing care provided to Mr Pittock 
was sub-optimal, negligent or criminally culpable. 

GMC1 00096-0640 

7.3 In my view the drug management as Gosport was sub-optimaL There 
was no written justification at any stage for the high doses of 
Diamorphine and Midazolam written up in the drug charts and 
subsequently prescribed to Mr Pittock. The notes and the drug charts 
leave confusion as to whether at one stage there may have been · 
three syringe drivers being used. The dose of Nozinan may have 
been prescribed by verbal prescription and not written up in the drug 
chart. Combinations of the higher than standard doses of 
Diamorphine and Midazolam, together with the Nozinan were very 
likely to have caused excessive sedation and may have shortened his 
ltfe by a short period of time, that in my view would have been no 
more than hours to days. However, this was a dying man, the. family 
appeared to have been appropriately involved and the patient did 
eventually die without distress on 241

h January. While his care is sub
optimal I cannot prove it beyond reasonable doubt to be negligent or 
criminally culpable. 
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9. EXPERTS' DECLARATION 
. I 

1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 

2. I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. 

3. 1 have done my best, in preparing this report, to be accurate and 
complete. I have· mentioned,all. matters. which I regard as relevant to the 
opinions I have expressed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. 

4. I have drawn to the attention of the court all matters, of which I am 
aware, which might adversely affect my opinion. 

5. Wherever I have no personal knowledge, I have indicated the source of 
factual information. 

6. I have not included anything in this report which has been suggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have 
indicated the extent of that range in the report. 

8. . At the time of signing the r~port I consider it to be complete and 
accurate. I will notify those instructing nie if, for any reason, I 
subsequently consider that the report requires any correction or 
qualification. 

9. I understand that this report will be the evidence that I will give under · 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 

10. I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to. the opinions 
expressed in this report or ·upon which those opinions are based. 

10. STATEMENT OF TRUTH 

I. confirm that insofar as the facts stated in my report are within my own knowledge I 
have made clear which they are, and I believe them to be true, and the_opinions I 
have expressed represent my true and complete professional opinion. 

·signature: ___________ --,-_____ Date: ______ _ 
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CONTENTS 

1. INSTRUCTIONS 

To examine and comment upon the statement of Or Jane Barton re 
Leslie Pittock. In particular, it raises issues that would impact upon 
any expert witness report prepared. 

·. "'·c:, ,.,__."'"'.. · 2. DOCUMENTATION 

• 

This report is based on the folfowing document: 

2.1 Job Description for Clinical Assistant Post to the Geriatric Division 
in Gosport as provided to me by the Hampshire Constabulary 
(February 2005). 

2.2 Statement of Or Jane Barton re Leslie Pittock as provided to me by 
Hampshire Constabulary (April 2005). Appendix 1 

2.3 Statement of Or Jane Barton as provided to me by Hampshire 
Constabulary (February 2005). Appendix 2 

2.4 Report regarding Leslie Pittock (BJC/ 71) Or 0 Black 2005. 

3. COMMENTS 

3.1 Comments on Job Description (2.1) 

3.1.1 This confirms the Clinical Assistant is· responsible for a maximum 
of 46 patients and confirms that all patients are under the care of a 
named Consultant Physician who would take overall responsibility for 
their medical management. A Clinical Assistant should take part in the · 
weekly consultant ward rounds. 

3.1 .2 A specific responsibility is the writing up of the original case notes 
and ensuring the follow up notes are kept up to date and reviewed 
regularly. 

3.1.3 The post is for five sessions a week i.e. is half what a full time 
doctor would commit to the post. However, the time to b~ spent in tlie 
unit is not specified as the time is allowed to be ''worked flexibly". 

3.1.4 There appears to be some confusion between the statefl!ents in 
the job summar)t, that "patients are slow stream or slow stream for 
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rehabilitation but holiday relief and shared care patients are admitted" 
and the statement in the previous sentence "to provide 24 hour medical 
care to the long stay patients in Gosport". The job description appears 
to be confusing patients for rehabilitation with long stay patients .. 

3.1.5 There is no comment on the medical cover to be provided when 
the post holder is unavailable for out of hours or longer period of leave 
such as holidays. Lack of explicit cov13r might explain some gaps in 
the notes. 

3.2 Report on the statement of Or Jane Barton re leslie Pittock 
~~ . 

'• ~-· • ~ •• t\·~ ... , • ......,__,_. ~. ;'} ,;-': ~~-;>~..:;:"'!r.-..... • . ~ 

The comments refer by paragraph to the statement, and by paragraph 
to the report (BJC/ 71) 

3.2.1 I have read the statement of Or Jane Barton as provided to me 
by the Hampshire Constabulary (April 2005). Appendix 1. 

3.2.2.Paragraph 7. I agree that Mr Pittock was admitted to Mulberry 
Ward on 14th September 1995. Paragraph 5.4 my report {BJC/71) 
incorrectly stated 29th November 1995. Paragraph 1 0 of my report 
(BJC/71) I incorrectly assumed that Or Lord was male and refers to 
"him" in paragraph 6.9. 

' 
3.2.3 Paragraph 13. Does imply that an external examination of Mr 
Pittock's pressure areas may have been undertaken. However, as 
set out in Paragraph 6.1 0 of my report (BJC/71) no general physical · 

examination is otherwise recorded to have taken place. 

3.3 Report on the Statement of Or Jane Barton as provided to me 
by the Hampshire Constabulary (2.3): 

3.3.1 Page 1 paragraph 3: States that she works eight general practice 
surgery sessions. lt is my" understanding that most full time General 
Practitioners work eight or nine sessions. This suggests to me that she 
is undertaking a full time General Practitioner job and a half time 
community hospital job. Despite the fact the job description says that 
the job can be worked flexibly, an opinion should be obtained from an 
experience General Practitioner as to whether this workload is actually 
deliverable within a reasonable working week. 

3.3.2 Page 1 paragraph 4: The job description states 46 beds, Or 
. Barton states 48 beds. The CHI report says 44 beds (20 on Dryad and 

24 on Daeda!us) Dr Barton uses the phrase "continuing care for long 
stay elderly patients". The job description also referred to slow stream 
or slow stream rehabilitatio.n as well as holiday relief and shared care 
patients. There may have been confusion between staff in terms of the 
objectives of individual patient management. · · 
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3.3.3 Page 1 paragraph 5: This statement is incorrect as the post.of 
Clinical Assistant is not a training post but a service post in the NHS. 
The only medical training grade posts are pre-registration house 
officers, senior house officers, specialist registrars and GP registrars. 

3.3.4 Page 1 paragraph 5: States that she and her partners had 
decided to allocate come of the sessions to "out of hours aspects of the 
post". This would appear to be a local arrangement of the contractual 
responsibilities: it needs to be clarified if this was agreed with the 
.Portsmouth and South East Hampshire Health Authority. This would 
influence how much time was expected to be provided for the patients 
and influence the pressure on Or Barton to deliver the aspects of care 

GMC1 00096-0644 
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3.3.5 Page 2 paragraph 3: This does confirm that there were 
consultants responsible for all the patients under the care of Dr. Bart6n. 
Thus a consultant should always have been available for discussing 
complex or difficult management decisions. However,(page 3 
paragraph 1) , in my view it would be completely unacceptable of the 
Trust to have left Dr Barton with continuing medical responsibilities for 
the inpatients of Gosport Hospital without consultant supervision and 
regular ward rounds. This would be a serious failure of responsibility by 
the Trust in its g6vernance of patients and in particular failings and in my 
view the Trust would need to take part of th~ responsibility for any 
clinical failings. · 

3.3.6 Page 3 paragraph 3: This again suggests that Or Barton was 
trying to provide her half time responsibilities by fitting the work around 
her full time responsibilities as a General· Practitioner. She suggests 5 
patients were admitted each week, implying approximately 250 
admissions and discharges a year. With a bed occupancy around 80%, 
this would suggest an average length of stay of 5- 6 weeks. However, 
CHI state the actual figures were somewhat less, 1997/98 were 169 

· FCE's for Dryad and Daedalus and 197 FCE's in 1998/99. A new 
patient assessment including history and examination, writing up the 
notes, drug charts, talking to the nurses, talking to any relatives present 
and undertaking blood tests· if these had to be taken by a doctor rather 
than any other staff, would take a maximum of 60 minutes. · 

Page 5 paragraph 2: The patients who were genuinely long stay or 
continuing care do not need to be reviewed medically every day, nor 
would a medical record be made daily. Indeed with average length of 
stay of six or more weeks, it is clear that many patients were genuinely 
long-stay patients and one would expect them to be medically reviewed 
no more than once a week and any medical comments to be no more 
than once a week. However, whenever. patients' physical or mental 
state has changed and they are reviewed by a doctor, it would be 
normal practice to always make a comment in the notes. Patients who . 
are i~ rehabilitation and making a good progress, then review and 
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comments in the notes once or twice a week would also be the norm. 

lt is my view that with less than 200 FCE's and a total of 44 inpatients,· 
then this should be satisfactorily managed by somebody working half 
time as a Clinical Assistant with regular consultant supervision. 

3.3.7 Page 4 paragraph 2; This suggests that Or Barton is stating that 
she takes personal responsibility for most changes in medication~ rather 
than it being a nursing decision. 

3.3.8 Page 9 paragraph 2: An individual doctor must take responsibility 
fortheir prescribing however I would agree that consultants should also 
take responsibility for ensuring patients under their care were having 
appropriate medical. managemer]t. lt does appear that there was a 
consultant responsible for all patients in both Dryctd and Daedalus Ward. 

4. Conclusions 

4.1. Having read all the documents provided by Hampshire 
Constabulary, the only changes I would wish to make in my expert 

. report are in paragraphs 5.4. to change the date to the 14th 
September; in paragraph 6.9 to change "his" to "her''; and in 
paragraph 6.10 to state that no physical examination, apart from 
possible examination of pressure areas, is documented. 
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1. SUMMARY OF CONCLUSIONS 

Mr Pittock was a frail 82 year old. man admitted to Mulberry Ward, Gosport 

War Memorial Hospital due to depression. He was withdrawn, agitated and 

irritable and required the help of two others to mobilise. Despite the 

admission and a reduction or discontinuation in some of his medication, his 

low mood and poor mobility persisted. He developed a chest infection and 

urinary retention. After about three weeks in hospital, his condition remained 

poor and he started to develop pressure sores. Mr Pittock was referred to Or 

Lord, Consultant Geriatrician, for a. m~dical review and was subsequently 

transferred to Dryad Ward. 

During this admission, the medical care provided by Dr Barton fell short of a 

good standard of clinical care as defined by the General Medical Council that 

included the lack of clear note keeping, adequate assessment of the patient 

and providing treatment that was excessive to a patients' needs. The reason 

' 
for the prescription of drugs was not clear. If pain was a problem, it was not 

recorded or assessed. Most significantly, . the dose range of diamorphine 

prescribed for the 'as required' syringe driver, and the dose finally 

administered (BDmg), far exceeded that generally considered to be an 

appropriate starting dose ( 1 D-15mg) based on Mr Pittock's existing opioid 

usage. 

Mr Pittock was described as tense and· agitated several times following the 

syringe driver being commenced. In this regard the use of midazolam,. 

haloperidol and levomepromazine could be seen as justified. However, an 

assessment of the possible causes of his agitation should have been carried 

· out This would have included considering if drugs, such as the diamorphine, 

were a possible contributing factor to his agitation. At the very least, given that 
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diamorphine in ·a dose that is excessive to a patients needs can cause 

agitation and confusion, it should have prompted a review -of the 

appropriateness of Mr Pittock's dose of d iamorphine. 

There appears little doubt that Mr Pittock was 'naturally' coming to the end of 

his life. At best, Or Barton could be seen as a doctor who, whilst failing to keep 

clear, accurate, and contemporaneous patient records had been attempting to 

allow Mr Pittock a peaceful death, albeit with what appears to be an excessive 

use ofdiamorphine due to a lack of sufficient knowledge. 

lt is my opinion however, that given the lack of documentation to the contrary, 

Dr Barton could be seen as a doctor who breached the duty of care _she owed 

to Mr Pittock by failing to provide treatment with a reasonable amount of skill 

and care. This was to a degree that disr~garded the safety of Mr Pittock by 

unnecessarily exposing him to excessive doses of diamorphine that could 

hav·e resulted in a worsening of his agitation. Dr Barton's response to this was 

to further increase Mr Pittock's dose of diamorphine. Despite the fact that Mr 

Pittock was dying 'naturally', it is difficult to exclu.de completely the possibility 

that a dose of diamorphine that was excessive to his needs may have 

contributed more than minimally, negligibly or trivially to his death. As a result 

Dr Barton leaves herself open to the accusation of gross negligence. 

2. INSTRUCTIONS 

To examine the medical records and comment upon· the standard of care 

afforded to the patient in the days leading up to his death against the 
. . 

acceptable standard of the day. Where appropriate, if the care is felt to be 

·suboptimal; comment upon the extent to Which it may· or may not disclose 

criminally culpable actions on the part of individuals or groups. 
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3. ISSUES 

3.1 Was the standard of care afforded to this patient in the days leading up 

to his death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatment should normally 

have been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

4. BRIEF CURRICULUM VITAE 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Code A 
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; 
; 
; 
; 
; 
; 
; 
; 
;, 
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Code A 

5. DOCUMENTATION 

This Report is based on the following documents: 

f1J Full paper set of medical records of Leslie Pittock, including the death 

certificate. 

[2] Full set of medical records of Leslie Pittock on CD-ROM. 

[3] Operation Rochester Briefing Doc~ment Criminal lnv~stigation 

Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for 

Medical Experts. 

{5] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust a~ Gosport War Memorial Hospital 

(July 2002). 

f6} Palliative Care Handbook Guidelines on Clinical Management, Third 

Edition, Salisbury Palliative Care Services (1995}; Also referred to as 

the 'Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 
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i) Control of Administration of Medicines by Nursing Staff Policy (January 

1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 ). 

· iv) Compendium of Drug Therapy Guidelines, Adult Patients·(1998). 

v) Draft Protocol for Prescription Administration of Diamorphine by 

·Subcutaneous Infusion, Medical Director (December 1 999). 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

[8] General Medical Council, Good Medical Practice (October 1995). 

(9J British National Formulary (BNF}. Section on Prescribing in 

Terminal Care (March 1995). 

[1 0] British National Formulary (BNF). Section on Prescribing in the 

Elderly (March 1995). 

6. CHRONOLOGWCASEABSTRACT 

Events at the Gosport ·war Memorial Hospital, Mulberry Ward, 13th 

December 1995 until 5th January 1996 

Mr Leslie Pittock, an 82 year old man who lived in Hazeldene residential 

home was admitted on the 13th December 1995 to Mulberry Ward, 

Gosport War Memorial Hospital under the care of Or Banks, consultant in 

old age psychiatry (pages 62 of 181 ). He was depressed and reported 

feeling hopeless and suicidal. He had been verbally aggressive towards 

his wife and the staff at the residential home. He was staying in bed all 

day and not eating well (pages 62 and 125 of 181). He was known to Or 
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Banks having suffered from chronic depression for over 30 years resulting 

in multiple admissions to hospital. He also had an underactive thyroid 

gland and problems with constipation (page 62 of 181 ). His medication 

consisted of sertraline 1 OOmg once a day, lithium carbonate 400mg once a 

day, thioridazine 50mg four times a day, diazepam 1 Omg twice a Qay, 

temazepam 1 Omg at night, thyroxine 50microgram once a day, magnesium· 

hydroxide 10ml at night and codanthrusate 2 capusles at night (pages 62 

. and 88 of 181). Examination revealed him to be withdrawn, a little agitated 

and irritable. He had a slight tremor on moving, a shuffling gait and 

required the ·help of two others to mobilise (page 63 of 181). lt was 

considered that depression was his main problem (page 63 of 181 ). 

Over the next few days he experienced a fall and problems with diarrhoea. 

His laxatives were discontinued and an abdominal x-ray carried out. This 

revealed distension of the large bowel with only a small gas bubble seen in 

the region of the rectum. The report concluded t~at these features could 

represent distallarge bowel obstruction but as there was no faecal residue, 

the changes may be due to pseudo-obstruction (page 116 of 18 t). His low 

mood and poor mobility persisted. As thiorid~zine can cause 

Parkinsonism (i.e. a collection of features similar to those seen in patients 

with Parkinson's disease, e.g. difficulty initiating movements, rigidity, 

tremor etc.) the dose was reduced to 25mg four times a day. and 

procyclidine Smg twice a day was commenced (page 64 of 181 ). 

Procyclidine.is an antimuscarinic drug that can help with Parkinsonism. 

After about one week, on the 22nd December 1995 he was found to have 

a chest infection and erythromycin, an.antibiotic, was c~mmenced (page 

64 of 181). On review by Or Bariks on the 27th December 1995, MrPittock 
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was·noted fo be 'chesty, poorly, abusive and not himself at all' (page 65 of 

181 ). As he had not responded to the erythromycin, another antibiotic, 

cefaclor was commenced and the procyclidine was discontinued. He had 

been catheterised for urinary retention the week bef~re (page 65 of 181 ). 

Microbiology tests of his sputum rev~aled a pseudomonas infection (page 

112 of 181 ). A chest x-ray showed no evidence of focal lung disease 

(page 116 of 181). lt was decided to reassess his" mood once his medical 

·problems had been addressed. 

After about three weeks· in hospital, _on the 2nd January 1996 it was 

reported that he remained poorly, lethargic, his skin was breaking down 

and he was now nursed on a Pegasus bed. He was reported to be asking 

'why don't you let me die?' (page 65 of 181 ). Blood test results on the 2nd 
I 

January 1996 were mostly normal. There was a raised white blood cell 

count. 15.7x109/L, due to an increase in neutrophils, 14.4x109/L, in 

keeping with an infection (page 114 of 181 ). Liver enzymes were mildly 

abnormal with raised alkaline phosphastase of 110 lUlL, AST (aspartate 

aminotransferase) of 127 IU/L and a low albumin of 27g/L (upper limit .of 

normal 95, 40 and lower limit of 37 respectively){page 85 of 181). Rather 

than attribute his deterioration purely to' his depression, Mr Pittock was 

' 
referred to a geriatrician to see if any medical problems were contributing 

to his decline (page 65 of 181). A referral letter was written in the notes to 

Or lord, Consultant Geriatrician, on the 2nd January 19.96 that noted Mr 

Pittock's mobility had deteriorated drastically during his admission and 

although his chest infection was now improving, he remained bed bound, 

expressing the wish to die. lt also noted Mr Pittock's complaints of 

intermittent abdominal pain (page 66 of 181 ). 
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When reviewed by Dr Banks on the 3rd January 1996, it was again noted 

that Mr Pittock was deteriorating, with C! poor food intake and some breaks 

in his skin (page 66 of 181 ). In case undesirable effects of some of his 

medication were contributing to his decline, the diazepam was reduced to 

2mg three times a.day and the thioridazine and temazepam discontinued 

(pages 67 and 81 of 181). 

He was seen by Dr Lord on the 4th January 1996. She listed Mr Pittock's 

problems as 'chronic resistant depression - very withdrawn, completely 

dependent (Bartell 0), catheter by-p~ssing, superficial ulceration of left 

buttock and hip, and hyoproteinaemic'. She suggested high protein drinks, 

bladder washouts twice a week, dressing to his skin ulcers and transfer to 

a long stay bed. Or Lord felt his residential home place could be given up 
/ 

as he was unlikely to return (page 67 of 181). In the typed letter of the 8th 

January 1996, that summarised this review, Dr Lord stated that Mr 

Pittock's prognosis was poor and that he was ·unlikely to return to 

Hazeldene Rest Home (page 5 of 49). 

Events at Gosporl War Memorial Hospital, Dryad Ward, 5th January 1996 

to 24th January 1996 

On transfer to Dryad Ward on the 5th January 1996, the medical notes 

record Mr Pittock's problems as consisting of 'immobility, depression, a 

broken sacrum with small superficial areas of the right buttock, a dry lesion 

on his left ankle and both heels suspect. Catheterised, transfers with.hoist, 

may help to feed himself. Long standing depression on lithium and 

sertraline' (page 13 of 49). Mr Pittock's medication was continued 

unchanged on transfer: sertraline 50mg mice a day, lithium carbohydrate 

Page 10 of 37 



GMC1 00096-0657 

Dr A.Wi1cock Les1ie Pittock (BJQ71) April 25th 2005 
--~-.- ------- ·------ ·--- ------·-- --------------

( 

••••• 

( 

e. 

40Dmg at night, diazepam 2mg three times a day, thyroxine 50microgram 

once a day and daktacort cream (page 16 of 49). The nursing notes 

suggest that Mr Pittock settled into the ward well and went on to detail his 

pressure sores (page 25 of 49). 

On the 8th January, a pain relief preparation 'arthortec' one tablet twice a 

day, containing a non-steroidal anti-inflammatory drug, diciofenac, was 

commenced and continued until the 1 OthJanuary 1996 (page 16 of 49) _ 

On the 9th January 1996 the medical notes enfrt reads 'painful right hand 

held in· flexion, try hot water (this should be clarified as the handwriting is 

difficult to decifer). Also increasing anxiety and agitation, ?sufficient 

diazepam, ?needs opiates' (page 13 of 49). The nursing notes record that 

he was very sweaty but was apyrexial (temperature not elevated) and that 

Mr Pittock stated that he had generalised pain (page 25 of 49). 

On the 10th January 1996, oramorph (morphine solution; 10mg/5ml) 2.5ml 

(Smg) every four hours was prescribed but none given until the 11th 

January (page 17 of 49). Possibly also on the 10th January, diamorphine 

40-80mg and hyoscine (hydrobromide) 200--400microgram se 

(subcutaneous) in 24 hours were also prescribed (page 17 of 49). These 

were not ~sed on the 10th or 11th January, and the drug chart appears to 

have been rewritten sometime on the 11th January (pages 18 and 19 of 

49).- The diamorphine was rewritten as 80-120mg along with hyoscine 

.(hydrobromide) 200--400microgram and midazofam 40-BOmg se 

(subcutaneous) in 24 hours. The nursing notes for this day record 

'Condition remains poor. Seen by Or Tandy and Dr Barton. To commence 

on oramorph 4 hourly.· This evening Mrs Pittock seen and is aware of poor 

. 
condition. To stay in long stay bed' (page 25 of 49)_ 
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On the 11th January 1996 the diazepam was increased from 2mg to 5mg 

three times a day and the orarriorph given as 5mg every 4 hours, with 

10mg at night untfl the morning of the 15th January 1996 (page 19 of 49). 

0 n the 12th January 1996, the sertraline and lithium carbonate were 

discontinued.· 

On the 13th January 1996 the nursing notes record 'Catheter· bypassing. 

Mr Pittock appears distress, suby g washout given. However, catheter 

continues to bypass heavily. Catheter removed, tip of .same 'looks very 

mucky ... ' (page 25 of 49). 

A medical notes entry on the 15th January 1996 s urn m arises 'For TLC 

·(tender loving care). Discussed with wife, agrees in view of the poor quality 

for TLC' (page 13 of 49). A syringe driver was commenced at 08.25am on 

the 15th January containing diamorphlne 8Dmg, hyoscine hydrobromide, 

400microgram and midazolam 60mg se over 24 hours (pages 18,25,26 of 

49). The nursing notes for that day-detail 'Seen by Or Barton. Syringe 

driver commenced .... ' and at 19.00pm 'Daughter informed of father's 

deterioration during the afternoon. Now unresponsive.- Unable to take fluids 

and diet. Pulse strong and regular' (page 26 of 49). 

On the 16th January 1996 haloperidol 5--:1 Omg SC over 24 hours was 

prescribed (page 20 of 49) with Mr Pittock receiving haloperidol 5mg on 

the 16th January- 1996 and 10mg on the 17th January 1996. The nu'rsing 

notes entry reads 'Condition remains very poor. Some agitation was 

noticed when being attended to. Seen by Dr Barton. Haloperidol 5-1 Omg 

to be added to the driver' {page 26 of 49). 

On the 17th January 1996, the dose of diamorphine wa~ increased to 

120mg and the midazolam to BOmg SC over 24 hours and both then . 
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rema!ned unchanged for the remainder of Mr Pittock's life. The dose of 

hyoscine hydrobromide was increased twice on the 17th January to 

600microgram then 1200micrograms se over 24 hours; as was the dose 

of haloperidol, increasing to 10mg and then to 20mg se over 24 hours 

(pages 6, 7 and 20 of 49). The dose of hyoscine_ hydrobromide then 

remained unchanged for the remainder of Mr Pittock's life. There are 

several entries in the nursing notes on the 17th January: (09.00am) 'Seen 

by Dr Barton, medication increased 08.25arn as patient remain's tense and 

agitated. Chest very 'bubbly'. Suction required frequently this morning. 

Patient bed bathed, mouth care tolerated well. Skin marking easily despite 

hourly turning and use of Pegasus mattress and remains distressed· on 

turning.' (14. 30pm) 'Seen by Dr Barton, medication reviewed and altered. 

Syringe driver renewed at 15.35pm (two drivers) ...... Daughter informed of 

deterioration.' (20.30pm) 'Further deterioration in already poor condition. - .. 

Appears more settled although stiU aware of when he is being attended 

to .... ' (page 27 of 49). 

On the ·18th January 1996 the medical notes report 'further deterioration, 

se (subcutaneous) analgesia continues, difficulty controlling symptoms, try 

nozinan' (levomepromazine) (page 15 of 49). This was commenced at a 

dose of 50mg SC over 24 hours (page 6 o~ 49). The nursing notes report 

'poorly condition, continues to deteriorate .... .' (page 27 of 49). Wife has 

visited for most of the day.· Appears comfortable in between attention. Oral 

suction given with some effect' (page 28 of 49). 

On the 19th January 1996 the nursing notes read 'A marked deterioration 

in an already poorly condition ..... Breathing very intermittent, colour poor'_ 

(page 28 of 49). On the 20th January 1996 the medical notes entry reads 
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'Has been unsettled on haloperidol in syringe driver. Discontinue and 

change to higher dose nozinan, increase nozinan 50---+ 1 OOmg in 24 hours 

(verbal order)' (pages 6, 7 and 15 of 49)_ The nursing notes for the 2oth 

January 1 996 read 'Mrs Pittock and both daughters have visited. Dr Brigg 

contacted regards to regime_ Verbal order ~aken to double nozinan and 

omit haloperidol. Syringe driver recharged at 18.00hours. Appears 

comfortable at time of report .. _' (page 28 of 49). 

0 n the 21st January 1996, the medical notes entry reads 'Much more 

settled. Quiet breathing. Respiratory rate 6 per minute. Not distressed, 

continue' (page 15 of "49). Nursing entry for this day reads Very settled 

today' (page 28 of 49). On the 22nd January 1996 the nursing notes record 

'poorly but very peaceful' (page 29. of 49). On the 23rd January 1996, the 

nursing notes record 'Poorly condition remains unchanged, has remained 

peaceful' (page 29 of 49). An untimed entry then reads 'Patients condition 

deteriorated sudden)y at 01.40am and Mr Pittock died at 01 .45am' (page 

29 of 49). A verification of death entry was made in the medical notes 

(page 15 of 49) . 

On the death certificate, cause of death was given as 1 a 

Bronchopneumonia_ 

7 .. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Syringe drivers, diamorphine, midazolam, haloperidol, Jevomepromazine 

(nazinan) and hyoscine hydrobromide 

A syringe driver is a small portable battery-driven pump used to deliver 

medication subcutaneously (SC) via. a syringe, over 24hours. Indications 

for its use include swallowing difficulties or a comatose patient In the 
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United Kingdom, it is commonly used in patients with cancer in their 

·terminal phase in order to continue to deliver analgesic medication. Other 

medication required ·for the control other symptoms, e.g. delirium, nausea 

and vomiting can also be .added to the pump. 

Diamorphine fs a strong opioid· that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in 

syringe drivers as it is more soluble, allowing large doses to be given in 

very small volumes. lt is indicated for the relief of pain, breathlessness and 

cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF number 29 (March· 

1995))- Others sometimes suggested dividing by 2 or 3 ·depending on 

circumstance (Wessex protocol). Hence, 60mg of morphine taken orally a 

day could equate to a daily dose of 20 or 30mg of diamorphine SC. lt is 

usual to prescribe additional doses for use 'as required' in case symptoms 

such- as pain breakthrough. The dose is usually 1/6th of the 24hour dose. 

Hence for someone receiving 30mg of diamorphine in a syringe driver over 

24hours, a breakthrough dose would be 5mg. One w~uld exp~ct it to have 

a 2--4hour duration of effect, but the dose is often prescribed to be given 

hourly if required. As the active metabolites of morphine are excreted by 

the kidneys, caution is required in patients with impaired kidney function. 

Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients with terminal agitation. Sedation 

can be defined as the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 
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their terminal phase would generally aim·.to find a dose that improves the 

patients' symptoms rather than to render them unresponsive. In some 

patie_nts however, symptoms will only be relieved with doses that make the 
I 

patient unresponsive. A typical starting dose for an adult is 30mg a day. A 

smaller dose, particularly in the elderly, can suffice or sedate without 

drowsiness. The BNF (March 1995) recommends 20-100mg SC over 

24hours. The Wessex protocol suggests a range with the lowest dose of 

Smg a day. The regular dose would then be titrated every 24hours if the 

sedative effect is ·inadequate. This is generally in the region of a 33-50% 

increase in total dose, but would be guided by the severity of the patients 

symptoms and the need for additional 'as required' doses. These are 

generally equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg 

in a syringe driver over 24hours, the 'as required' dose would be 5nig given 

as a stat SC injection. The duration of effect is generally no more than 

4h_ours, and ·it may need. to be given more frequently. As an active 

metabolite of midazolam is excreted by the kidneys, caution is required in· 

·patients with impaired kidney function. 

Haloperidol is an antipsychotic. lt is frequently used in syringe dr!vers for its 

antipsychotic and anxiolytic effects in · patients with terminal 

delirium/agitation or as an anti-emetic. Compared to other antipsychotics, 

like levomepromaz.ine, it is less sedative but can cause more problems with 

extrapyramidal effects and should be used with caution in patients with 

parkinsonism or Parkinson's disease. Extrapyramidal effects include 

parkinsonism, acute dystonia, acute akathesia and tardive dyskinesia. 

Parkinsonism consists of tremor, rigidity.and slowing .of movements; acute 

dystonia is spasm of muscles including those involving the eyes, head, 
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neck, trunk and limbs. They are usually abrupt in onset and associated with 

anxiety; .acute akathesia is a foim of restlessness of the muscles in which. 
. ' 

the person is compelled to move or change position and is associated with 

variable degrees of patient distress; tardive dyskinesia typically presents as 

involuntary chewing movements of the face and orofacial muscles. 

A typical starting dose of haloperidol for an adult is 3-Smg a day with an 

upper dose range of 10-30mg orally or se. A smaller dose, particularly in 

the elderly, can suffice or sedate without drowsiness. The BNF (March 

1995) recommends 5-30mg se over 24hours. The Wessex protocol 

suggests a range of 1.5-3mg up to three times a day orally. lt is usual to 

prescribe additional doses for use 'as required' often in the dose range of 

2.5-Smg SC. The dose is often prescribed so that it can be given hourly if 

required. 

Levomepromazine is an antipsychotic. lt is frequently used in syringe 

drivers for its antipsychotic and anxiolytic effects in patients with t~rminal 

delirium/agitation or as an anti-emetic. lt is more sedative than haloperidol. 

A typical starting dose of levomepromazine for an adult is SOmg SC over 

24 hours, with an upper dose range of 300mg se. A smaller dose, 

particularly in the elderly, can suffice ·or sedate without drowsiness. The 

BNF (March 1995) recommends 50-200mg SC over 24hours. The Wessex 

' 
protocol suggests a range of 25-200mg SC over 24hours. lt is usual to 

prescribe additional doses for use 'as required' often in the dose range of 

6.25-25mg se. The dose is often prescribed so that it can be given hourly 

, if required. 

Hyoscine hydr~bromide is an antimuscarinic drug most commo.nly given to 

reduce excessive· saliva or retained secretions ('death rattle'). lt also has 

Page 17 of37 



•• 

GMC1 00096-0664 

Dr A. Wilcock- Leslie Pittock (BJQ71) April 25th 2005 
---------- ---------------·--------- --- --·------

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 

Repeated administration can lead to cummulatlon and this can occasionally 

result paradoxically in an agitated delirium, highlighted in both in the BNF 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 600-

2400micrograms se over~ 24hours (BNF (March 1995))_ or 400-

600micrograms as a stat se dose. The Wessex protocol gives a dose 

range of 400-1200microg rams over 24hours. 

The titration of the dose of analgesic, antipsychotic or sedative medication· 

is guided by the patients symptom control needs. The number and total 

dose of 'as required' doses required over a 24hour period are calculated 

and this guides the increase necessary in the regular dose of the drugs in 

the syringe driver in a way that is proportional to the patients needs. The 

ldeal.outcome is the relief of the symptoms all of the time with no need for 

additional 'as required' doses. In practice, this can be difficult to achieve 

and the relief of the symptoms for the majority of the time along with the 

use of 1-2 'as required' doses over a 24hour period is generally seen as 

acceptable . 

ii) The principle of double effect. 

The principle of double effect states that: 

'If measures taken to relieve physical or mental suffering cause the death 

of a patient, it is morally and legally acceptable provided the doctor's 

intention is to relieve the distress and not kill the patient.'. 

This is a universal principle without which the practice of medicine would 

be impossible, given· that every kind of treatment has an inherent risk. 

Many discussions on the principle of double effect have how~ver, involved 

the use of morphine in the terminally ill. This gives a false impression that 
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the use of morphine in this circumstance is a high risk strategy. When 

correctly used (i.e. in a dose' appropriate to a patient's need) morphine 

does not appear to shorten life or hasten the dying process in patients with 

cancer. Although a greater risk is acceptable in more extreme 

. circumstances, it is obvious that effective measures which carry less risk-to 

life will normally be used. Thus, in an extreme situation, although it may 
. -

occasionally be necessary (and acc~ptable) to render a patient 

unconscious,. it remains unacceptable (and unnecessary) to cause death 

deliberately. As a universal principle, it is also obvious that the principle of 

. double effect does not allow a doctor to relinquish their duty to provide care 

with a reasonable amount of skill and care. 

8. OPINION 

Events at Gosport War Memorial Hospital, Mulberry Ward 13th December 

1995 to 5th January 1996 

Mr Pittock was an 82 y~ar old man who suffered from chronic depression. 

Deterioration in his mental and physical state led to his admission for 

assessment on Mulberry Ward under the care of Dr Banks. Examination 

revealed him to be depressed and withdrawn and a little agitated and 

irritable. He had signs of Parkinsonism which may have been due to 

undesirable effects of his medication. Despite a reduction in his 

medication his situation failed to improve. He dev:eloped a chest infection 

that req~ired two different sorts of antibiotic to treat. Despite this, his 

physical deterioration and poor mental state continued. Rather than 

·attribute his deterioration purely to depression, Mr Pittock was 

appropriately referred to a geriatrician, Or Lord. lt was documented that 
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his mobility had deteriorated drastically during his admission and that he 

had become bedbound, was complaining of intermittent abdominal pain 

and expressing the wish to die. His diazepam was reduced and 

thioridazine and temazepam discontinued, but still Mr Pittock failed to 

improve. Dr Lord's review indicated that Mr Pittock's prognosis was poor 

and that he was unlikely to return to Hazeldene Rest Home. This implies 

that his transfer to Dryad Ward was for terminal care. There are no issues 

relating to the standard of care or treatment preferred to Mr Pittock during 

his admission to Mulberry Ward. 

Events at Gosporl Wai Memorial Hospital, Dryad Ward 5th January 1996 

to 24th January 1996 

Compared to the notes during Mr Pittock's stay on Mulberry Ward, 

infrequent entries in· the medical notes during his stay on Drya~ Ward 

make it difficult to closely foUow Mr Pittock's progress over the last three 

weeks of his life. There are seven entries taking up just one and a half 

pages in length. In summary and in approximate chronological order, Mr 

Pittock was prescribed Arthrotec, a non-steroidal anti-inflammatory drug. 

There was no· record or assessment of pain in the medical notes, but the 

nursing notes recorded that he stated that he had generalised pain. He 

later complained of a painful right hand held in flexion for which ?hot water 

(to be clarified) was suggested. Increasing anxiety and agitation were also 

noted. Dr Barton queried whether he was receiving sufficient diazepam or 

required opiates. The possible cause of his painful right hand held in 

flexion is not documented i.n the medical notes. 
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The Arthrotec was discontinued after two days and he was commenced on 

morphine regularly. lt is not clear from the notes what pain this was 

prescribed for, why the Arthrotec was stopped or why a 'weak' opioid like 

codeine was not felt appropriate. On the same day, a syringe driver was 

prescribed containing diamorphine 40-80mg and hyoscine (hydrobromide) 

20~00microgram in 24hours to be used 'as required'. This was never 

given· but when the drug chart was rewritten, apparently the next day, the 

dose range of diamorphine was increased to 80-120mg and midazolam 

"40-BOmg added without reason. 

His diazepam was increased on the 11th January 1996 and his sertraline 

and lithium carbonate discontinued on 12th January 1996 both without 

reason. On the 13th January 1996 the nursing notes record Mr Pittock to 

· appear distressed. lt is unclear if this was related to his urinary catheter 

bypassing or was more generalised. 

On the 15th January 1996 a syringe driver was commenced containing 

diamorphine 8Dmg, hyoscine hydrobromide 400micrograms and 

midazolam 60mg. The indication for this is not clear. Once the syring-e 

driver was commenced he became unresponsive and his family informed. 
. . \ . . 

On the 16th January 1996 the nursmg notes stated that he was agitated 

when being · attended to. Haloperidol 5mg was prescribed and 

administered, although there was no entry in the medical notes. 0~ the 

. 17th January 1996 the· dose of diamorphine was increased to 120mg, the 

haloperidol to 1 Omg (subsequently 20mg), the midazolam ·-to 80mg and 

the hyoscine hydrobromide to 600microgram (subsequently 

1200microgram). No reason is given in the medical notes, although the 
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nursing notes report Mr Pittock to be tense and agitated and have ·a very 

'bubbly' chest. 

The medical notes entry on the 18th January 1996 report symptoms were 

difficult to control but · does not specify which symptoms. 

Levomepromazine was then commenced at a dose of .50mg SC over 

24hours. On the 20th January 1996 an entry in the medical notes report 

Mr Pittock to be unsettled and the dose of levomepromazine was 

increased from 50 to 100mg and the halo.peridol was then discontinued. 

Thereafter Mr Pittock appeared to be settled until his death in the early/ 

hours of the 24th January 1 996. Given the nature of Mr Pittock's decline 

and problems with respiratory tract secretions, bronchopneumonia appears 

to be the most likely cause of his death, as stated on the death certificate. 

Was the standard of care afforded to this patient in the days leading up to · 

his death in keeping with the acceptable standard of the d~y? 

The overall care given to Mr Pittock whilst on Mulberry Ward, Gosport War 

Memorial Hospital was not substandard . 

The medical care provided by Dr Barton to Mr Pittock following his transfer to 

Dryad Ward, Gosport War Memorial Hospital is suboptimal when compared to 

the good standard of practice and care expected of a doctor outlined by the 

General Medical Council (Good Medical Practice, General Medical Council, 

October 1995, pages 2-3) with particular reference to: 

• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and clinical signs including·, where 

necessary, an appropriate examination 
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• in providing care you _must keep clear, accurate, and contemporaneous 

patients records which report the relevant clinical findings, the decisions 

made, the information given to patients and any drugs or other treatment 

prescribed 

• in providing care_ you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs 

• in providing care you must be willing to consult colleagues. 

Specifically: 

i) The notes relating to Mr Pittock's transfer to Dryad Ward are inadequate. On 

transfer from one service to another, a patient is ·usually reclerked highlighting . 

in particular the relevant history, examination findings and any· planned 

investigations to be carried out. 

ii) Pain is the most likely reason for prescribing the non-steroidal 

anti-inflammatory drug (Arthrotec). However, pain was not documented in the 

notes, nor was any pain assessed. 

iii) Mr Pittock's painful right hand held in flexion does not appear to have· been 

appropriately assessed. From its description it may have been tetany ·causing 

carpopedal spasm and the common ·causes of this should have been 

considered, e.g. a low serum calcium or magnesium deficiency. Less likely is a 

dystonia but given that some of his medications could cause extrapyramidal 

effeqts (see technical backg-round) this possibility should also have been 

considered. As hypocalcaemia is reported to cause mood disturbance such as 

anxiety and agitation, it wou!d have been particularly relevant to consider. 

iv) lt should be clarified why Or Barton felt Mr Pittock needed opioids. From the 

medical notes, it appears to relate to his increasing anxiety and agitation. This 
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is not an appropriate indication for the use of opioids. If opioids were being 

suggested for his painful hand, this would also be inappropriate. The medical 

notes state-no other pain. The nursing notes do state he had generalised pain, 

but the lack of a full pain· assessment makes it difficult to know what pain this 

represented; for example, was it related to muscle and/or joint stiffness from 

immobilitY, his pressure sores or abdomen? 

v) 1t is not clear from the medical notes the indication for which the morphine was 

commenced. If it was for pain then this should have been documented and 

.assessed. lt was a reasonable starting dose for someone of his age and 

morphine is used in palliativ-e care for generalised pain related to muscle or 

joint stiffness due to immobility or painful pressure sores. 

vi) lt is not clear what the indications were for prescribing the syringe driver on 

the 1Oth January 1996 and for the m~dications it contained. lt is not 

usually necessary to utilise the SC route unless a patient is unwilling or 

unable or to take medications orally (e.g. difficulty swallowing, nausea and 

vomiting). From the drug chart Mr Pittock did not appear to have these 

problems (page 18 of 49). No instructions were given on the drug chart on 

when the syringe driver should be commenced, how this would be decided 

and by whom. The dose of diamorphine was initially written as a dose 

range of 40-BOmg, only to be subsequently rewritten the next day as 80-

120mg without explanation of why a higher dose range was necessary. 

Based on Mr Pittock's existing opioid dose, all of the doses of diamorphine 

are likely to be excessive for his· needs. Given his total dose of ora morph 

(morphine solution) of 30mg in 24hours, an appropriate dose of 

diamorphine using a 1:2 or the more usual 1 :3 dose· conversion ratio, 

would have been 10-15mg in 24hours. T~ere is no justification given for 

· Page 24 of37 



( --

( 

• 

GMC1 00096-0671 ---------------------

Dr A.Wilcock Leslie Pittock (BJCf71) April 25th 2005 
------------------

this in the medical notes. Similarly, the indications for including the 

·hyoscine hydrobromide and midazolam should have been documented. 

The dose range of midazolam of 40-BOmg would generally be seen as 

excessive for someone of Mr Pittock's age. However, taking into account 

he was a long term user of benzodiazepines, a higher than usual starting 

dose would likely be necessary. 

vii) The dose of diazepam was increased on the 11th Ja~uary 1996 with no 

mention of this in the medical notes. 

yiii) The sertraline and lithium carbonate were discontinued on the 12th J~nuary 

1 996 with no mention of this in the medical notes. 1t was unclear if this was on 
~ . . 

the advice of the psychogeriatricians or not; my understanding is that 
I . 

sertraline should not be discontinued abruptly as this is associated with a 

withdrawal syndrome that can .include anxiety, agitation and delirium. A 

gradual withdrawal of lithium is also advised (BNF). 

b:) A syringe driver was ultimateli commenced on the 15th January 1996. lt is not 

documented why it had become necessary to give these medications via a 

, syringe driver. Mr Pittock appeared to have been taking his oral medications 

and the medical entry noted that he 'will eatand drink'. There was no mention 

in the medical or nursing notes of pain, retained secretions, agitation or 

anxiety that day. If he was·more drowsy and. unable to take his medication it 

would have been reasonable, particularly if he required morphine for pain 

relief. However, taking into account Mr Pittock's dose of morphine, th~ starting 

dose of diamorphine (80mg) was likely to be excessive for his needs as 

detailed above. The reasons for including the hyoscine hydrobromide 

(400microgram) and midG!zolam (60mg) over 24hours were not documented. 

The dose of midazolam of 60mg over 24hours is an above average starting 
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dose for somebody of Mr Pittock's age (see technical issues). He had 

however, been on long term benzodiazepines and in these patients a larger 

than usual starting dose may be necessary. 

x) On the 16th January 1996 the nursing notes reported some agitation when M~ 

Pittock was being attended to. Haloperidol 5mg SC over 24hours was added 

to the syringe driver. Haloperidol is a reasonable part of the approach to 

·treating delirium or terminal agitation in someone of Mr Pittock's age. lt should 

be given with caution, _ given Mr Pittock's parkinsonism, as it can cause 

extrapyramidal effects (see technical issues). However, if is not clear from the 

notes that his agitation had been assessed and hence the possible underlying 

causes of the agitation considered. Drugs (or their withdrawal} are one of the . . 

common causes of agitation or terminal restlessness. Of particular relevance 

to Mr Pittock, these would include the use of opioids, particularly in 

inappropriate and excessive doses, hyoscine hydrobromide and 

benzodiazepines 0fVessex Protocol, pages . 30, 34). lt is possible that a 

reduction in the dose of diamorphine may have helped Mr Pittock's agitation. 

xi} On the 17th January 1996 the-dose of diamorphine was increased to 120mg 

and the midazolam to 80mg se over 24hours with no reason given in the 

notes. The nursing notes suggest that Mr Pittock remained tense and agitated. 

There is no documentation that a- medical assessment was undertaken to 

determine whether his being 'tense' related to muscle and joint stiffness, 

possible extrapyramidal effects from the haloperidol or that other causes of 

agitation had been considered. Again, rather than increase the 

diamorphine, a reduction may h·ave been more appropriate. Similarly, the 

discontinuation or reduction in the dose of haloperidol, or substitution for 
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an antipsychotic with a lower risk of causing extrapyramidal effects, e.g. 

levomepromazine, may have been appropriate. 

The nursing notes suggest that Mr Pittock was 'bubbly' due to retained 

secretions and this_ appears to be the reason for the hyoscine hydrobromide 

dose being increased twice in one day from 400 to 600microgram then- to 

1200microgram se over 24hours. 

xii) The medical notes entry on the 18th January 1996 suggested that Mr 

Pittock's symptoms were difficult to control but did not document which 

symptoms. Levomepromazine 50mg SC over 24hours was commenced. 

This is an appropriate drug to use for terminal agitation when haloperidol is 

insufficient. The dose is in keeping with that recommended by the BNF 

and the Wessex Protocol. However, it would have been usual to substitute 

it for the haloperidol rather than use it concurrently. 

If the care ;s found to be suboptimal what treatment should normally have 

been preferred in this case? 

In relation-to the above: 

Issue i (lack· or clear documentation that an adequate assessment has taken 

place) 

A medical assessment usually consists of information obtained from the 

patient or others (the history) and the findings of a physical examination that is 

documented in a structured fashion. Although the history can be restricted to 

the most salient points, it is unusual to omit relevant sections, e.g. past 
. / -

medical history, drug history; etc.) and given Mr Pittock's medical problems, in 
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my view, a general examination should have been undertaken and 

documented. 

Reclerking of a patient when a different medical team takes over responsibility 

of care, helps to ensure that they are aware of the patient's current problems, 

relevant medical history and physical condition. If new problems subsequently 

develop, and abnormal physical findings are found on _examination, it can be 

helpful for the doctor when considering the differential diagnosis and 

management to know if the findings are really new or old. A clear assessment 

and documentation of subsequent medical care are particularly useful for on-

call doctors who may have to see a patient whom they have never met for a 

problem serious enough to require immediate attention. 

Issue ii (lack of adequate assessment and documentation of Mr Pittock's pain 

and use of Arthrotec). 

There should have been an adequate assessment of the patients' condition. If 

Mr Pittock complained of pain, this should have been noted and attempts 

made to assess as a minimum the site, severity, aggravating/relieving factors 

and likely cause of the pain. This is undertaken in order to identify the most 

likely underlying cause of the pain. Different pain relieving approaches can be 

helpful for some pains and not others. Knowledge of the cause of the pain thus 

provides a rational basis to how the pain is managed. Without a documented 

pain assessment I am unable to comment on the· appropriateness of the use of 

Arthrotec. 

The prescribing of drugs should be documented in the notes in keeping with 

the GMC guidelines. 
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Issue iii (lack of adequate assessment ancj documentation of Mr Pittock's 

I 

painful right hand) 

There should have been an adequate assessment of the patients' condition. If 

·a patient is experiencing what sounds like tetany (painful muscle spasms), the 

possible causes of this should be considered and appropriate investigations 

carried out. As a minimum, in my view, blood levels of calcium should ~ave 

been measured, as if low, simple replacement of calcium could have improved 
. ·~ . . . --- -"""'·-. .. . ·-

a distressing symptom. lt would be a reasonable course of action to be taken 

by all but the junior of doctors. 

Issue iv (possible inappropriate use of opioids for Mr Pittock's anxiety and 

agitation) 

Jt should be clarified for what reason Dr Barton was considering the use of 

opioids. Opioids are not indicated for the relief of anxiety and agitation per se. 

The prescribing of drugs should be documented in the notes in keeping with 

the GMC guidelines. 

Issue v (lack of adequate documentation regarding the use of ·oral 

morphine/lack of adequate assessment and documentation of Mr Pittock's 

pain) 

There should be clear ·documentation in the medical notes of why and when 

the morphine was commenced. If it were for pain,_ attempts should have been 

made to assess_ as a minimum the site, severity, aggravating/relieving factors 

and likely cause of the pain. 
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Issue vi (lack of adequate documentation regarding the prescription -of the 

syringe driver 'as required' on 1Oth January/ prescription of treatment that may 

exceed the patients' needs) 

There should have been clear documentation in the medical notes as to why a 

syringe driver was prescribed 'as required'. lt is unusual to prescribe a syringe 

driver 'as required' especially containing drugs with a range of possible doses. 

This is because of the inherent risks that would arise from a lack of clear 

prescribing instructions on why, when and by how much the dose -can be 

altered within this range and by whom. For these reasons .. prescribing a drug 

as a range, particularly a wide range, is generally discouraged. Doctors, I:Sased 

upon an assessment of the clinical condition and needs of the patient usually 

decide on and prescribe any change in medication. lt is not usual in my 
i 

experience for such decisions to be left for nurses to make alone. 

If there were concerns that a patient may experience, for example, episodes 

·of pain, anxiety or agitation, it would be much more usual, and indeed seen as 

good practice, to prescribe appropriate doses of morphine/diamorphine, 

diazepam/midazolam and levomepromazine respectively that could be given 

intermittently 'as required' orally or SC. This allows a patient to receive what 

they need, when they need it, and guides the doctor in deciding if a regular 

dose is required, the appropriate starting dose and subsequent dose titration. 

The daily dose of diamorphine 40mg....:aomg, rewritten one day later as 80-

120mg is . not justified at all in the notes. lt is likely to be excessive for Mr 

Pittock's needs. An appropriate dose of diamorphine would have been 10-

15mg in 24hours. Doses of opioids excessive to a patient's needs · are 

associated with an increased risk of .drowsiness, delirium, nausea and 

vomiting and respiratory depression. 
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The reasons for the inclusion of midazolam and hyoscine hydrobromide in the 

syringe driver should also have been documented. Decisions made and the 

prescribing of drugs should be documented in the notes in keeping wi~h the 

GMC guidelines. 

Issues vii and v1ii" (lack of adequate documentation regarrRng the change in 

medication] 

There should be clear documentation in the medical notes of why the 

diazepam was increased and the sertraline and lithium carbonate were 

discontinued. Decisions made and the prescribing of drugs should be 

documented in the notes in keeping with the GMC guidelines. 

Issue ix (Jack of adequate documentation regarding the prescnption of the 

syringe driver on 15th Januaryfprescriptlon of treatment that may exceed the 

patients' needs) 

There should be clear documentation in the medical notes of why the syringe 

•- driver was commenced containing those drugs. In particular, why a dose of 

diamorphine, that exceeded his current opioid requirements was justified. An 

appropriate dose of diamorphine would have been 10-15mg in 24hours. 

Doses of opioids excessive to a patient's needs are associated with an 

increased risk of drowsiness, delirium, nausea and vomiting and respiratory 

depression. Decisions made and the prescribing of drugs should be 

documented in the notes in keeping with the GMC guidelines. 
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Issue x (lack of adequate assessment and documentation of Mr Pittock's 

agitation) 

There should have been an adequate assessment of Mr Pittock's agitation. 

This would have included considering, as a minimum, if any of the common 

causes of agitation were possibly contributing to his agitation (e.g. as listed in 

the Wessex protocol pages 30, 34). The assessment should have been 

documented in the medical notes. Such an approach should have allowed 
. . ' 

consideration if drugs (or their withdrawal) were a possible contributory factor 

-·- to Mr · Pittock's agitation. In particular, whether the dose of opioid was 

appropriate and not excessive -to his needs. 

Issue xi (lack of adequate documentation regarding the change in dose of 

drugs in the syn"nge ddver on the 17th January 1996) 

There should be clear documentation in the medical notes as to why the dose 

of diamorphine was increased to 120mg, the midazolam to 80mg se over c 

24hours and the hyoscine hydrobromide dose increased twice from 400 to 600 

( e 
microgram then to 1200microgram se over 24hours. 

Issue xii (lack of adequate assessment and documentation of Mr Pittack's 

symptoms, willingness to consult colleagues) 

If symptoms are 'difficult to control', this should prompt an adequate 

(re)assessment to carefully (re)consider the possible contributing factors to 

ensure that all reasonable steps had been taken to attend to any underlying 

causes as appropriate. 

If, despite the initial .management plan, symptoms are 'difficult to control', 

it would also be seen as good practice for a doctor to seek additional 
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information or advice. There is no documentation in the notes that suggests 

that Or Barton did this, for example, seeking additional information or 

advice from the Wessex protocol, one of the consultants, another colleague or 

a member of the palllative care team. 

Jf the care is ,found to be suboptimaJ to what extent may it disclose criminally 

culpable actions on the parl of individuals or groups? 

Dr Barton had a duty to provide good palliative and terminal care and an 

integral part of this is the relief of pain and other symptoms to ensure the 

comfort of the patient. In doing so, as in every form of medical care provision, 

she would be expected to demonstrate a good standard of prac~ice and care. 

In this regard, Or Barton fell short of a good standard of clinical care as 

defined by the GMC (Good Medical Practice, General Medical Council, 

_ October 1995 pages 2-3) with particular reference to a Jack of clear note 

keeping, adequate assessment of the patient, providing treatment that was 

excessive to the patients' needs and willingness to consult colleagues. 

Most significantly, the dose range of diamorphine prescribed for the 'as 

required' syringe driver, and the dose finally administered (BDmg), far 

exceeded that generally considered to be an appropriate starting dose (1 ~ 

15mg) given Mr Pittock's existing· opioid usage. lt is unclear how Or Barton 

determined or justified this dose. A dose of diamorphine excessive to 

Mr Pittock's needs would be associated with an increased risk of drowsiness, 

confusion, agitation, nausea and vomiting and respiratory depression. 

Mr Pittock was described as tense and agitated several times following the 

syringe driver being commenced. This may have been due to a number of 

reasons, e.g. his depression, the developing pneumonia or a terminal 
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agitation. ln this regard the use of midazolam, haloperidol and 

levomepromazine could be seen as justified. However, an assessment of the 

possible causes of his agitation should have been carried out, particularly if 

seen as difficult to manage. This would have included considering if drugs, 

such as the diamorphine, were a possible contributing factor to his agitation. 

At the very least, it should have prompted a review of the appropriateness of 

Mr Pittock's dose of diamorphine. 

In patients with cancer, the use of diamorphine and other sedative 

medications (e.g. midazolam, hE!Ioperidol, levomepromazine) when 

appropriate for the patients needs, do not appear to hasten the dying 

process. This has not been examined in patients dying from other illnesses 

to my knowledge, but one would have no reason to suppose it· would be 

any different. The key issue is whether the use and the dose of 

diamorphine and other sedatives are appropn'ate to the patients needs. In 

situations where they are inappropriate or excessive to the patients needs, 

it would be difficult to exclude with any certainty that they did not contribute 

. more than minimally, negligibly or trivially to the death of the patient. 

Although the principle of double effec~ could be invoked here (see technical 

issues), it remains that a doctor has a duty to apply effective measures that 

carry the ·least risk to life. Further, the principle of double effect does not 

allow a doctor to relinquish their duty to provide care with a reasonable 

amount of skill and care. This, in my view, would include the use of a dose 

of strong opioid_ that was appropriate and not excessive for a patient's 

needs. 

There appears little. doubt that Mr Pittock was 'naturally' ,coming to the end of. .. 

· his life. His death was in keeping with a progressive irreversible. physical 
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decline,. documented over several weeks by different medical teams, 

accompanied in his terminal phase by a pneumonia. At best, Dr Barton could 

be seen a·s a doctor who, whilst failing to keep clear, accurate, and 

contemporaneous patient records had been attempting to allow Mr Pittock a 

peaceful death, albeit· with what c;~ppears to be an excessive use of 

diamorphine. This may have been due to an apparent lack of sufficient 

knowledge, illustrated, for example, by the prescription and use of doses of 

diamorphine by syringe driver that were inappropriately large for Mr Pittock's 

( e .. circumstances and did not reflect his current opioid requirements; the reliance 

on large dose ranges of diamorphine by syringe driver rather than a fixed dose 

along with the provision of smaller 'as required' doses that would allow Mr 

Pittock's needs to guide the dose titration; and a lack of consideration that the 

opioids may have been aggravating his agitation. lt is my opinion however, 

that given the lack of documentation to the contrary, Dr Barton could also be 

seen as a doctor who breached the duty of care she owed to Mr Pittock by 

failing to provide treatment with a reasonable amount of skill and care. This 

r/ • was to a degree that disregarded the safety of Mr Pittock by unnecessarily 

exposing him to excessive doses of diamorphine that could have resulted in a 

worsening of his agitation . .Or Barton's response to this was to further increase 

Mr Pittock's dose of diamorphine. Despite the fact that Mr Pittock was dying 

'naturally', it is difficult to exclude completely the. possibility that a dose of 

diamorphine that was excessive to his needs may have contributed more than 

minimally, negligibly or trivially to his death. As a result Or Barton leaves 

herself open to the accusation of gross negligence. 
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10. EXPERTS' DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing reports 
·and in giving oral evidence. I have complied and will continue to comply with 
that duty. 

2. I have set out in my report what I understand from those instructing me to be 
the questions in respect of which my opinion as an expert are required. 

3. · I have done my best. in preparing this report, to be accurate and complete. I · 
have mentioned all matters which I regard as relevant to the opinions I have 
expressed. All of the matters on which I have expressed an opinion lie within 
my field of expertise. 

4. 

5. 

6. 

7. 

8. 

I have drawn to the attention of the court all matters, of which I am aware, 
which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report which has been suggested to me by 
anyone, including the lawyers instructing me, without ·forming my own 
independent view of the matter. 
Where,. in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. . 
At the time of signing the report I consider it to be complete and accurate; I will. 
notify those instructing me if, for any reason, I subsequently consider that the 
report requires any correction or qualification. 

9. I understand that this report will be the evidence that I wilt give under oath, 
subject to any· correction or qualification I may make before swearing to its 
veracity. 

10. I have attached to this report a statement setting out the substance of all facts 
and instructions given to me which are material to the opinions expressed in 
this report or upon which those opinions .are based. 
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11. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my true and complete 
professional opinion. 

Signature: J::~.::~~~:~::~:::::::L Date: 25 tt_/tp d. ms . 
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1. INSTRUCTIONS 

To examine and comment upon the statement of Or Jane Barton re: Leslie 

Pittock. In particular, if it raises issues that would impact upon any expert 

witness report prepared. 

2. DOCUMENTATION 

This Report is based on the following documents: 

[1] Statement of Or Jane Barton RE: Leslie Pittock as provided to me by 

Hamsphire police (signed and dated 3-3-05). · 

[2] Statement of Or Jane Barton as provided to me by Hampshire police 

(undated). 

[3] Report regarding Leslie Pittock (BJC/71) Or A Wilcock, 25th April 2005. 

3. COMMENTS 

Having compared and contrasted the above documentation, I make the 

following comments that in my view may be relevant. They are in the order in 

which they arise in the Statement of Or Jane Barton RE: Leslie Pittock. 

Points 3 and 4 

In the statement of Or Jane Barton, Or Barton outlines that in 1998, the 

. ' 

demands on her time were such that firstly her note keeping. suffered in 

consequence and that the medical records did not. set out each and every 

review with a full assessment of a condition of a patient at any given point. 

Secondly, in relation to prescribing she felt obliged to adopt a policy of proactive 

prescribing. In the statement Or Jane Barton RE: Leslie Pittock, Or Barton 

states that this also applied to 1996. 
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Point 13 

Or B_arton states that given the very considerable interval of time she now has 

no real recollection of Mr Pittock. Given the ,!ack of adequate documentation in 

the medical· records, subsequently a number of the points she makes are based 

on what she believed she would.have done (e.g. points 15, 18, 21, 23, 24, 25, 

29, 31, 34, 41, 42}. 

Point 16 

Dr Barton clarifies that the illegible words in the medical notes entry of the 9th of 

January 1996 were not 'try hot. water· but 'try arth rotec'. lt remains unclear what 

assessment Or Barton made of Mr Pittock's painful hand, the possible cause(s) 

of it and therefore why arthrotec was deemed an appropriate treatment. 

Point 18 

Dr Barton highlights that the arthrotec was prescribed on the 8th January 1 ~96 

prior to .her entry regarding the pain in Mr Pittock's hand on the 9th January 

1996. She states she does not know if the date is an error or she had seen him 

the previous day and prescribed the arthrotec, and made a substantive note the 

following day. 

She. also states that she noted Mr Pittock had increased anxiety and agitation 

and raised the possibility that it might be necessary to increase the diazepam 

and prescribe opiates. Dr Barton. should be asked to clarify exactly why she felt 

the opioids were indicated. In my view opioids are not indicated for the primary 
' 

relief of anxiety or distress. 
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Point 19 

Dr Barton states that Or Tandy noted Mr Pittock's dementia. I think this should 

be depression. Mr Pittock's depression was a major problem and well 

documented. However, dementia was not previously mentioned anywhere in 

his medical records. 

Point 21 

Or Barton states that she prescribed oramorph for Mr Pittock on ·the 1Oth 

January 1996, 'no doubt in consequence of liasing with Dr Tandy at the time of 

the ward round'. She indicates that it would have been for the relief of pain, 
\ 

anxiety and distress. Or Barton does not clarify which pain this refers to. In my 

view opioids are not indicated tor the primary relief of anxiety or distress. 

Or Barton also states that she proactively wrote up a prescription for 

diamorphine and a dose range of ·4D-80mg subcutaneously over 24hours, · 

together with the · 200-400microgram of hy~scine and 20-40microgram ·of 

midazolam. She states that 'we were concerned tha~ the oraniorph might be 

insufficient and that further medication should be available just in case he 
. r 

needed it'. Dr Barton does state who 'we' refers to, clarifies the basis for the 

· concern that the oramorph might be insufficient, nor justifies why that dose of 

diamorphine was considered necessary. Or Barton should be asked to explain 

why, given her stated concern, 'as required' oral or SC doses of (dia)morphine 

or a benzodiazepine (e.g. diazepam/midaz~lam) were not c0nsidered 

appropriate. 
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Point 23 

Dr Barton states that the following day she rewrote the proactive prescription for 

the hyoscine, diamorphin"e and midazolam, with the latter two drugs at a slightly 

'greater level than had been written the previous day, i.e. diamorphine so-

120mg and midazolam 40-BOmg. Or Barton states that she would have been 

concerned that although it was not necessary to administer the medication ·at 

that stage, Mr Pittock's pain, anxiety and distress might develop significantly 

~nd that appropriate medication should be availablE?. tq _r,e!ieve this if necessary. 

I do not understand the logic behind this explanation. Mr Pittock had not 

required the syringe driver ·prescribed from the day before and so Or Barton 

would have no way at all of knowing or in anyway anticipating that an even 

greater level of these two drugs would be necessary. 

Points 24, 25 and 26 

Dr Barton states that she believes she would have seen Mr Pittock on Monday 

15th January 1996 and that she may have been told that his condition had 

deteriorated considerably over· the weekend and 'he appeared to be 

experiencing marked agitation and restlessness and to be in significant pain and 

distress'. She. anticipates that due a lack of ·time she did not make a clinical 

entry in the notes but that diamorphine BOmg, midazolam 60mg and hyoscine 

hydrobromide 400microgram were commenced via syringe. driver at 08.25am 

that day. 

Or Barton has not described why she considered a syringe driver to have 

become necessary when Mr Pittock appeared to have been taking his oral 

medications. There was no mention in the nursing notes of pain, retained 

secretions, agitation or anxiety that day. Or Barton does not state for what pain 
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the diamorphine was used. Or Barton states that she 'tried to judge the 

medication, including the increase in the level of opiates, to ensure that there 

was appropriate and necessary relief of his (Mr Pittock's) condition, whilst not 

administering an excessive level, and to ensure that this relief was established 

rapidly arid maintained through the ~yringe driver'. These are reasonable aims. 

However, Dr ·sarton does not illustrate in a clear way how the dose of 

diamorphine was determined and it would be helpful for Or Barton to specifically 

· state on what basis a dose of BOmg was selected. 

She states that she had to take into account the fact that the lithium and 

sertraline with their additional sedative effects had previously been discontinued 

and that he would have developed some tolerance to the oral regime... Dr 

Barton should be asked to clarify which aspects of Mr Pittock's.oral regime she 
. . 

believes tolerance would have developed to. Tolerance to a drug means that 

over time an increasing dose would be required to have the same effect. lt is 

likely he would have developed tolerance to benzodiazepines as he had been a 

lqng-term user of diazepam. As such it would be seen as reasonable to use a 

larger than usual starting dose of the midazolam particularly when taking the 

discontinuation of the lithium and sertraline into accow~t. However, as Mr 

Pittock had only been receiving opioids for four days, tolerance is unlikely to 

have developed and would not in my view be an acceptable reason to justify 

such a relatively large increase in his opioid dose. 

Points 28 and 29 

On the 16th January 1996, Or Barton states that 'Mr Pittock's condition 

remained very poor and that there had been some agitation when he was being 

attended to. lt would appear therefore thatJhe· medication commenced the 
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previous day had been largely successful in relieving Mr Pittock's condition, but 

not entirely. At the same time, it would seem that Mr Pittock's ·pain, distress and 

agitation had been such that he was indeed tolerant to the medication given, 

including the level of diamorphine I felt appropriate'. I do not understand fully Dr 

Barton's final sen~ence and she should be asked to clarify exactly what she 

means by it. 

11 remains unclear if D~ Sarton assessed the cause of Mr Pittock's agitation and 

considered the possible underlying cause(s) ... ~Of. particular relevance to .Mr 

Pittock would be drugs (or their withdrawal) particularly the use of opioids, 

hyoscine hydrobromide and benzodiazepines (e.g. midazolam). 

Whilst haloperidol· is a reasonable part of the approach to treating delirium for 

. terminal agitation, its use should not be a substitute for considering other 

causes of agitation that may need to be addressed. 

Point 31 

On the 17th Janua!)i 1996 Or Barton states that due to Mr Pittock being tense 

and agitated she increased the level- of his diamorphine to 120mg. She states 

this was with the specific aim of relieving the agitation. Dr Barton should be 

asked to state on what basis, recommendation or guidellnes she was using 

diamorphine for the specific aim of relieving agitation. Diamorphine is not 

indicated for the relief of. agitation and is not mentioneq as a treatment for such 

in contemporary guidelines such as the Wessex Protocol or the BNF 

Prescribing in Palliative Care section. Again from the medical, nursing notes 

and Or Barton's statement it remains unclear if ari assessment of the possible 

causes of his agitation was undertaken. Increasing the haloperidol to 1 Omg and 
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l Ol n ) I , 1 'il ~ , ,• , •( ,~ ..._. 

the hyoscine to 600microgram were reasonable steps based on his agitation 

and retained respiratory secretions. 

Points 34 and 35 

Dr Barton states that in the entry dated the '18th January 1996 she noted 
. . 

'difficulty controlling symptoms, try nozinan' (levomepromazine). Which 

symptoms were difficult to control are not specified but Dr Barton belfeves that it 

was for Mr Pittock's agitation. · Haloperidol was increased to 20mg and . , 

levomepromazine 50mg was added to the syringe_ driver. Increasing the dose 

of antipsychotic medication for terminal agitation is reasonable but Dr Barton 

should be asked to explain why the levomepromazine was given in addition to 

the haloperidol rather than substituted for it. lt remains unclear if Dr Barton 

undertook an assessment of Mr Pittock's agitation. 

Point 36 

Or Barton states that the nursing notes record that Mr Pittock appeared 

comfortable in between attentions. She infers from this that he had adequate 

relief from symptoms but would experience pain, distress and agitation· when 

receiving care. Dr Barton should be asked to clarify why if this was the case the 

syringe driver not modified again; why smaller doses of the diamorphine, 

midazolam, levomepromazine or ha1operidol and hyosdne hydrobromide were 

not prescribed 'as required' to be administered prior to turning Mr Pittock; and if, 

given that the symptoms were difficult to control, whether she sought advice? 
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Points 38, 39 and 40 

Dr Barton states that 'Dr Briggs would have been advised of Mr Pittock's 

condition and the drug regimen. The only modification was in th·e antipsychotic 
( 

medication (levomepromazine), it would seem that Or Briggs did. not consider 

the general regimen to be inappropriate ..... '. Dr Briggs should be asked for his 

view of this. 

4. CONCLUSION ··- .~ ' .. 

Dr Barton admits to poor note keeping and proactive prescribing due to time 

pressures in 1996. Even with significant episodes in Mr Pittock's care however, 

no entry was made. Having read Or Barton's statement regarding Mr Pittock, I · 

believe that the main issues raised in my report (BJC 71 ), dated 24th April 

. 2005, remain valid and have not yet been satisfactorily addressed due to a lack 

of clarity regarding: 

• the nature of Mr Pittock's pain and its possible cause(s) 

• the justification for the proactive prescribing of a syringe driver containing 

diamorphine, hyoscine and midazolam 'just in case. he needed it' 

• the lack of use of 'as required' doses of the above drugs instead of, or 

subsequently, alongside the syringe driver 

• the basis for Or Barton's use of diamorphine specifically for the relief of 

agitation 

• the lack of assessment of the possible cause(s) of Mr Pittock's agitation 

• how the dose of diamorphine Mr Pittock ultimately_ received (SOmg) was 

calculated in a way that can be clearly related to his existing dose of opioid 

• given the difficulty of controlling the symptoms, whether Or Barton sought 

advice. 

As some of the above points relate directly to Or Barton's knowledge of the 

management of pain and other symptoms in a palliative care setting it would be 

helpful if she could state what specific training she had received in relation to 
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this. In particular, where she obtained her understanding from with regards to 

the indications for the use of morphine/diamorphine, the phenomenon of 

tolerance to opioids, the methods of determining an appropriate dose of 

diamorphine given a patients oral morphine dose and what prescribing 

guidelines she was aware of and/or followed .. 

Specific implications of the statement of Or Barton regarding Mr Pittock 

regarding my report (BJC 71 ), dated 24th April 2005 

Dr Barton's statement clarifies that the 'arthrotec' (and not 'hot water') was 

prescribed for Mr Pittock's painful right. hand held in flexion. This relates to 

specific issue ii (pages 23 and 28) in my report. 
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1. SUMMARY OF CONCLUSIONS 

Mr Wilson was a 74 year old man who was admitted to hospital after falling 

over and fracturing the greater tuberosity of his ·left humerus. He had 

multiple serious medical problems; alcohol-related cirrhosis leading to liver 

failure and encephalopathy, heart failure and kidney failure. Other problems 

included early dementia, depression and a high level of . dependency. 

Although the care he received at Queen Alexander Hospital led to Mr 

Wilson being mentally more alert and returned his kidney function to 

normal, he continued to become increasingly oedematous despite the re-

introduction .of his diuretic therapy which was considered due to heart 

failure. The pain he experienced from his fracture progressively improved 

as anticipated and during his time at Queen Alexander Hospital, his daily 

analgesic requirements reduced from the equivalent of ·2omg to 3mg of oral 

morphine. Nevertheless, given the time it takes for a fracture to heal, it was 

not surprising that pain on movement was still present at the time of his 

_transfer. There are no concerns regarding the care proffered to Mr Wilson 

at the Queen Alexander Hospital. 

On transfer to Dryad Ward, the care proffered to Mr Wilson by Or Barton 

and Dr Knapman fell short of a good standard of clinical care as defined by 

the GMC (Good Medical Practice, General Medical Council, July i 998 

pages 2-3) with particular reference to a lack of clear note keeping,. 

adequate assessment of the- patient (Or· Barton and Or Knapman) and 
--

providing treatment that could be excessive to the patients needs (Or 

Barton). No pain assessment was carried out on Mr Wilson, bUt his only 

regular analgesic, paracetamol, was discontinued and prescribed p.r.n. (as 
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required). Instead of his usual codeine 15-30mg p.r.n., approximately 

equivalent to morphine 1.5-3mg, he was prescribed morphine 5-10mg 

p.r.n. for pain relief. He received two doses of 1 Omg (a total of 20mg/24h) 

and the next day commenced on regular morphine 1 Omg every 4h and 

20mg at night. In total he received SOmg of morphine in this 24h period, 

representing a larger dose than that he received in the initial 24h after his 

fracture. This is against the general expectation that pain from a fracture 

would have been improving over time and, without a clearly documented 

pain assessment, it is difficult to justify. However, the impact of this dose of 

morphine on Mr Wilson is impossible to judge because he deteriorated 

. rapidly in the early hours of the 16th October 1998. The nature of his rapid 

decline and subsequent death were in keeping with worsening heart failure 

with or without a sudden event such as a heart attack. This, combined with 

his liver failure, could easily have precipitated his terminal decline. His 

reduced level of consciousness could have· been due to a hepatic coma 

precipitated by the morphine or by a reduced level of blood oxygen 

secondary to the excess fluid on the lungs (pulmonary oedema) due to the 

heart failure. Later that day a syringe driver was commenced containing 

diamorphine 20mg/24h and increased over the next 48h to 60mg/24h, 

equivalent to oral morphine 120-180mg/24h. This increase in dose 

appears difficult to justify, as Mr WHson was not reported to be distressed 

by pain, breathlessness or the secretions and was -likely to be excessive for 

his needs. However, because heart and liver failure could also have led to 

-a reduced level of consciousness, in my opinion, it is difficult to state with 
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any certainty that the doses of morphine or diamorphine he received would 

have contributed more than minimally, negligibly or trivially to his death 

2. INSTRUCTIONS 

To examine the medical records and comment upon the· standard of care 

afforded to the patient in the days leading up to his death against the 

acceptable standard of the day. Where appropriate, if the care is @lt to.b~ 

suboptimal, comment upon the extent to which it may or may not disclose 

criminally culpable actions on the part of individuals or groups. 

3. ISSUES 

3.1 Was the standard of. care afforded to this patient in the days leading . 

up to his death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatment should normally 

have been proffered in this case? 

3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

4. BRIEF CURRICULUM VITAE 

Code A 
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Code A 

5. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Robert Wilson, including the medical 

certificate of cause of death. 
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[2] Full set of medical records of Robert Wilson on CD-ROM. 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4] Hampshire Constabulary _operation Rochester Guidance for 

Medical Experts. 

[5] Hampshire Co"nstabulary Summary of Care of Robert Wilson. 

[6] Palliative Care Handbook Guidelines on Clinical Management, .Third_ .. · ... 

Edition, Salisbury Palliative Care Services (1995); also r~ferred to as 

the 'Wessex Protocols.' 

[6] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration of Medicines by Nursing Staff Policy 

(January 1997). 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 ) .. 

iv) Compendium of Drug Therapy Guidelines, Adult Patients (1998). 

v) Draft Protocol for Prescription Administration of Diamorphine by 

Subcutaneous Infusion, Medical Director (December 1999). 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

[7] General Medical Council, Good Medical Practice (July 1998). 

[8] British National Formulary (BNF). Section on Prescribing in Terminal 

Care (March 1998). 

[9] British National Formulary (BNF). Section on Prescribing in the 

Elderly (March 1998). 

[1 0] Statement of Dr Jane Barton as provided to me by Hampshire 
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Constabulal)' (undated). 

[11] Statement of Or Jane Barton RE: Aobert Wilson, 19th May 

2005. 

[12] Draft Report regarding Statement of Or Jane Barton RE: Robert 

Wilson (BJC/55), Dr A Wilcock, 18th January 2006. 

[13] Draft overview of Hobart Wilson (BJC/55), Dr A Wilcock, 24th 

· November2005. -· 

e. [14] Report regarding Robert Wilson, Dr.J Marshafl, April-2006. 

--. \,. 

6. CHRONOLOGY/CASE ABSTRACT 

Events at Queen Alexander Hospital, Septef!Jber 21st-October 14th 

1998 

Mr Wilson, a 74 year old man, who lived at home with his wife, was 

seen in Accident and Emergency on the evening of the 21st September 

1998 (page 157 of 642). He had been drinking alcohol and had fallen 

onto his left shou!deL- An x-ray revealed a fracture of the greater 

tuberosity of the left humerus with 'some displacement' of the fragment 

(pages 141 and 157 of 642). For pain relief he received morphine 1 Omg 

IV (as cyclimorph) at 20.45h; followed by a prescription for morphine 

1 Omg IV at 21.00h, it is unclear if this was given, as a time of 

administration is not stated (page 157 of 642). His fracture was 

managed with immobilisation using a sling and analgesia (page 159 of 

642). lt was necessary to admit Mr \/Viis on as there was no one at home 

(his wife was on holiday in Plymouth) and he was· feeling nauseated 

(page 159 of 642). 
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On the 22nd September J 998, he received 2 kapake (co-codamol 

30/500; each tablet containing codeine phosphate 30mg, paracetamol 

500mg) at 07.00h. lt is· unclear if he was receiving this regularly-or p.r.n. 

'as required'. He was noted to be confused at times (page 161 of 642). 

Vomiting was a problem ·and he reported that this normally happened 

after he ~ad been drinking 'so much alcohol' (page 161 of 642). Mr 

·· Wilson was reviewed in fracture clinic where it is reported .that h!3. was 

not keen to undergo surgical fixation ~f the fracture (page 141 of 642). 

(He subsequently changed his mind, although , by the time of his 

orthopaedic review on the 6th October 1998, he had again decided 

against surgery, but was, in any case, then considered unsuitable for 

surgery (pages 161 and 333 of 642)). As Mr Wifson felt unwell, was 

vomiting and unsteady on his feet, it became clear that he ·would n·ot be 

able to manage at home and he was transferred to Dickens Ward (page 

163 of 642). 

Mr Wilson was fully clerked at 02.00h on the 23rd September 1998 

(page 165 of 642). He reported an increasing cough for the past 6 

months, productive of white sputum; vomiting associated with 

dizziness/vertigo and tingling ·in the left hand (page 165 of 642). Mr 

Wilson was known to have alcohol-related liver disease; he had been 

admitted 18 months earlier with epigastric pain, vomiting and pitting 
' . 

oedema (swelling}. Investigations revealed liver cirrhosis, liver failure 
. . 

and fluid in the abdomen (ascites). He received diuretics (water tablets) 

and vitamins and told to abstain from alcohol (pages 165, 253 and 465 

of. 642}. Mr Wilson's current medication consisted of spironolactone 
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1 OOmg· once a day, furosemide 40mg .once a day (both water tablets) 

thiamine 1 OOmg once a day (a vitamin) and multivitamins (page 110 and 

166 of 642): He lived in a house with his second wife and was usually 

independent. He smoked 40 cigarettes a day until 3 years ago and 

drank six double whiskies a day (page 166 of 642). Examination 

revealed his left arm to be painful on palpation and on movement. He 

-was·able to move his fingers, had normal sensation to light touch and 

pulses were present. There was dullness to percussion and crackles at 

the base of his left lung. Routine blood investigations, a chest x-ray (I 

could find no comment or report in the ·notes) and an ECG 

(electrocardiogram; with inverted T waves in leads 11, Ill and V1 

suggestive of poor blood supply to the heart) were undertaken (pages 

167, 301 of 642). Mr Wilson was initially for resuscitation in the event of 

an unexpected cardiorespiratory arrest (page 168 of 642). lt was noted 

that his pain relief was unsatisfactory despite the co-codamol and he 

was prescribed morphine 2-Smg IV every 4h p.r.n. (pages 106 and 1_68 

of 642). His other medication now consisted of cyclizine SOmg PO/IV 

p.r.n. (an anti-emetic), paracetamol 1 g p.r.n., codeine phosphate 30mg 

p.r.n., furosemide 40mg once a day, spironolactone 1 OOmg once a day, 

thiamine 100mg once a day, multivitamins 1 tablet once a day, 

chlordiazepoxide 15mg four times a day (a benzodiazepine given as a 

course ·in a reducing dose to manage al?ohol withdrawal) (pages 106, 

110, 113 of 642). 

Blood test results from the -23rd September 1998 revealed abnormal 

liver function: bilirubin 67micromoi/L (normal 3-20micromol/L), alkaline 
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phosphatase 120IU/L (normal 30-95JU/L), aspartate aminotransferase 

(AST} 911U/L (normal 12-401U/L), gamma-glutamyl transferase (GGT) 

1 021U/L (normal 4-451U/L), albumin 25g/L (normal 37-SOg/L) (page 209 

of 642). None of these findings were new; abnormal liver function was 

present 18 months earlier (page 129 of 642).. Kidney function was also 

abnormal: urea 11 mmol/L (normal 3-7.6mmoi/L), creatinine 

178micromoi/L (normal 60-120micromoi/L} (page ·-209 of 642) .... This 

appeared to be a new finding, not present 1 8 months earlier (page 195 · 

of 642). 

Mr Wilson's aJ!algesic requirements varied over his time at Queen 

Alexandra Hospital. Between the 23rd and 24th of September 1998, the 

pain seemed severe and he received three doses of morphine (Smg, 

2.5mg and 2.5mg) IV/SC, five doses of codeine 30mg ·and one dose of 

paracetamol PO (pages 25 and 106 of 642). Mr Wilson was reviewed 

early on the morning of 24th September 1998 because of pain in the left . 

arm and reduced forearm sensation. He was discussed with the . 

orthopaedic team and although the pain persisted, it appeared to 

improve and the left limb pulse, colour and fu.nction were monitored 

regularly and remained satisfactory (pages 25 and 169 of 642). 

On the 25th September 1998 he commenced co-dydramol 2 tablets four 

times a day regularly, providing a daily dose of dihydrocodeine 80mg 

and paracetamol 4g; together with senna and magnesium hydroxide as 

laxatives (page 114 of 642). He continued on this regimen until the 30th 

September 1998 when he was prescribed paracetamol alone (page 114 

of 642). The discontin·uation of the dihydrocodeine appeared to be in 
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response to his drowsiness (page 171 of 642). He took the paracetamol 

erratically, although fairly regularly in the days leading up to his transfer 

to Dryad Ward on the 14th October 1998 (pages 114 and 115 of 642). 

Additional analgesia was intermittently required; morphine 2.5mg IM on 

the 3rd and 5th October 1998 (page 107 of 642) and codeine 30mg, 

each time· as a single dose, on the 8th, 9th, 12th and 13th of October 

--· · ~ · "1998 (page 107 of 642). 

A full blood count dated 25th September 1998 was abnormal with a 

haemoglobin of 1 0.5g/dl (normal 13--18g/dL), white cell count of 

15.1x109/L (normal 4-11x109/L) due to an increase in neutrophi!s, 

platelets 133x1 09/L (normal 15Q-400x1 09/L) and a mean corpuscular 

volume (MCV) of 113.4fl (normal 8Q-96fl) (page 239 of 642}. A repeat 

blood test on the 25th September 1998 also revealed worsening kidney 

function with urea 17 .Bmmoi/L and creatinine 246micromoi/L (pages 170 

and 207'of 642). This was acted upon on the 28th September 1998. lt 

was considered ·due to dehydration; the water. tablets .furosemide and 

spironolactone were disc.on.tinued and he was given intravenous truids 

(page 170 of 642). 

On the 27th September 1998, Mr Wilson's second wife returned from 

. . ' 

holiday and made it clear that she would not be able to care for him in 

his present condition. The staff explained the concerns about his poor 

nutritional intake and improving his pain relief. His wife informed the 

staff that Mr Wilson frequently had nothing to eat all day (page 12 of . 

642). The pain remained 'bad' in the arm although at night time he was 
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reported to appear comfortable with regular analgesia (pages 27 and 28 · 

of 642). 

On the 29th September 1998,. Mr Wilson's first wife visited and 

expressed concern to the staff about Mr Wilson's low mood. There was 

friction between Mr Wilson's first wife and children and his second wife 

whom they considered neglectful of Mr Wilson (page 12 of 642). 

Because M r Wilson had not passed urine ~all· day. he was catheterised 

and had a residual volume of 600ml (page 13 of 642). lt was noted that 

he was able to lift his left arm quite well without any pain (page 28 of 

. 642). His resuscit~tion status was changed to not for resuscitation in 

the event of an unexpected cardiorespiratory arrest because of his 'liver 

failure, kidney failure, poor quality of life and poor prognosis (page 171 

of 642). 

On the 30th September 1998, Mr Wilson's kidney function had improved 

with urea 14.4micromoi/L and creatinine 165micromoi/L (page 171 and 

199 of 642). He was noted to be drowsy but did not ha~e a flap (one 

sign of hepatic en~ephalopathy; see technical issues) and his 

temperature was normal. The top of his left arm was oedematous and 

weeping in small areas (page 14 of 642). The sedative drugs 

chlordiazepoxide and dihydrocodeine were discontinued (pages 113 

and 114 .of 642). Mr Wilson had pain in the neck and his arm, had a 

restless night but was unable to express his needs (pages 29 and 30 of 

642) .. 
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On the 1st October 1998 it was recorded that his left arm was 

'painful+++ on movement' but 'not complaining of pain at rest'. (page 30 

of 642). 

On the 2nd October 1998, Mr Wilson was noted to be-very sleepy but to . 

be awake at night. . He was noted· to be oedematous· (swelling of the 

·tissues due t() retained fluid) and to have crackles in his chest. These 

----·· ···• -·---~·: ,. .... -·are· signs of· excess fluid and the IV fluids were discontinued. He was 

referred to the psychogeriatriCians as he was very withdrawn and 

depressed (page 172 of 642). Mr Wilson expressed that he was 

desperate for sleep, but was awake at night and asleep during day 

(page 15 of 648). lt was considered that he would require long term 

care (page 172 of 642). His arm remained painful on movement (page 

30 of 642). 

Between the 4th and 6th October 1998, Mr Wilson's level of sleepiness 

improved but pain was still present in his left arm on movement. He 

was reviewed at the fracture clinic, who advised physiotherapy (pages 

31, 32, 173, 174 and 333 of 642). He was not tolerating the sling and so 

the arm was elevated on pillows (page 16 of 642). Blood tests revealed 

that Mr Wilson's ,urea and creatinine had returned to normal (page 201 

of 642). On the 4th October 1998 at 23.1 Oh he refused to take oral 

analgesia and had morphine 2.5mg lM with good effect (page 31 of 

642). A further dose of morphine 2.5mg IM was given at 02.00h on the 

5th Octobe·r 1998, as Mr Wilson refused paracetamol, stating that it 

didn't help (page 32 of 642). On the 6th October.1998, he was reported 
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to have had a comfortable afternoon but at night that the prescribed 

analgesia had only a small effect on his arm pain (page 33 of 642). 

On the 7th October 1998 he was reported to be brighter, more talkative 

and eating and drinking more. He walked a short distan9e with help and 
. . 

expressed the wish to return home (pages 17 and 17 4 of 642). At night 

he was reported as uncomplaining (page 33 of 642}. 

On the 8th October he was reviewed -by-.Qr-,Lusznat,,~consultant in old 

age psychiatry. She noted that Mr Wilson had been sleepy, withdrawn, 

low in mood with disturbed nights but that he was now eating and 

drinking well and his mood had improved. Examination found him still to 

be low in mood, admitting that there was no point in living. He was fully 

c;>rientated in place, partially orientated in time and had mildly impaired 

short-term memory, scoring 24/30 on the mini-mental state examination. 

She noted him to be obese with his left arm in a sling, his left hand 

grossly swollen and bruised and marked oedema of both legs. Dr 

Lusznat considered that Mr Wilson may have developed an early 

dementia which could be alcohol related, or· alternatively, an early 

Alzheimer's or vascular dementia. In addition she considered him 

depressed and commenced' him on the sedative antidepressant 

trazadone 50mg at night (pages 114 and 118 of 642). Because of the 

gross oedema, diuretics were recommenced by Or Ravi, this time as 

spironolactone 50mg twice a dayand bendrofluazide 2.5mg once a day 

(pages 114 and 176 ·ot 642). At night, the nurses requested stronger 

analgesia for Mr Wi!son and· codeine phosphate 30mg p.r.n. was 

prescribed (pages 35 and 107 of 642). 
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On the 9th October 1998, his urinary catheter was removed (page 35 of 

642}. On the 1Oth October 1998, it was noted that Mr Wilson was a bit 

brighter and that the sw_elling in his left arm seemed better (page 177 of 

642). 

The pain remained variable; on the 11th October 1998 co-dydramol 2 

tablets p.r.n. were a/so prescribed but never administered (pages 35 

...... ~~ .. · ·" -~, ... , ... -· ....... """~·~·and 1 07 of 642}. His pain was reported as 'quite bad' but his night was 

• 

comfortable with regular analgesia (page 35 and 36 of 642). Despite the 

improvement in his level of alertness and nutritional intake, Mr Wilson's 

Barthel score (activity level) was still reduced (.13 on the 23rd 

September, 7 on the 11th October 1998}(page 69 of 642). 

On the 12th October, it was noted that Mr Wilson 'remains in a lot of 

· pain when being cared for' and had a restless night (page 36 of 642). 

On the 13th October 1998, it was. noted that Mr Wilson was still very 

oedematous and his .weight was increasing (suggesting incre?sing fluid 

retention) and the diuretic furosemide 80mg was commer:1ced (pages 

36, 114, 115, 177 and 178 of 642). His weight had progressively 

. increased during his admission from 1 03.9kg on 27th September 1999 

to 114.3kg on 14th October (pages 61, 63, 65 of 642). As he still 

needed both nursing and ~medical care it was noted that a 'short spell in 

long term NHS bed would be appropriate'. Mr Wilson's limbs were 

considered at high risk of breakdown (his r~ght toot was , about to 

breakdown) due to the oedema caused by heart failure and low protein .. 

He was also considered at- high risk of self neglect and injury if he 
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started to take alcohol again (page 21 · of 642). There were no 

complaints of any pain (page 36 and 37 of 642). 

On the 14th October 1998, an entry at OS.OOh records that Mr Wilson 

had had a peaceful night, slept well with no complaints of pain. He was 

Jater moved to Dryad Ward at Gosport War Memorial Hospital (pages 

37, 177 and 178 of 642). The transfer letter indicated that Mr Wilson 

- was being transferred· for--continuing-,nursing ... care- until his arm was 

healed; that he still had a lot of pain in his arm and difficulty moving it 

and that his oedematous legs due to heart failure and low protein were 

at high risk of breaking down. His regular medication was listed but not 

his codeine 15-30mg p.r.n. (page 81 of 642). 

Events at Gosport War Memorial Hospital, Dryad Ward, 14th-18th October 

1998 

14th October 1998 

An entry in the medical notes records that Mr Wilson was transferred to 

Dryad ·ward Continuing Care, his fractured left humerus on the 27th Aug~st 

1998 (an incorrect date, already acknowledged by ·or Barton) and his past . 

medical history of alcohol problems, recurrent oedema and CCF 

(congestive cardiac failure). lt was noted that he needed help with ADL 

(activites of daily Hving) required hoisting, was continent and had a Barthei 

score of 7. The plan was for 'gentle mobilisation' (page 179 of 642). 

He was prescribed furosemide 80mg once a ·day, spironolactone SOmg 

twice a day,- bendrofluazide 2.5mg once a day, trazadone SOmg once a day, 

-thiamine 1 OO~g once a day, multivitamins 1 tablet once a day, magnesium 
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hydroxide 1 Oml twice a day and· senna 2 tablets once a day (pages 260 and 

261. of 642). The regular paracetamol was discontinued and prescribed 

p.r.n. instead, although he never received any (page 258 of 642). On the 

daily review section of the drug chart, 'Regular prescription' was crossed 

out and replaced with 'p.r.n.' and morphine solution 5-10mg prescribed 

every 4h p.r.n. (page 262 of 642). He never received a Smg dose; but 

•·~~~~'"..,l ":.., ~•l;,.;;:t..:.~.j:: ... L':"J,.,._ , •• ~ 

· . 1 Omg at 14.45h and 23:45h on the 14th October 1998. Although undated, ............. ~·· ., 

• -'~ 

Or Bartol") anticipates· that on the 14th October 1998, she also prescribed 

aiamorphine 20-200mg SC/24h, hyoscine hydrobromide 200-

BOOmicrogram SC/24h and midazolam 20-BDmg SC/24h (page 262 of 642). 

The nursing summary for the 14th October 1998 notes 'seen by Or Barton. 

Oramorph 10mg in 5ml given (page 265 of 642). His Barthel score was 4 

(page 273 of 642). The nursing care plan for 'requires assistance to settle 

at night' noted that morphine 1 Omg was given for pain relief (page 278 of 

642). 

15th October 1998 

There was no entry in the medical notes, but Mr Wilson was prescribed 

morphine 1 Omg every 4h and 20mg at night. In total he was given 50mg of . . . 

morphine over the next 24h (page 261 of 642). The nursing summary notes 

recorded that this was for pain in his left arm and that Mr Wilson's wife was 

seen by Sister Hamblin who explained that his 'condition is poor' (page 265 

. .of 642). The nursing care plan for 'requires assistance to settle at night' 

' 
reported that Mr Wilson settled and slept well with morphine 20mg given at 

12 midnight but that his condition had deteriorated overnight 'very chesty 
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and difficulty in swallowing medications, incontinent of urine++'. Morphine 

1 Omg was given at 06.00h (page 278 of 642). 

16th October 1998 

An entry in the medical notes was made by Dr Knapman, one of Or Barton's 

partners. He ·notes 'declined overnight with shortness of breath. On 

examination bubbly; .. , Weak· ·pulse,--"''Unresponsive to spoken orders. 

Oedema++ in arms and legs. Diagnosis ?silent M I (myocardial infarction; 

heart attack, silent indicating without pain), ?decreased liver function. Or 

Knapman prescribed an additional dose of furosemide 80mg PO (pages 

179 and 261 of 642). Mr Wilson received this extra dose once only on the 

16th October 1998. 

The nursing summary notes record 'seen by Or Knapman a.m. as 

deteriorated overnight. Increase furosemide to 80mg daily (although he 

was already on furosemide BOmg daily; page 260 of 642), for all nursing 

care. Wife informed of visit this morning' (page 265 of 642). A later entry 

notes 'p.m. patient very bubbly chest this p.m., syringe driver commenced 

20mg diamorphine, 400micrograms hyoscine hydrobromide. Explained to 

family reason for driver. Wife informed of patient's ·continued deterioration, 

has been to visit' (page 265 of 64~). The syringe driver was commenced at 

16.10h (page 262 of 642). 

The nursing care plan for 'requires assistance to settle at night' noted 'has 

been on syringe driver since 16.30h. Diamorphine 20mg and hyoscine 

400microgram. . A little bubbly at approximately 22.30h- when 

repositioned/pad changed. More secretions- pharyngeal - during the night 
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but Robert hasn't been distressed. Appears comfortable' (page 278 of 

642). 

17th October 1998 

An entry in the medical notes was made (according to Or Barton's 

statement) by Or Peters, one of her partners 'comfortable but rapid 

deterioration. Nursing staff to verify death if necessary' (page 179 Of 642). 

The nursing summary notes for the morning recorded '05. 15h hyoscine 

increased to 600microgram as oropharyngeal secretions increasing 

overnight. Diamorphine 20mg' (unchanged) (page 265 of 642). A later entry 

noted 'p.m. Slow deterioration in already poor condition. Requiring suction 

very regularly - copious amounts suctioned. Syringe driver renewed at 

15.50h with diamorphine 40mg, midazolam 20mg, hyoscine 

BOOmicrograms. Mrs Wilson visited again this evening and is aware that his 

condition is poorly' (pages 265 and 266 of 642). The drug chart confirms 

the times and changes in the medication (page 262 of 642). 

The nursing care plan 'requires assistance to settle at night' notes '05.15h 

hysocine increased to 600microgram as secretions increased. During day 

' ' 

diamorphine 40mg and hyoscine increased to 800microgram, midazolam 

20mg added. Night noisy secretions but not distressing Robert. Suction 

give!l as required during night. Appears comfortable, hot .at times' (page 

278 of 642). 
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18th October 1998 

The nursing summary notes record 'further- deterioration in already poor 

condition. Wife has remained overnight. Seen by Or Peters who spoke to 
' I 

Mrs WUson. Syringe driver renewed at 14.50h with diamorphine 60mg, 

midazolam 40mg and hyoscine· 1200microgram. Continues to require 

regular suction. His children have also visited' (page 266 of 642). A later 

entry notes. 'p.m. All care has been given. Oral suction has been required 

and performed. Condition continues to deteriorate' (page 266 of 642). The 
. 

drug chart confirms the times and changes in the medication (page 262 of 

642). 

The nursing care plan for 'requires assistance to settle at· night' records 

'Suctioneq at 22.30h for large amounts of sputum. Patient die.d peacefully 

at 23.40h (page 278 of 642). Confirmation of death is recorded in the 

nurs.ing summary notes and in the medical notes by the nursing staff (pages 

179 and 266 of 642). 

The cause of death was -given as '1 a (Disease or condition directly leading 

to death) Congestive cardiac failure, 1 b (Other disease or condition, if any, 

leading to 1a) Renal failure and 2 (Other significant conditions contributing 
.. 

to the death but not related to the disease or condition· causing it) Liver 

failure. The approximate interval between onset and death was given as 2 

years for each of the above. 
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7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Syringe driv~rs, diamorphine, midazolam and hyoscine hydrobromide 

A syringe driver is a small portable battery-driven pump used to deliver 

medication subcutaneously (SC) via a syringe, over 24h. Indications for its 

use include swallowing difficult_ies or a comatose patient. In the United 

Kingdom, it is commonly used in patients. with cancer in their terminal phase 

in order to continue to deliver analgesic medication. Other medication 

required for the control other symptoms, e.g. delirium, nausea an~ vomiting 

can also be added to the pump. 

Dianiorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in . . 

syringe drivers as it is more soluble, allowing large doses to be given in very 

small volumes. lt is indicated for the relief of pain, breathlessne?s and 

cough. The initial daily dose. of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF 35, March 1998) .. Others 
} 

sometimes suggest dividing by 2 or 3 depending on circumstance (Wessex 

protocol). Hence, 60mg of morphine taken orally a day could equate to a 

daily dose of 20 or 30mg of diamorphine SC. If is usual to prescribe 

additional doses for ·use 'as required' in case symptoms such as pain 
. ' 

breakthrough. The dose is usually 1/6th of the 24h dose. Hence for 

someone receiving 30mg of diamorphine in a syringe driver over 24h, a 

breakthrough dose would be Smg. One wou.ld expect it to have a 2-4h 

duration of effect, but the dose is often prescribed to be given hourly as 

required. As. the active metabolites of morphine are excreted by the 

kidneys, caution is required in patients with impaired kidney function. 
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Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe arivers as a sedative in patients with terminal agitation. Sedation 

can be defined as the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 
) ~ 

without being drowsy. Most practitioners caring for patients with cancer in 

their· terminal phase would .generally aim to find a dose that.improves the 

patients' symptoms rather than to render them unresponsive. In some 

patients however, symptoms will only be relieved with doses that make ·the 

patient unresponsive. A typical starting dose for an adult is 30mg a day. A 

smaller dose,· particularly in the elderly, can suffice or sedate without 

drowsiness. The BNF (BNF'35, March 1998) recommends 2Q-100mg se 

over 24h. The Wessex protocol suggests a range with the lowest dose of 

5mg a day. The regular dose would then be titrated every 24h if the 

sedative effect is inadequate. This is generally in the region of a 33-50% 

increase in total dose, but would be guided by the severity of the patients 

symptoms and the need for additional 'as required' doses. These are 

generally equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg 

in a syringe driver over 24h, the 'as required' dose would be Smg given as a. 

stat se injection. The duration of effect is generally no more than 4h, and it 

may need to be given more frequently. As an active metabolite of 

midazolam is excreted by the kidneys, caution is required in patients with 

impaired kidney function. 

Hyoscine hy'drobromide is an antimuscarinic drug most commonly given to 

reduce excessive safiva or retained se·cretions ('death rattle'). lt also has 

Page 23 of 46 



GMC1 00096-0720 

Dr A. Wilcock Robert Wilson (BJC/55) May 21st 2006 

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 

Repeated administration can lead to cummulation and this can occasionally 

result paradoxically in an ag_itated delirium, highlighted in both in the BNF 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 600-

2400microgram se over 24h (BNF 35, March 1998) or 400-600microgram 

as a stat Se dose. The Wessex protocol gives a dose range of 400-

1200microgram over 24h. ~.-...... "'~-- •.,.1; ........ -::-.· ........ ,·,.... ... 

The titration of the dose of analges,ic or sedative medication is guided by 

the patients symptom control needs. The number and total dose of p.r.n. 

doses needed over a 24h period are calculated and this guides the increase 

necessary in the regular dose of the drugs in the syringe driver in a way that 

is proportional to the patients needs. The ideal outcome is the relief of the 

symptoms all of the time with no need for additional p.r.n. doses. In 

practice, this can be difficult to achieve and the relief of the symptoms for 

the majority of the time along with the use of 1-2 'as required' doses over a 

24h period is generally seen as acceptable. 

ii) The principle of double effect 

The principle of double effect states that: 

'If measures taken to relieve physical or mental suffering cause the death of 

a patient, it is morally and legally acceptable provided the doctor's intention 

is to relieve the distress and not kill the. patient.' 

This is a universal principle without which the practice of medicine would be 

impossible, given that every kind of treatment has an inherent risk. Many 

discussions on the principle of double effect have however, involved the use 
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of morphine in the terminally ill. This gives a false impression that the use 

of morphine in this circumstance is a high risk strategy. When correctly 

used (i.e. in a dose appropriate to a patient's need) morphine does not 

appear to shorten life or hasten the dying process in patients with cancer. 

Although a greater risk is a,cceptable in more extreme circumstances, it is 

, obvious that effective measures which carry less risk to life will normally be 

··""'used·.~"' 'Thus·~ "ii'l .,.arr"extreme situation, although it may occasionally be. 

necessary (and acceptable} to render a patient unconscious, it remains 

unacceptable (and unnecessary) to cause death deliberately. As a 

universal principle, it is also obvious that the principle of double effect does 

not allow a doctor to relinquish their duty to provide care with a reasonable 

amount of skill and care. 

iii) Hepatic (Jiver) encephalopathy 

Hepatic encephalopathy is a life-threatening conoition that arises when toxic 

substances, usually removed by the liver, cumulate in the blood (e.g. 

ammonia). Jt causes confusion, disorientation, abnormar neurorogicar signs, 

loss of consciousness and death. lt is common in patients with chronic liver 

disease/cirrhosis who binge drink or develop an acute infection. lt can also 

be precipitated by, for example: 

• gastrointestinal bleeding 

• con.stipation (increases nitrogen-containing compounds) 

• dehydration (cumulation of nitrogen-containing compounds, e.g. urea) 

• electrolyte imbalances (e.g. low levels of potassium) 
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• drugs such a~ sedatives (e.g. opioid analgesics) or diuretics (via 

_ dehydration ± low potassium) 

• reduced levels of oxygen (hypoxia): 

' ' 

Symptoms of hepatic encephalopathy range from minor changes in 

personality, energy levels and cognition to deep coma. There may be 

inappropriate behaviour, lack of interest in personal grooming, mood swings 

-and poor judgment. The patient may be less aJ_ert:than usual~and ,dayelop 

new sleep patterns. Movement and speech may be slow and laboured. 

As the disease progresses, patients become confused, drowsy, and . 

disoriented. The breath and urine acquires a sweet, musky odour. The 

hands shake, the outstretched arms flap ('liver flap') and the patient may 

lapse into unconsciousness. Agitation occasionally occurs. Seizures are 

uncommon. 

Confusion, disorientation, and other signs of impaired brain function 

strongly suggest encephalopathy in patients known to have liver disease. 

Management consists, when possible, of treating reversible causes, 

removing or avoiding precipitating factors, improving liver function and 

decreasing the body's production of toxic substances. For example, non-

essential medications are discontinued, antibiotics, enemas or laxatives are 

used to decrease the production of ammonia by bacteria in the intestine and 

dietary protein intake is reduced. 

Encephalopathy may be reversible if the responsible factor is identified and 

removed or treated. Patients whose condition is the result of chronic liver 

disease may recover completely after the underlying cause is corrected. 

However, those with chronic liver failure often die in hepatic coma. 
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8. OPINION 

Events at Queen Alexander Hospital, September 21st-October 14th 1998 

Mr Wilson was a 74 year old man with alcohol-related cirrhosis and liver 

failure. He had fallen after drinking alcohol and fraCtured the greater 

tuberosity of his left humerus which showed 'some displacement' of the 

fragment. Other problems around the time of his initial admission were 

_,_,,.,,.,., .. "v6'mitiri·g·;·"unsteadiness on his ·feet, vertigo-and intermittent confusion, also 

likely to be related directly or indirectly to alcohol. I note that Dr Marshal! 

considers hepatic encephalopathy a likely explanation for some of Mr 

Wilson's problems (see technical issues}. 

Blood tes1s confirmed liver failure as noted previously. However, on this 

admission his kidney function was also abnormal, most likely related to 

dehydration. Urinary retention may also have contributed. Further, liver 

failure can also compromise the blood supply to the kidneys leaving them 

more prone to damage from insults such as dehydration. On receiving 

intravenous fluids ·and discontinuing his diuretics, Mr Wilson became 

increasingly oedematous. This can be a direct consequence of severe liver 

' -
failure, which results in a. low level of protein in th~ blood stream; this in turn 

allows fluid to be drawn out of the blood stream and into, for example, the 

subcutaneous tissues or abdomen, resulting in oedema or ascites 

respectively. Because the blood volume is reduced the kidneys retain more 

water, creating a vicious circle. Increasing oedema would al$0 occur as a 

consequence of heart failure which was considered a problem for' Mr 

Wi!son. His heavy smoking would have increased his risk of heart 

problems (his ECG was suggestive of a reduced blood supply to the heart) 
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and alcohol can directly damage the heart. The chest X-ray film or report 

should be sought, as this may also provide evidence of heart failure. The 

fluids were stopped and although the diuretics were ·recommenced his 

weight (and hence fluid retention) continued to increase. By the time of his 

transfer, he was receiving a larger dose of diuretic than on admission and 

his weight had increased by about 1 Okg, equivalent to about 1 OL of 

·(additional>- retained fluid. 

During his admission, Mr Wilson did improve with regard to his level of 

alertness. He was more talkative and eating and drinking· more. There 
' \ 

may be several reasons for this improvement; abstinence from ·alcohol, 

discontinuation of sedative drugs; correction of his dehydration and better 

nutritional intake. Nevertheless it was considered likely that he had an 

alcohol-related early dementia, a depression and he remained dependent 
'' ' 

on others for his care. 

I note that the orthopaedic team considered surgical fixation of the 

displaced tuberosity, only to ultimately decide against this, based on Mr 
' . 

Wilson's wishes and clinical condition. I am not an expert in orthopaedics, 

nor have I seen the X-rays and thus I am unsure to what extent the 'some 

displacement' of the fragment could impact upon the anticipated clinical 

course of the fracture I describe below. If this aspect of the case is 

considered important, the opinion of an orthopaedic surgeon should be 

obtained. However, it is my _general understanding that pain from this sort 

of a fracture can initially be severe enough to require strong opioids. 

Subsequently, the main approaches for pain relief would be ·immobilisation. 

and weak opioids as proffered to Mr Wilson. Movement is likely. to 

Page 28 of 46 



GMC1 00096-0725 

Dr A.Wilcock Robert Wilson (BJ055) May 21st 2006 

aggravate the pain until the fracture begins to heal, a process that can take 

several weeks and not be fully complete for 12 weeks (although there is 

wide variation). Nevertheless, one would anticipate that Mr Wilson's pain 

would improve so that he was pain-free when the limb was at rest, followed 

by a progressive improvement in the movement-related ('incident') pain. 

Attempting to provide sufficient analgesia to manage incident pain can be 

.: ........ ·"'"~ ~· ·{ ... 'L"'·· ... • • .. --·· ... ~.... .......... . ... "' • 

· · · ----------difficUlt;~ the dose of opioid required to fully· relieve the pain on movement 

e -- . can be excessive for the patient whom for the majority of the time is resting 

and pain free. Typically in this situation the patient becomes increasingly 

drowsy as the dose of opioid increases. 

Thus, it was not unusual that Mr Wilson initially had severe pain and he 

received at least one and possibly two doses of morphine 1 Omg IV in the 

Accident and Emergency department. The dose of morphine the BNF 
' ' 

recommends for acute pain varies with the route of administration: 1 Omg 

{15mg for heavier patients) se or IM, and one quarter to one half of this 

·dose if given IV (i.e. up to 7.5mg IV in heavier patients). Although Mr 

Wilson was heavy (about 1 OOkg) he also had severe liver failure and it 

would have been prudent in my opinion to have used smaller doses, as he 

was subsequently prescribed (e.g. 2.5::_5mg morphine IV/SC).c· Mr Wi!son 

was treated with a sling and initially prescribed analgesia to be given as 

required; the most he received in one day was on the 24th September 1998 

consistrng of morphine (total of Smg IV/SC), codeine (total 90mg) and 

paracetamol 1 g. The oral morphine equivalent of this combination of 

morphine and codeine is approximately 20mg. Subsequently he was 

pre:?cribed co-dydramol 8 tablets a day regularly (a total of dihydrocodeine 
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80mg; the oral morphine equivalent is approximately 8mg). This was 

discontinued after 6 days as Mr yvilson was drowsy, leaving him just on 

paracetamoL lt is possible that the dihydrocodeine could have been 

aggravating his hepatic encephalopathy and he did subsequently improve. 

However, he h·ad also been receiving chlordiazepoxide, a sedative 

benzodiazepeine, which was discontinued at the same time. 

-·-The reports regarding Mr Wil~9n',s, 1!3Y~l.,.g,f,}~_qmfREt 9id. _vary. This may 

relate to varying levels of activity causing movement-related pain or his 

depressed mood. His pain also appeared more bothersome at night. This 

is not unusual and thought partly due to there being less happening at night 

to distract the persons' attention away from the pain. Whatever the cause, 

there were times when the paracetamol alone appeared ineffective or 

inadequate for Mr Wilson's analgesic requiremerlts and a small number of 
l 

additional doses of morphine and codeine were administered. However, 

this never exceeded morphine 2.5mg IM (last dose on the 5th October 

1998) or codeine 30mg in one day, an oral morphine equivalent of 3-5mg. 

Given this infrequent use of additional analgesia, in my opinion, the . 

approach to Mr Wilson's analgesia was reasonable. Although the transfer 
. . 

letter noted 'still has a Jot of pain in his arm and difficulty moving' overall his 

analgesic requirements had reduced over the course of his admission; over 

the 48h prior to his transfer his only analgesia was paracetamol 1 g four 

times a day along with only one additional dose of codeine 30mg each day. 

Fur:fher, the nursing daily summary notes for the 13th October 1998 

' 
reported no complaints of pain from Mr Wilson~ and the entry dated the 14th 

October 1998, the day of his transfer, noted that Mr Wilson had had a 
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peaceful night, slept well with no complaints of pain. I have no concerns 

regarding the care proffered to Mr Wilson at the Queen Alexander Hospital. 

Although Or Marshal! suggests that high dose vitamins IV and ·lactulose 

should also have· been considered, I note that he also concludes that Mr . . 

Wilson's care at Queen . Alexander Hospital . was 'not perfect but very 

reasonable' . 

Events at Dryad Ward, 14th October-18th October 1998. 

Infrequent entries in the medical notes during Mr Wilson's stay on Dryad 

Ward make it difficult to closely follow his progress over the last four days of 

his life. There are three entries prior to the confirmation of death taking up 

less than one page in length. In sum mal)' and in ·approximate chronological 

order, Mr Wilson was admitted to Dryad Ward for 'gentle mobilisation'. 

There was a brief history but no pain assessment or examination 

documented in the medical notes. ·rhe transfer letter listed his regular 
. ' 

medication, but omitted to note that he was also prescribed codeine 

phosphate 15-30mg p.r.n. Mr Wilson's regular medication was continued 

largely unchanged on Dryad Ward, but his regular paracetamol was 

discontinued and made p.r.n. !t.pain was considered such a problem for Mr 

Wilson, it unclear why his only regular analgesic was discontinued. He ·was 

prescribed morphine solution 5-1 Omg p. r.n. for pain relief. As re qui red 

analgesics are sometimes written as a choice of two doses that cover a 

small dose range, but the effect of the smaller dose is generally evaluated 

first and it is unclear why this did not happen; Mr Wi!son received two doses 

of 1 Omg on the day of his arrival on Dryad Ward. 
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Although Mr WHson was transferred for 'gentle mobilisation' it is of concern 

that on the day of his transfer he was also prescribed diamorphine 2Q-: 

200mg SC/24h, hyoscine hydrobrom1de 200-800microgram/24h and 

midazolam 20-BOmg SC/24h. There appeared to be ·no immediate 

indication for the prescription of these drugs in these dose ranges. ln 

particular, the dose range of diamorphine, equivalent to 40-600mg of oral 

morphine/24h, in my opinion,-contains doses .that would likely be excessive. 

to Mr Wilson's needs. 

On the day following his admission Mr Wilson was commenced on regular 

oral morphine 1 Omg every 4h and 20mg at night. The nursing summary 

notes recorded that this was for pain in his left arm. In total he received 

50mg of morphine in this 24h period, representing a larger dose than he 

received in the initial 24h after his fracture. This is against the general 

expectation that pain from a fracture would have been improving over time 

and, without a clearly documented pain assessment, it is difficult to justify. 

He had required two p.r . .n.s of morphine in the previous 24h and this 

generally suggests regular analgesia is required. However, as the total 

dose he received was ~Omg/24h, in my opinion an equivalent dose, i.e. 

morphine 2.5mg evew 4h and Smg at night (2Dmg/day) would have been 

most prudent. 

However, the impact of this dose of morphine on Mr Wilson is impossible to 

judge. He deteriorated rapidly in the early hours of the 1Bth October 1998 

becoming 'very chesty, difficulty in swallowing medications and incontinent 

of urine'. When reviewed later that day by Dr Knapman it was noted that he 

had declined overnight with shortness of breath, he was 'bubbly' (retained 
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secretions causing noisy breathing), had a weak pulse and was not able to 

respond. The doctor made a clinical diagnosis of a silent (i.e. without chest 

pain) myocardial infarction and decreased liver function. As an additional 

dose of furosemide BOmg was given, this suggests that the doctor 

considered pulmonary oedema (fluid in the lungs) was responsible for his 

shortness of breath. The nature of his rapid decline ?tnd subsequent death 

could be in keeping with worsening heart failure precipitated by a sud~eri 

event such as a myocardial infarction.. His reduced level of consciousness 

could have been due to hepatic encephalopathy precipitated by the 

morphine or . by a reduced level of blood oxygen secondary to the· 

pulmonary oedema. ·A respiratory rate and oxygen saturation level were not 

recorded in Mr Wilson and it is difficult to comment further regarding 

respiratory depression. Very rarely, pulmonary oedema has been reported 

following an opioid overdose, mainly in IV drug users; to my knowledge, 

there has been ~:mly one published case of possible opioid-induced 

pulmonary oedema in a patient with cancer following a rapid escalation in 

the do'se of morphine given IV (200mg - 2,000mg/24h increased over 6 

days for unrelieved pain). lt is generally associated with the rapid 

administration of a dose large enough to cause sudden onset respiratory 

depression and hypoxia. There may also be release of the chemical 
~ 

histamine in the lungs. Both hypoxia and histamine cause the blood 

vessels in the lung to become leaky, resulting in pulmonary oedema. 

However, in my opinion, this is unlikely to have been a contributing factor to 

Mr Wilson's pulmonary oedema, partly because there was no such problem 

when he received the largest and most rapidly administered dose of 
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morphine (1 Omg IV) at the time of his fracture. Further, Mr Wilson had 

documented increasing fluid retention and heart failure which would put him 

at risk of a sudden deterioration leading to pulmonary oedema. This, 

combined with his liver failure, could easily have precipitated his terminal 
' 

decline. It would have been appropriate to have excluded an abnormal 

heart rate or rhythm as a cause of his heart failure as this may have been 

reversible; there was no record of his. pulse rate at the time of his 

deterioration and. it is difficult.to comment further. However, as Mr Wilson 

had most likely entered a terminal decline, providing symptom relief 

'comfort' measures only was appropriate. If he was distressed. by the 

breathlessnes·s, this could still have included giving oxygen and trying to 

reduce the pulmonary oedema with diuretics IV, nitrates sublinguai/IV and 

opioids IV. Mr Wi/son was described as unresponsive to commands and 

only given an inc'reased dose of diuretic PO rather than IV, suggesting that 

· he may not have been that distressed. However, the fact he took the 

diuretic PO does suggest he was at that time conscious enough to swallow 

tablets. 
. . 

At 16.1 Oh ·an the 16th October 1998, a syringe driver was commenced 

containing diamorphine 20mg/24h, equivalent to oral morphine 40-:-

60mg/24h and hyoscine hydrobromide 400microgram/24h. Although the 

hyoscine was most likely to be for the secretions, there is no entry relating 

to the syringe driver in the medical notes and the indication for the use of 

the diam9rphine is not documented: in the nursing notes. lt is unclear if the 

nursing staff contacted Dr Barton or the duty doctor before the syringe 

. driver was commenced as was 'the usual way' indicated by Or Barton in her 
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statement. lt may have been srmply to replace the dose of oral morphine 

he had been prescribed and if the comfort of a patient is in doubt in the 

terminal stage, this could be seen as reasonable. However, it is subject to 

the same comments as the oral dose and, thus, in my opinion, diamorphine 

1 Omg/24h CSCI would have been a more reasonable dose. lt is of note 

that despite the pharyngeal secretions, Mr Wilson was not distressed by 

them and appeared comfortable. This suggests that he was uncr;mscious.. ~ 

On the 17th October 1998, because of the secretions, the hysocine was 

increased to 600microgram/24h at 05.15h. Despite this, copious amounts 

of secretions were suctioned. This further suggests that the secretions 

were due to pulmonary oedema and as such, if Mr Wilson was distressed 

by the secretions, diuretics IV/SC should have been cpnsidered because · 

hyoscine hydrobromide would have little chance of improving the pulmonary 

oedema. The syringe driver was changed at 15.50h with an increased dose 

of hyoscine hydrobromide 800microgram/24h and diamorphine 40mg/24h, 

equivalent to oral morphine 8D-120mg/24h and midazolam 2·0mg/24h 

added. lt Wqs reported that the secretions were noisy but not apparently 

distressing Mr Wilson. Thus, although diamorphine and midazolam are 

used to re.lieve the sensation of breathlessness in the terminal stage, it is 

unclear from the medical or nursing notes why it was necessary in Mr 

Wilson's case to increase the diamorphine or add the midazolam. 

Mr Wilson contin.ued to require regular suctioning and at 14.50h on the 18th 

October 1998, the hysocine hydrobromide was increased to 

' 
1200microgram/24h. There were no reports that Mr Wilson was intolerant 

of this regular suctioning, which can be an unpleasant stimulus as it entafls 
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the insertion of a catheter into the back of the throat; this again suggests 

that Mr Wilson was likely to be unconsciousness and unaware. lt is thus 

unclear from the medical or nursing notes why it was considered necessary, 

and by whom, to further increase the diamorphine to 60mg/24h, equivalent 

to oral morphine i 2q-180mg/24h and the midazolam to 40mg/24h. There 

were no reports of Mr Wilson being distressed because of the secretions or 

pain and as.such_it,is .\JfJCI!?§l~W.hY.b.is dose of diamorphine was trebled over 

a 48h period. 

The cause of death was given as 1 a. congestive cardiac failure which is in 

keeping with his terminal decline.· 1 b. was given as renal failure, pr~sent for 

a period of 2 years, this is inaccurate; his renal impairment at Queen 

Alexander Hospital resolved completely with appropriate therapy. 1 c. was 

given as liver failure, which was an important contriputing factor to his 

death. 

Was the standard of care afforded to this patient in the days leading up to 

his death in keeping with the acceptable standard of the day? 

The medical provided by Or Barton and Or Knapman to Mr Wilson following 

his transfer to Dryad Ward, Gosport War Memorial Hospital is suboptimal 

when compared to the good standard of practice and care expected of a 

doctor' outlined by the General Medical Council (General Medical Pra.ctice, 

General Medical Council, July 1998, page 2-3} with particular reference to: 

•. good clinical care must include an adequate assessment of the patient's 

condition, based on the history and clinical signs and, if necessary, an 

appropriate examination 
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• in providing care you must keep clear, accurate, and contemporane_ous 

patient records which report the relevant clinical findings, the decisions 

made, the information given to patients _and any drugs or other treatment 

prescribed 

' 
• in providing care. you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs. 

Specifically: 

i) There was insufficient assessment and documentation of Mr Wilson's 

physical state and pain on his transfer to Dryad Ward on the 14th 

October 1998. 

ii). Mr Wilson was prescribed doses of oral morphine initially p.r.n. and 

subsequently regularly, likely to be excessive to his needs. On the day 

of his transfer he was also prescribed doses of diamorphine to be given 

by syringe driver p.r.n. in a range that would likely be excessive -to his 

needs. 

iii) There was insufficient assessment and documentation of Mr Wilson's 

clinical condition when he deteriorated on the 16th October 1998. 

iv) Mr Wilson subsequently received doses of diamorphine over the last 

48h of his life that were likely to be excessive to his needs. 

If the care is found to be. suboptimal what treatment should normally have 

been proffered in this case? 

/ssi.Je i (lack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate and contemporaneous patient records). 

Mr Wilson's admission to Dryad Ward was accompanied by the minimum of 

medical notes. A medical· assessment usually consists of information 
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obtain from the patient ±others, the existing medical records (the history), 

and the findings of a relevant physical examination documented in a 

structured fashion. Although the history can be restricted to the most 

saliE!nt points, it is unusual to omit relevant sections, e.g. past medical 

history, drug history, etc. When a new medical team ta_kes over the day-to-

day care 'of a patient with serious medical problems, a physical examination 

is warranted to. inform.the.ongoing management of those.medicaJ problems_. 

and to also provide a base line for future comparison. This. allows 

monitoring of changes for the better or worse. A clear assessment and 

documentation of medical care is also particularly useful for on-call doctors 

who may have to see a patient, whom they havf? never met, for a problem 

serious enough to require immediate attention. 

There was no pain assessment that would help to justify why his only 

regular analgesic was discontinued and why morphine rather than his usual 

codeine was prescribed p.r.n. 

Issue ii (in providing care you /TIUSt prescribe only the treatment, drUgs or 

appliances that seNe patients needs). 

Mr Wilson was prescribed doses of oral morphine p.r.n. and subsequently 

regularly that were likely to have been excessive to his needs. In general, if 

regular paracetamol is considered insufficient, then a weak opioid such as 

codeine would be considered appropriate. lt is known from the Queen 

Alexander Hospital that Mr Wilson had recently required, at most, only one 

dose of codeine 30mg a day, thus maintaining its use p.r.n. rather than 

giving it regularly would have been . most appropriate in my opinion. If it 
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were considered necessary to give it regularly, a reasonable dose would be 

codeine 30mg 4 times· a day (120mg/day). Some doctors do prescribe 

small doses of morphine instead of a ·weak opioid when paracetamol is 

inadequate. In this case, a .comparable dose would be morphine 2.5mg 

p.r.n. or 2.5mg every 4h (15mg/24h). 

Generally, if ~2 p.r.n. doses are consistently required in a 24h period, this 

suggests that regular .analgesia is indicated.. Th~_JflJ?L.~rnq.tJn_L'?LP/·!1· .. 

given also guides the amount of an.algesia likely to be required on a regular 

basis. The patient's age, kidney and liver function (as in Mr Wilson's case) 

may also need to be taken into account. Thus, because Mr Wilson 

received 1 Omg· x 2 p.r.n. doses (20mg/24h), if it was conside~ed necessary 

· to give him regular analgesia,· a reasonable starting dose would have been · 

morphine 2.5mg every 4h (15mg!day). Because of his liver failure, the 

effect of this dose would need to have been evaluated over the next 24-

48h. 

The prescription of a 'syringe driver containing diamorphine, midazolam and 

hyoscine hydrobromide p.r.n. for a patient transferred for 'general 

mobilisation' is not usual in my experience, particularly with such a wide 

dose range. This is because of the inherent risk that would arise from a 

lack of clear prescribing instructions on why, when and by how much the 

dose can be altered within this range and by whom. For these reasons, 

prescribing a· drug as a range, particularly· a wide range, is generally 

discouraged. Doctors, based upon an assessment of the clinical condition 

and needs of the patient usually decide on and prescribe any change in 

medication. lt is not usual in my experience for such decisions to be left for 
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nurses to make alone. If there were concerns that a patient may 

experience, for example, episodes of pain, anxiety or agitation, it would be 

much more usual, and indeed seen as good practice, to prescribe 

appropriate doses of morphine/diamorphine or diazepam/midazolam 

respectively, which could be given p.r.n. PO or SC. This allows a patient to. 

receive what they need, when they need it, and guides the doctor in 

···' ,deciding .. it..a ,regular dose is required,. the .. appropriate starting .dose and .. 

subsequent dose· titration. The wide dose range of diamorphine 20-

200mg/24h is not justified at all in the notes. As already indicated, even the 

lower end of this dose range may have been excessive for Mr Wilson's 

needs. Doses of opioids excessive to a patients needs are associated with 

an increase risk of drowsiness, delirium, nausea and vomiting and 

respiratory depression. 

Issue iii (lack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate and contemporaneous patient records). 

Generally, when a patient's clinical condition changes for the worse, a 

thorough medical assessment should be carried out to ascertain the 

possible cause(s) in order to identify if they are reversible with appropriate 

treatment. The ·assessment will consist of the history, examination and 

. appropriate investigation. With regards to the entry made by Dr Knapman 

on the 16th October 1998, following the rapid deterioration in Mr Wilson's . . 

condition, even basic observations have not been recorded including, for 

example, temperature, pulse rate/rhythm, blood pressure and auscultation 

of heart and breath sounds (although noisy secretions can impede useful 
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auscultation). These observations should have been undertaken, 

particularly as. Dr Knapman considered that Mr Wilson had possibly 

experienced a serious event such as a myocardial infarction. lt should be 

clarified on what basis Dr Knapman satisfied himself that Mr Wilson's 

condition was terminal rather than due to a potentially reversible 

complication, e.g. cardiac arrhythmia, chest infection. That said, in my 

.. opinion, given· Mr Wilson's combination ·of .. severe,.,Jiver .. failure~and. heart 

failure this rapid deterioration was most likely to be a terminal event and, as 

such, it was appropriate to focus his care on ·comfort measures. 

From the description, it was likely that Mr Wilson had developed an acute 

worsening of his pulmonary oedema. As such, oxygen, intravenous . 
. 

diuretics, nitrates and opioids could all have been appropriate therapies, . 

particularly if Mr Wilson was experiencing difficulty in breathil}g. The only 

treatment proffered to Mr Wilson was an additional dos~ of oral furosemide 
' .. 

a~d the reason for this should be clarified. For example, IV furosemide 

may. not have been available but IV diamorphine would have been. Did this 

less optimal approach to treating pulmonary oedema reflect that Mr Wilson 

was not particularly aware/distressed by his situation, because of being 

semiconscious or unconscious? When diamorphine is used for acute 

pulmonary. oedema, it is usually given IV. lt works by dilating the veins, 

reducing the amount of blood returning to the heart, reducing the heart's 

workload. Other drugs are more effective.at this, e.g. nitrates, and some. 

would U$e these in preference to opioids. However, I am not a cardiologist 

and if this aspect of the case is considered .important then the opinion of a 

cardiologist should be sought. 
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Issue iv (providing treatment that seNes the patients needs). 

Mr Wilscm received doses of diamorphine over the .last 48h of his life that 

w~re likely to be excessive to his needs. lt is not clear who decided to start 
. . 

the syringe driver later on the day of his deterioration, the drugs it should 

contain and the doses to use. There was no entry relating to the syringe 

driver in the medical notes and the indication for the use of the diamorphine 

·· · ..... ,o~ .• ,.,"'··is not•documented in the nursing notes and this should .be clarified. lt may 

have been simply to replace the dose of regular oral morphine and, if the 

comfort of a patient is in doubt in their terminal stage, this could be seen as 

reasonable. However, given the comments in issue ii relating to an 

appropriate dose of oral morphine, in my opinion, diamorphine 10mg 

SC/24h would have been an appropriate dose. 

Over the next two days the hyoscine was increased in an attempt to 

improve the secretions, and this would not be unusual. However, given that 

his situation was sugg~stive of pulmonary oedema, other measures would 

have been more likely to help, e.g. furosemide IV,.IM, SC. Despite the 

secretions being noisy and requiring frequent suctioning, Mr Wilson did not 

appear distressed and this suggests that h.e was unconscious. Given the 

apparent lack of distress, it is unclear why it" was considered necessary to 

increase the diamorphine to 40mg then 60mg SC/24h. This is equivalent.to 

oral morphine 120-18dmg/24h and, in my opinion, would have been likely 

to be excessive to his needs. The combination of diamorphine and 

midazolam are used to relieve the sensation of breathlessness in the 

terminal stage, but I can find no reports of Mr Wilson being distressed 
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because of breathlessness (or pain) and thus it is difficult to justify why his 

dose of diamorphine was trebled over a 48h period. 

If the care is found to be suboptimal to what extent may if disclose 

criminally culpable actions on the part of individuals or groups? 

Dr Barton and her partners had a duty to provide a good standard of 

practice and care that would include good.palliative .. and te.rminal care. In 

this regard Or Barton and Gr Knapman fell short of a good standard of 

clinical care as defined by the GMC (Good Medical Practice, General 

Medical Council, July 1998 pages 2-3) with particular reference to a Jack of 

clear note keeping, adequate assessment of the patient (Dr Barton and Dr 

Knapman} and providing treatment that could be excessive to the patients 

needs (Dr Barton). 

The dose of oral morphine prescribed for Mr Wilson~s arm pain both p.r.n. 

' 
and regularly were likely to be excessive for his needs. As a result, the 

initial dose of diamorphine 20mg/24h would also 'likely 'to be excessive to 

his needs. The subsequent increase in the dose of diamorphine to 

60mg/24h over the following 48h was. not obviously justified. Mr Wilson 

was likely to be unconscious; ·he was not r~ported to be distressed by pain, 

the secretions · or his breathing and he appeared to tolerate regular 

suctioning. A dose of diamorphine excessive to Mr .Wilson's needs would 

be associated with an increased risk of drowsiness, confusion, agitation,. 

nausea and vomiting and respiratory depression. 

J n patients with cancer, the use of diamorphine and other sedative 

medications (e.g. midazolam) when appropriate for the patient's needs, ·do 
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not appear to hasten the dying process. This has not been examined in 

patients dying from other illnesses to my knowledge, but one would have no 

reason to suppose it would be any different. The key issue is whett1er the 

use an·d the dose of diamorphin.e and other sedatives were appropriate to 

the patient's needs. Alt~ough the principle of double effect could be 

invoked here (see technical issues), it remains that a doctor has a duty to 

•. ·~.employ. effective measures that carry the least risk to life .. Further, the 

principle of double effect does not allow a doctor to relinquish their duty to 

provide care with a reasonable amount of skill and care. This, in my view, 

would .include the use of a . ~ose opioid that . was appropriate and not 

excessive for a patients needs. 

Or Barton could be seen as ·a doctor who, whilst failing to keep clear, 

accurate and contemporaneous patient records, had been attempting to 

allow Mr Wilson a peaceful death, albeit with what appears to be an 

apparent lack of sufficient knowledge, illustrated, for example, by the 

reliance on large dose range of diamorphine by a syringe driver rather than 
. . ~ . . 

a fixed dose along with the provision of smaller p.r.n. doses that would allow 

Mr Wilson's needs to guide the dose titration. Or Barton could also be seen 

as a doctor who breached the duty of care she owed to MrWilson by failing 

to provide treatment with a reasonable amount of skill and care. This was 
. ' 

to a degree that disregarded the safety of Mr Wilson by unnecessarily 
' ' . 

exposing him to·receiving excessive doses of djamorphine. 

However, Mr Wilson had significant medical problems. His clinical 

condition was not stable in that his oedema and thus heart fairure were 

worsening over his time in Queen Alexander Hospital, despite the 
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reintroduction of diuretic therapy. In this regard an acute deterioration in Mr 

Wilson's heart failure would not have been that unusual, whether or not 

precipitated by a myocardial infarction, and his death was in keeping with 

severe heart failure and liver failure which combined to cause a rapid 

irreversible physical decline. Although the dose of morphine may well have 

contributed to his reduced level of consciousness, either directly or by 

precipitating .a hepatic coll')a, it is .. di~jcultto say with any certainty that the 
• ~ 1 ...... • ~. ... • • • • • ... 

dose of morphine he reqeived would have contributed more than minimally, 

negligibly or trivially to his death because the heart and liver failure could 

also have done this. Similarly, although the doses of diamorphine used 

were likely to have been excessive to his needs, it is difficult to say with any 

certainty that the dose of diamorphine he received would have contributed 

·more than minimally, negligibly or trivially to his death, because 

drowsiness/unconsciousness, the one feature of excess opioid seen in this 

case, is also a feature of the terminal stage of heart failure and liver failure. 
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British National Formulary 35 (March 1998): 

• Prescribing in terminal care, pages 12-15 
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10. EXPERTS• DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 

2. I have set out in my report what I understand from those instructing me to 
be the questions in respect of which my opinion as an expert are required. 

3. I have done my best, in preparing thi!:l, report, to be accurate and complete. · 
I have mentioned all matters which I regard as relevant to the opinions I 
have expressed. All of the matters on which I have expressed an opinion lie 
within my field of _expertise. 

4. I have drawn to the attention of the court all matters, of which I am aware, 
·- ·· - · ·· · --·-which might adversely affect my opinion. 

11. 

5. Wherever I have no personal knowledge, I have indicated the soUrce of 
factual information. · 

6. I have not included anything in this report which has been suggested to me 
by anyone, including the lawyers instructing me, without forming my own 
independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. 

8. At the time of signing the report I consider it to be complete and accurate. I 
will notify those instructing me if, for any reason, I subsequently consider 
that the report requires any correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, 
subject to any correction or qualification I may make before swearing to its 
veracity. 

10. I have attached to this report a statement setting out the substance of all 
· facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my true and complete 
professional opinion. 

Signature: ______________ Date: ______ _ 
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SUMMARY OF CONCLUSIONS 

Mr Robert Wilson a 74 year old gentleman with known severe alcoholic liver 
disease who was admitted with a complex and painful fracture of the left upper , 
humerus. His physical condition deteriorates at first in hospital, with alteration 
in mental state, renal impairment and subsequent gross fluid retention. He then 
starts to improve and is transferred to the Gosport War Memorial Hospital for 
further assessment and possible rehabilitation or continuing care. He is started 
on regular oral strong opiate analgesia for pain in his left arm and rapidly 
deteriorates and dies within 5 days of admission. 

There is weakness in-the documentaJion . .qf_his condition, in particL.Jiar__or) the .. 
admission to the Gosport War Memorial Hospital on 14th October, arid on -
the15th October when the regular oral strong opiate analgesia is commenced. If 
clinical examinations were undertaken they have not been recorded. General 
Medical Practice (GMC2001) states that ·~good clinical care must include 
adequate assessment of the patient's condition, based on the history and 
symptoms and if necessary an appropriate examination" ..... "in providing care 
you must provide clear, accurate, legible and contemporaneous patient records 
which must report the relevant clinical findings, the decisions made, the 
information given to the patient and any drugs or other treatments provided". 
The lack of clinical examination on admission and on the day of 15th October 
when the decision was made to start regular strong oral opiate analgesia 
represents poor clinical practice to the standards set by the General Medical 
Council. -

lt is my belief that the prescription of a total of 50 mgs of Oramorphine on the 
15th October following the 20 mgs that were given on the 14th October was not 
an appropriate clinical response to the pain in Mr Wilson's left arm. In my view 
this dose of analgesia formed a major contribution to the_ clinical deterioration 
that occurred over the 151

h -16th October, in particular, his rapid mental state 
deterioration·. In my vJew this treatment was negligent, and more than minimally 
contributed to the death of Mr Robert Wilson on 19th October. 

1.1NSTRUCTIONS 

To examine the medical records and comment upon the standard of care 
. afforded to the patient in the days leading up to his death against the acceptable 
standard of the qay. Where appropriate, if the care is felt to be sub-optimal, 
comment upon the extent to which it may or may not disclose criminally 
culpable actions on the part of individuals or groups. 

2.1SSUES 

1 

r 
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2.1. Was the standarcf of care afforded to this _patient in the days 
leading up to his death in keeping with the acceptable standard of 
the day. . 

2.2. If the care is found to be suboptimal what treatment should 
normally have been proffered in this case. 

2.3. If the care is found to be suboptimal to what extent may it 
disclose criminally culpable actions on the part of individuals or 
groups. 

3. CURRfCUlUM VITAE 
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This Report is based on the following documents: 

(1J Full paper set of medical records of Robert Wilson (BJC/55) 

[2] Operation Rochester Briefing Document Criminal Investigation Summary. 

[3] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 

[4] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[SJ Palliative Care Handbook Guidelines on Clinical 

. ( e Management, Third Edition, Salisbury Palliative Care Services (1995); 

Also referred to as the 'Wessex Protocols.' 

5. CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to the 
page of evidence). 

5.1. Robert Wilson a 74 year old gentleman in 1998 attended Queen 
Alexandra Hospital, Portsmouth A&E Department on the 21st 
September 1998 (125-127) with a fracture of the left femoral head 
and tuberosity (169). 

5.2. Mr Wilson had suffered many years before with Malaria and 
Diphtheria (143) but was first noticed to be abusing alcohol at the 
time of an endoscopy in 1994 (313). In 1997 he was admitted to 
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5.3. 

hospital with a fall; epigastric pain and was found to have 
evidence of severe alcoholic liver disease (129). During the 1997 
admission, an ultra sound showed a small bright liver compatible 
with cirrhosis and moderate ascites (129). His Albumin was very 
low at 19 (150} and a bilirubin was 48 (129). All these are 
markers of serious alcoholic liver disease with a poor long term 
prognosis. His weight was 100 kgs (152). There is no record of 
follow up attendance~ 

When he attends A&E it is originally intended to offer him an 
operation on his arm, which he refuses. However, he is kept in 
A&E overnight for observation (161-2). lt becomes apparent by 
the next day that he is not well, is vomiting (163) and he is 
needing Morphine for pain (11 ). His wife is on holiday (11) and it 
is not thought possible for him to go home so he is transferred on 
22nct September to the Care of the Elderly team at the Queen 
Alexandra Hospital (163). 

5.4. The day after admission he is no longer thought fit enough to' have 
an operation on his arm, although he would now be prepared to. 
He is recognised to have been an extremely heavy drinker with 
considerable oedema and abdominal distension on admission 
(167). He has abnormal blood tests on admission including a mild 
anaemia of 10.5 with a very raised mean cell volume of 113 and 
his platelet count is reduced at 133 (239). Five days later his 
haemoglobin has fallen to 9.7 and the platelet count has fallen to 
123 (237). There are no further full blood counts in the notes, 
although his haemoglobin was normal with haemoglobin of 13 in 
1997 (241 ). 

5.5 . He is noted to have impaired renal function with a Urea of 6.7 and 
a Creatinine of 185 on admission (209) and on 25th September 
Urea of 17.8 and a Creatinine of 246 (203). He is started on 
intravenous fluids on 27th September (12) and his renal function 
then continues to improve so that by the 71h October both his Urea 
and Creatinine are normal at 6·.1" and 10.1 (199). 

5.6. His liver function is significantly abnormal on admission and on 
291h his albumin is 22, his bilirubin 82 (he would have been 
clinically ~aundice) there is then little change over his admission. 
On the 7 October is albumin is 23 and his bilirubin also 82 (199). 
His AST is 66 (171 ). . 

5.7.. His vomiting within 24 hours of admission may have been due to 
alcohol withdrawal but he had also been given Morphine for pain 
{11 ). He is started on a Chlordiazepoxide regime (11) as standard . 
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. 5.8. 

management plan to try and prevent significant symptoms of 
alcohol withdrawal. This has some sedative effects as well. . 

His physical condition in hospital deteriorates at first. He is noted 
to have considerable pain for the first 2 - 3 days, he is found to 
have extremely poor nutritional intake and has eaten little at home 
(12). His renal function deteriorates as doc-umented above. He is 
communicating poorly with the nursing staff {28) and is resUess at 
night on 301

h September (30). His Barthel deteriorates from 13 on 
23rd September to 3 on the 2nd October (69), his continu.ed 
nutritional problems are documented by the dietician on 2nd 
October (16). In the nursing cardex he is vomiting, he has 
variable communication problems, he is irritable and cross- on 1st 

October (30). On 41
h October (16) his arm is noted to be markedly 

swollen and very painful and it is suggested he needs Morphine 
for pain (31 ). The following day he knocks his arm and gets a 
laceration (16). 

5.9. There is ongoing communication with his family which is 
complicated by inter-family relationships between his first wife's · 
family and his current wife. The plan by 6th October is that he will 
need nursing home care when he leaves hospital and his Barthel 
at this stage is 5 {16) (69). However on the s'h the nursing cardex 
note that he is starting to improve (32) although, he remains 
catheterised and has been faecally incontinent on occasion. 

5.10. 

5.11. 

On ih October is now more- alert and is now telling the staff that 
he wishes to return home (17). The nursing staff notes that he is 
now much more adamant in his opinions (33). However on 81

h he 
had refused to wash for 2 days (18). He is then reviewed at the 
request of the medical staff by a psycho-geriatrician. The opinion 
is that he has early dementia, which may be alcohol related and 
depression. He is noted to be difficult to understand with a 
dysarthria (117-118). He is started on Trazodone as an 
antidepressant and as a night sedative1 he is still asking for 
stronger analgesics on 8th October (35). The fetter also mentions · 
(429) rather sleepy and withdrawn .......... his nights had been 
disturbed. 

On the 9th October an occupational therapy assessment is difficult 
because he is reluctant to comply and- a debate occurs about· . · 
whether he is capable of going home (19). By the 12tll October r · 
(21) his Barthel has improved to 7 (69) so Social Services say that 
he no longer fits their criteria for a nursing homeand he should 
now be considered for further rehabilitation (21 ). The nursing 
cardex notes that his catheter is out (35) he is eating better but he 
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5.12. 

5.13. 

still gets bad pain in his left arm (36). His arms, hands and feet 
are noted to be significantly more swollen on .121

h October (36). 
His weight has now increased from 103 kgs on 2ih September to 
114 kgs by 14th Octobe{ (61 ,63}. However his Waterlow score 
remains at "high risk" for all his admission (71). A decision is 
made to transfer him for possible further rehabilitation, although 
the medical review. on 13th October states in view of the medical 
staff and because of his oedematous limbs, he i? at high risk of 
tissue breakdown. He is also noted to be in cardiac failure with 
low protein and at very high risk of self neglect and injury if he 
starts to take alcohol again. He c.urrently needs 24 hour hospital 
care (21). · 

On 14th October he is transferred to Draed Ward and the·notes 
{179) say 'Lfor continuing care". The notes document the history of 
fractured humerus, his alcohol problem, current oedema and heart 
failure. No examination is documented. The notes state that he 
needs help with ADL, he is incontinent, Barthel 7, he lives with his 
wife and is for gentle rehabilitation. I am unable to read four 
words. The single word on the line above incontinence, tw6 
words after lives with wife (this may be a street address) and the 
word in front of gentle mobilisation. 

The next medical notes (179) are on 16th October and state that 
he had declined overnight with shortness of breath. On 
examination he is reported to have a weak pulse, unresponsive to 
spoken orders, oedema plus plus in arms and legs. The 
diagnosis is"? silent Ml, ? liver function" and the treatment is to 
increase the Frusemide. The nursing cardex for 14th October 
confirms he was seen by Or Barton, that Oramorghine 10 mgs 
was given and he was continent of urine. On 15 October the 
nursing notes 9265) state commenced Oramorphine 1 0 mgs 4. 
hourly for pain in left arm, poor condition is explained to wife. On 
16th on the nursing cardex he is "seen by Dr Knapman am as 
deteriorated overnight; increased Frusemide". However I find 
some possible confusion with the nursing care plan (278), this 
states for 15th October, settled and slept well, Oramorphine 20 
mgs given 12 midnight with good effect, Oramorphine 10 mgs 
given 06.00 hours. Condition deteriorated overnight, very chesty 
and difficulty in swallowing medications. Then on 16th it states has 
been on syringe driver since 16.30 hours. As will be seen from 
the analysis of the drug chart, Mr Wilson received the Oramorph 
at midnight on 151

h and then 06.00 hours Ora morph on 16lh. The· 
first clinical deterioration is on the night of 15th - 16th October not 
the night of the 141h - 15th October. 
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5.14. The next medical note is on 191
h October which notes that he had 

been comfortable at night with rapid deterioration (179} and death 
is later recorded at 23.40 hours and certified by Staff Nurse 
Collins. The nursing cardex mentions a bubbly chest late pm on 
16th October (265). On the 17th Hyoscine is increased because of 
the increasing oropharyngeal secretions (265). Copious amounts 
of fluid are being suctioned on 1 ih. He further deteriorates on 
18th and he continues to require regular suction (266). The higher 
dose of Diamorphine on the 18111 and Midazolam is recorded in the 
nursing cardex (266). 

- 5.15. 

5.16. 

Two Drug Charts;.~T.he Jirst is the Queen Alexandra drug chart 
(1 06-116). This records the regular laxatives, vitamins and . 
diuretics given for his liver disease. The reducing dose of 
Chlordiazepoxide stops on 30th September for his alcohol 
withdrawal and the Trazodone started for his mild depression and 
night sedation. In terms of pain management Morphine, slow·IV 
or subcutaneous_2.5 - 5 mgs written up on the prn side and 5 mgs 
given on 23'd September and 2.5 mgs twice on 241

h September. 
Morphine is also written up IM 2- 5 mgs on 3rd October and he 
receives 2.5 mgs on 3rd and 2.5 mgs on 51

h. He is ·also written up 
for prD Codeine Phosphate and receives single doses often at 
night up until 131

h October but never needing more than 1 dose a 
day after 25th September. Regular Co-dydramol starts on 25th 
September until 301

h September when it is replaced by 4 times a 
day regular Paracetamol which continues until his transfer. 

In summary, his pain relief for the_ last week in the Queen 
Alexandra is 4 times a day Paracetamol and occasional night time 
dose of Codeine Phosphate. 

The second drug chart is the drug chart of the Gosport W,ar 
Memorial Hospital (258-263). His diuretjcs, anti-depressant, 
vitamins and laxatives are all prescribed regularily. The regular 
Paracetamol is not prescribed but is written up on the as required 
(prn) after the drug chart. This is never given. Regular 
prescriptions also contains Oramorphine 1 0 mgs in 5 mls to be 
given 1 0 mgs 4 hourly, starting on 15th October (261). 1 0 mgs is 
give·n at 10 am, 2pm and 6 pm on 15th, 6am, 10 am and 2 pm on 
16111

• A further dose of 20 mgs at night given at 10 pm is given at 
10 pm on 15th October. Although these prescriptions are dated 
15tn October it is not clear if they were written up· on the 14th or 

-15th. 

5.17, On a further sheet of this drug chart (262) regular prescription has 
been crossed out and prn written instead. Oramorphine, 10 mgs in 
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5 mls, 2.5- 5 mls 4 hourly is then prescribed,on this sheet. lt is 
not dated but it would appear 10 mgs is given at 2.45 on 141h 
October and 10 mgs at midnight on 141h Octo~er. Further down 

· this page Diamorphine 20- 200 mgs subcut in 24 hours from 
Hyoscine 200-800 micrograms subcut in 24 hours, Midazolam 
20- 80 mgs subcut in 24 hou.rs are all prescribed. lt is not clear 
what date these were written up. The first prescription .is 16th 

· October and the 20mls of Diamorphine with· 400 micrograms of 
Hyoscine are started at 16.1 0. On 17'h October, 20 mgs of 
Diamorphine, 600 micrograms of Hyoscine are started at 5.15 and 
the notes suggest that what was left in the syringe driver at that 
stage was destroyed (262). At 15.50 hours on 17'h October; 40 , ··· .,. ·. 
mgs, 800 mgs of Hyoscin·e and 20 mgs of Midazolam are started 
and on 18th 60 mgs of Diamorphine, 1200 micrograms of 
Hyoscine ( a new prescription has been written for the Hyoscine) 
and 40 mgs of Midazolam are started in the syringe driver at 
14.50 and again the notes s·uggest the remainder that was 
previously in the syringe driver is destroyed. 

6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

6.1. This section will consider whether there were any actions so 
serious that they might amount to gross negligence or any · 
unlawful acts, or deliberate unlawful killing in the care of Robert 
Wilson. Also whether there were any actions or omissions by the 
medical team, nursing staff or attendant GP's that contributed to 
the demise of Robert Wilson, in particular, whether beyond 
reasonable doubt, the actions or omissiDns more than minimally, 
negligibly or trivially contributed to death. 

6.2 . The principle underlying medical problem in Mr Wilson is his 
alcoholic Jiver disease. There is no doubt that he had 
hepatocellular failure based on long-standing alcohol abuse, with 
evidence at least back to his admission in 1997 where he has 
evidence of portal hypertension giving him a significant ascites. 
He also at that stage had a low albumin and a persistently raised 
bilirubin, hall·markers of a poor medium to long-term prognosis. 

6.3. The presenting problem on admission was his complex fracture of 
his left upper arm, which ideally would have had an operative 
repair. First he refuses this, and then by the time he agrees it his 
physical status has significantly deteriorated to a point that he was 
not fit for an anaesthetic. He 'gets continual pain from this arm 
throughout his admission. His admission treatment is strong 
opiate analgesia; this is then replaced by regular oral mild opiate 
analgesia and finaHy by regular Paracetamol supplemented by 

15 



Version 2 of complete report 19th November 2005:..... Robert Wilson 

6.4. 

6.5. 

mild oral opiate analgesia (Codeine Phosphate) at night. There is.· 
no doubt though that he does have continuing pain from this arm. 

His health deteriorates for at least the first 7- 8 days after his 
admission: He develops im.paired renal function; there is 
evidence of change in mental state with comments on poor 
communication, sleepiness, irritability and restlessness, and 
"dysarthria". There are a number of possibilities for this. The first 
possibility is that he is having alcohol withdrawal, combined with 
the sedative effect of Chlordiazepoxide to prevent marked 
symptoms of alcohol withdrawal delirium. The psycho-geriatrician 
wonders .. if. he-has -alcohol related dementia plus some 
depression. I believe it is very likely that he has early hepatic 
encephalopathy, a change in menta!" state that goes with hepatic 
failure. This includes disturbed consciousness with sleep 
disorder, personality change and intellectual deterioration. lt is 
often precipitated by acute events including gastro-intestinal blood 
loss and drugs, in particular opiates~ There is evidence of other 
deterioration in his liver function including a reduced platelet count 
suggesting an enlarged spleen due to portal hypertension, his 
bilirubin which is significantly higher than his previous admission 
and his persistent very low albumin. His haemoglobin does fall 
during admission. lt is possible that he has had a small gastro
intestinal bleed at some stage but this is not pursued. 

Despite all of this, there is a an improvement in his condition 
recorded in both his. better functioning on the ward with the 
nursing staff, his greater alertness ~nd communication 
improvement. The fact that his catheter can be removed and he 
becomes continent and that his overall measured functional status 
through the Barthel score improves to a point that Social Services . 
will no longer place him in a nursing home, although he. clearly 
needs nursing care. However, his weight dramatically increases 
by 11 kgs during his admission and this will be almost entirely fluid 
retention going to his abdomen, legs and potentially his chest. 
This is not adequately managed medically. 

6.6. He is transferred on 14th October for ongoing assessment, · 
possible rehabilitation and decisions about long-term care 
arrangements. No examination has been recorded on admission 

· by the medical staff. Not even a basic clinical examination has 
been undertaken which appears to me to be poor clinical practice 
to the standards set by the General Medical Council. 

· 6.7. The only. management that is really needed at this stage is to 
continue the management that was ongoing from the Queen 
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6.8. 

6.9 . 

Alexandra Hospital while gently addressing the fluid balance 
problems. However the regular oral analgesics that he was on 
are not written up regularly, no explanation is given for this. 
Strong opioid analgesia is written up and two doses of 1 0 mgs 
Oramorphine are given on the day of transfer, the 14th October. 
At the Queen Alexandra Hospital the single doses on the 3rd and 
5th October has been at 2.5 mgs. Regular Oramo'rphine to a total 
dose of 50 mgs is then given on the 15th October. lt is now being 
given regularly and it is not clear whether the original intention to 
give it regularly was from the admission on the 141

h, though the 
prescription is clearly written and starts at 1 0 am on 151

h. There is 
no documentation in the nursing or medical 'notes to.suggest.the 0 O• O' oVo o 0 0 ' ''•• 

. patient was seen by a doctor on 15th where the decision to start · 
the regular dose of Morphine appears to be made. 

The decision to give regular Morphine at this dose on 15th October 
is crucial to the future understanding of this case. " .... ;.the effects 
of hepatitis or cirrhosis on drug deposition range from impaired to 
increased drug clearance in an unpredictable fashion .. 0 ••• the oral 
availability for high first class drugs such as Morphine. 0 •• • is almost 
double in patients with cirrhosis compared to those with normal 
liver function. Therefore the size of the oral dose of such drugs 
sfJould be reduced in this setting" (Harrison). In my view the · 
decision to give regular oral doses of high oral doses of strong 
opiates on 15th was negligent. The appropriate use of weaker 
analgesics had not been used, though these had controHed his 
symptoms the previous week in the Queen Alexandra Hospital. 
The dose of Morphine used, particularly in the presence· of severe 
liver disease, was very likely to have serious implications. 

By the 16th October there has been a very significant clinical 
deterioration overnight and Mr Wilson is examined by a doctor. 
He is noted to be unwell and unresponsive to spoken orders. 
While it is possible that Mr Wilson has gone into heart failure to 
frank left ventricular failure due to his salt and water retention 
documented previously, the unresponsiveness makes it almost 
certain in my view that he is either now unresponsive because of 
a direct cerebral effect of the Morphine or he is being precipitated 
again into Hepatic Encephalopathy. The situation may or may not 
have been reversible but he is probably now entering a period of 
irreversible terminal decline. However, it would have been 
appropriate to have obtained senior medical opinion as to whether 
other management should be considered. In my view, the failure 
to o_btain senior medical opinion was poor clinical practice. 
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6.10. He is no longer able to take oral medication and as the clinical 
decision has been made that he is now in terminal decline he is 
started on a syringe driver containing Diamorphine and Hyoscine. 
Diamorphine, Hyoscine (and ·Midazolam) are all compatible in the 
same syringe driver. Hyoscine is particularly useful for patient~ 
with a large amount of secretion as is documented in this case. 
When starting Diamorphine in a syringe driver it is conventional to 
do it at a dose of 2 to 1 i.e. half the dose of Diamorphine in the 
syringe driver than was being given orally. On 15th October 50 
mgs in total of Oramorphine was prescribed, it was reasonable to 
start 20 mgs in the syringe driver on 16th October. The dose of 
Diamorphine is increased on both 1 ih and 18th and Midazolam is 
started on 17th. Apart from 'comments about secretions in the . 
nursing card ex, there is no rationale for the increase in dose of 
Diamorphine or the addition of Midazolam provided in either the 
medical or nursing notes. lt is not clear whether the decision to 
increase the dose is a medical or nursing decision. I have 
indicated in section 5 that there are significant problems with the 
use of the drug chart in Gosport which seems to have been used 
in an irregular fashion. 

6.11. lt is my view the regular prescription and dosage of Oramorphine 
was unnecessary and inappropriate on 15th October and in a 
patient with serious hepatocellular dysfunction was the major 
cause of the deterioration, in particular in mental state, on the 
night of 15th and the 16th. In my view it is beyond reasonable 
doubt that these actions more than minimally contributed to the 
death of Mr Wilson. 

7. OPINION 

7.1. Mr Robert Wilson is a 71 year old gentleman with known severe 
alcoholic liver disease who was admitted with a complex and painful 
fracture of the left upper humerus. His physical condition 
deteriorates at first in hospital, with alteration in mental state, renal 
impairment and subsequent gross fluid retention. He then starts to 
improve and is transferred to the Gosport War Memorial Hospital for 
further assessment and possible rehabilitation or continuing care. · He 
is started on regular oral strong opiate analgesia for pain in his left 
arm and rapidly deteriorates and dies within 5 days of admission. 

7.2. There is weakness in the documentation of his condition, in particular 
on the admission to the Gosport War Memorial Hospital on 14th 
October, and on the151h October when the regular oral strong opiate 
analgesia is comm.enced. If clinical examinations were undertaken 
they have not been recorded, General Medical Practice (GMC2001) 

_states that "good clinical care must include adequate assessment of 
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7.3. 

the patient's condition, based on the history and symptoms and if 
necessary an appropriate examination" ..... "in providing care you 
must provide clear, accurate, legible and contemporaneous patient 
records which must report the. relevant clinical findings, the deCisions 
made, the information given to the patient and any drugs or other 
treatments provided". The lack of clinical examination on admission. 
and on the day of 15th October when the decision was made to start · 
regular strong oral opiate analgesia represents poor clinical practice 
to the standards set by the General Medical Council: 

lt is my belief that the prescription of a total of 50 mgs of 
Oramorphine on the 151

h October following the 20 mgs that were 
given on the 141

h October was not an appropriate clinical response to 
the pain in Mr Wilson's left arm. In my view this dose of analgesia 
formed a major contribution to the clinical deterioration that occurred 
over the 15th_ 16th October, in particular, his rapid mental state 
deterioration. In my view this treatment was negligent, and more than. 
minimally contributed to the death of Mr Robert Wifson on 19th 
October. 
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1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. . 

2. l have set out in my report w~1at l understand from those instructing me· 
to be the questions in respect of which my opinion as an expert are 
required. 

3. I have done my best, in preparing this report, to .be accurate and 
complete. I have mentioned all matters, which I regard as relevant to the 
opinions I have express.ed. All of the matters on which I have expressed 
an opinion lie within my field of expertise. 

4. I have drawn to the attention of the court all matters, of which I am 
~aware, which might adversely affect my opinion. -

5. · Wherever I have no personal knowledge, I have indicated the source of 
factual information. 

6. l have not included anything in this report, which has been suggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have 
indicated the extent of that range in the report. . 

8. At the time of. signing the report 1 consider it to be complete and 
accurate. I will notify those instructing me if, for any reason, I 
subsequently consider that the report requires any correction or 
qualification. 

9. l understand that this report will be the evidence that I will give under 
oath, subject to any correction or qualification I may make before. 
swearing to its veracity. . 

1 0. I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the. opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENT OF TRUTH 
. . 

I confirm that insofar as the facts stated in my report are within my own knowledge I 
have made clear which they are and I believe them to be true, and the opinions I 
have expressed represent my true and complete professional opinion. 

Signature: _________________ Date: -------
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CONTENTS 

1. INSTRUCTIONS 

2. 

To examine and comment upon the statement of Or Jane Barton re 
Robert Wilson. In particular, it raises issues that would impact upon 
any expert witness report prepared. 

DOCUMENTATION 

This report is based on the following document: 

2.1 Job Description for Clinical Assistant Post to the Geriatric 
Division in Gosport as provided to me by the Hampshire 
Constabulary (F!3bruary 2005). 

2.2 Statement of Or Jane Barton re Robert Wilson as provided to 
me by Hampshire Constabulary (November 2005). Appendix 1 

2.3 Statement of Or Jane Barton as provided to me by Hampshire . 
Constabulary (February 2005). Appendix 2 

2.4 Report regarding Robert Wilson. (BJC/ 55) Professor D Black 
2005. 

3. COMMENTS 

3.1 Comments on Job Description (2.1) 

3. 1.1 This confirms the Clinical Assistant is responsible for a 
maximum of 46 patients and confirms that all patients are under the 
care of a named Consultant Physician who would take overall 
responsibility for ttieir medical management. A Clinical Assistant 
should take part in the weekly consultant ward rounds. 

3.1 .2 A specific responsibility is the writing up of the original case 
notes and ensuring the follow up notes are kept up to date and . 
reviewed regularly. 

3.1.3 The post is for five sessions a week i.e. is half what a full time 
doctor would commit'to the post. However; the time to be spent in 

. the unit is not specified as the time is allowed to be "worked 
flexibly". 

3.1 .4 There appears to be some confusion between the statements 
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in the job summary, that "patient_s are slow stream or slow stream · 
for rehabilitation but holiday relief and shared care patients are 
admitted" and the statement in the previous sentence "to provide 24 
hour medical care to the long stay patients in Gosport". The job 

· description appears to be confusing patients for rehabilitation with 
long stay patients. 

3.1 .5 There is no comment on the medical cover to be provided 
when the post holder is unavailable for out of hours or longer period 
of leave such as holidays. Lack of explicit cover might explain 
some gaps in the notes . 

... . 3.2 .Report on the ~tatement of Or Jane Barton re Robert Wilson 
(2.2). 

3. 2.1. I agree with paragraph 20 of Dr Barton's statement. Thus the 
final paragraph of 5.15 in my report should read " ... a day 
paracetamol and fairly regular doses of Codeine Phosphate at 
night. 

3. 2.2. The words mentioned in paragraph 5.12 of my report that I 
was unable to read are: hoisting ... SarisburyGreen ..... plan. 

3.2.3 Paragraph 9 of Dr Barton's statement says 'Diamorphine', but 
I believe the drug chart states 'Morphine' 

3.2.2 These alterations do not effect the conclusions in my report. 

3.3 Report on the Statement of Or Jane Barton as provided to 
me by the Hampshire Constabulary (2.3): ' 

3.3.1 Page 1 paragraph 3: States that she works eight general · 
practice surgery sessions. lt is my understanding that most full time 
General Practitioners work eight or nine sessions. This suggests to 
me that slie is·undertaking a full time General Practitioner job and a 
hc;ilf time community hospital job. Despite the fact the job 
description says that the job can be worked flexibly, an opinion 
should be obtained from an experienced General Practitioner as to 
whether this workload is actually deliverable within a reasonable 
working week. · 

3.3.2 Page 1 paragraph 4: The job description states 46 beds, Or 
Barton states 48 beds. The CHI report says 44 beds (20 on Dryad 
and 24 on Daedalus) Dr Barton uses the phrase "continuing care for 
long stay elderly patients". The job description also referred to slow 
stream or slow stream rehabilitation as well as holiday relief and 
shared care patients. There may have been confusion between 
staff in terms of the objectives of individual patient management. 
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3.3.3 Page 1 paragraph 5: This statement is incorrect as the post 
of Clinical Assistant is not a training post but a service post in the 
NHS. The only medical training grade posts are pre-registrati~n 
house officers, senior house officers, specialist registrars and GP 
registrars. 

GMC100096-0766 

3.3.4 Page· 1 paragtaph 5: States that she and her partners had 
decided to allocate come of the sessions to "out of hours aspects of. 
the post". This would appear to be a local arrangement of the 
contractual responsibilities: _it need~ to be clarified if this was 
agreed with the Portsmouth and South East Hampshire Health 
Authority. This would influence how much time was expected to be 
provided for the patients and influence the pressure on Or Barton to 
deliver the a~pects of care provided .. -.-·· ... '"'. ~ .. , .. -........ ·~ .. ,_ 

3.3.5 Page 2 paragraph 3: This does confirm that there were 
consultants responsible for all the patients under the care of Dr. 

· Barton. Thus a consultant should always have been available for 
discussing complex or difficult management decisions. 
However,(page 3 paragraph 1) , in my view it would be completely 
unacceptable of the Trust to have left Or Barton with continuing 
medical responsibilities for the inpatients of Gosport Hospital 
without consultant supervision and regular ward rounds. This would 
be a serious failure of responsibility by th~ Trust in its governance 

-of patients and in particular failings and in my view the Trust would 
need to take part of the responsibility for any clinical failings. 

3.3.6 Page 3 ,paragraph 3: This again suggests that Or Barton was 
· trying to provide her half time responsibilities by fitting the work 
around her full time responsibilities as a General Practitioner. She 
suggests 5 patients were admitted each week, implying 
approximately 250 admissions and disqharges a year. With a bed 
occupancy around 80%, this would suggest an average length of 
stay of 5-6 weeks. However, CHI state the actual figures were 
somewhat less, 1997/98 were 169 FCE's for Dryad and Daedalus 
and 197 FCE's in 1998/99. A new patient assessment including 
history and examination, writing up the notes, drug charts, talking to 
the nurses, talking to any relatives present and undertaking blood 
tests if these had to be taken by a doctor rather than any other staff, 
would take a maximum of 60 minutes. 

Page 5 paragraph 2: The patients who were genuinery tong stay or 
continuing care do not need to be reviewed medically every day, 
nor would a medical record be made daily. Indeed with average 
length of stay of six or more weeks, it is clear that many patients 
were genuinely long~stay patients and one would expect them to be 
medically revi~wed no more than once a week and any medical 
comments to be no more than once a week. However, whenever 
patients' physical or mental state has changed and they are 
reviewed by a doctor, it would be normal practice to always make a 
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comment in the notes. Patients who are in rehabilitation and 
making a gqod progress; then review and comments in the notes 
once or twice a week would also be the norm. 

lt is my vie~ that with less than 200 FCE's and a total of 44 
inpatients, then this should be satisfactorily managed by somebody 
working half time as a Clinical Assistant with regular consultant 
supeiVision. 

3.3.7 Page 4 paragraph 2: This suggests that Dr Barton is stating 
that she takes personal responsibility for most changes in 
medication, rather than it being a nursing decision. 

-·- ... , ....... _,. -~ ·'·-~--~-.a . .P.C1ge .9 paragraph 2: An individual doctor must take 
responsibility for their prescribing however I would agree that 
consultants should also take responsibility for ensuring patients 
under their care were having appropriate medical management. lt 
does appear that there was a consultant responsible for all patients 
in both Dryad and Daedalus Ward. 

4. Conclusions 

4.1. Having read all the documents provided by Hampshire 
Constabulary, I would wish to make minor changes to my expert 
report. 

4.2. I agree with paragraph 20 of Or Barton's statement. Thus the final 
paragraph of 5.15 in my report shou)d read" ... a day paracetamol 
and fairly regular doses of Codeine Phosphate at night. 

4.3. The words mentioned in paragraph 5.12 of my report that I was 
unable to read are: hoisting ... Sarisbury Green ..... plan 

4.4. Paragraph 9 of Or Barton's statement says 'Diamorphine', tiut I 
believe the drug chart states 'Morphine' 

4.5. These alterations do not effect the conclusions in my report 

GMC100096-0767 



GMC100096-0768 

Wilsoh/ Barton statements Version 1 21st November 2005 

APPENDIX 1 

• 



GMC100096-0769 

Wilson/ Barton statements Version 1 21st November 2005 

APPENDIX 2 

••• ·--~ ..._ ~ '';,""'"1, .... ,. •• 



GMC100096-0770 

---- ~-- ~-----



GMC100096-0771 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

f 

Code A 



GMC100096-0772 
------ ------- ------ - - - -------------- ----

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Code A 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 



GMC100096-0773 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· F 

Code A 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-



GMC100096-0774 

Code A 

~------------------------------------------------------------------------------------------------------------------------------------~ 



GMC100096-0775 

Code A 



GMC100096-0776 

Code A 



GMC100096-0777 

Code A 



GMC100096-0778 

Code A 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·----~-·-·-·-~·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- ' 



GMC100096-0779 
------- ·-

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Code A 



GMC100096-0780 

Code A 



GMC100096-0781 

Code A 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~-·-·-·-



GMC100096-0782 
-·1·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- -·-·-·-·r--

Code A 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 



GMC100096-0783 

Code A 

~-------------------------------------------------------------------------------------------------------------------------------------



GMC100096-0784 

Code A 



GMC100096-0785 
- - -

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- 

Code A 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-



GMC100096-0786 ··------------------

Code A 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-



GMC1 00096-0787 

Code A 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 



GMC100096-0788 

Code A 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-



GMC100096-0789 
·-·-·-·-·-·:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-~·-·-·-·-·-·-·-·-·-~:. ___ ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Code A 

' l L ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-:~:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·



GMC1 00096-0790 
---~~ -~ ~~---- ~-----------~----~---------~ 



GMC100096-0791 

Professor R Baker Patient name Robert Wilson (Ref no. BJC/55)- Draft Report February 2006 

DRAFT REPORT 

regarding 

Patient Name Robert Wilson (Ref No. BJC/55) 

PREPARED BY: . Professor R Baker ................... . 

AT THE REQUEST OF: Hampshire Constabulary 



GMC1 00096-0792 

Professor Baker Draft report of Robert Wilson dated February 2006 

CONTENTS 

1. SUMMARY OF CONCLUSIONS 3 

2. INSTRUCTIONS 4 

· 3. ISSUES .. 4 

4. BRIEF CURRICULUM VITAE 4 

5. DOCUMENTATION 5 

6. ·CHRONOLOGY/CASE ABSTRACT 5 

7. TECHNICAL BACKGROUND I EXAMINATION OF 9 

THE FACTS IN ISSUE •.. ·' 
8. OPINION. 14 

9. LITERATURE/REFERENCES 18 

• 

10. EXPERTS' DECLARATION 19 

11. STATEMENT OF TRUT~ 20 

APPENDICES 

Page 2 of 20 · 



• 

GMC1 00096-0793 

Professor Baker Draft report of Robert Wi1son dated February 2006 

. 1. SUMMARY OF CONCLUSIONS 

I have studied the copies of the records provided to me by Hampshire Constabulary in 

order to consider three issues - the certified cause of death, the prescription of opiates 

and sedatives, ari.d whether Mr Wilson fell into the category of patients who might have 

left hospjta] alive. 

. . 
With respect to death certification, I have concluded that the certificate was inaccurate 

in that l\1r Wilson did not have renal failure, and had liver dysfunction but not failure. 

He probably did have heart failure, although I believe the initiation· of opiate medication 

was an important factor in leading. to death. 

With respect to the prescription of opiate drugs, I have concluded, on the evidence 

available to me, that the initiation of opiate medication on transfer to Dryad ward was 

inappropriate; I have also concluded that the starting dose was too high. The 

prescription of"hyoscine and midazolam was justified by the use of opiates. 

With re.spect to leaving hospital alive, I have concluded that Mr Wilson was in the 

category of patients who might have left hospital alive if he had not been commenced 

on opiate medicate on transfer to Dryad ward. 
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Professor Baker Draft report of Robert Wilson dated February 2006 

1. INSTRUCTIONS 

I have been asked to provide a_statement of evidential use that could be used in the event of 

criminal proceedings arising from the case of Mr Robert Wilson. 

2. ISSUES 

I was asked to address three questions: 

1. Certified cause of death. In this case, was the certified cause of death supported by the 

medical history of the patient? 

2. Prescription. of opiates and sedatives. In the case of Mr Wilson was his prescribing in 

accordance with his clinical need? 

3. Leaving hospital alive. In my statement (080904) I had referre~ to patients who were 

administered opiates and eventually died who may have recovered and left hospital had they 

not received this medication. The issue to be addressed was whether, in my opinion, Mr 

Wilson fell into this category. 

' 

3. BRIEF CURRICULUM. VITAE 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
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Professor Baker Draft report of Robert Wilson dated February 2006 

1::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::~::~::~:~:::::~::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::] 
4. DOCUMENTATION 

This Report is based on the following documents: 

{1] Full paper set of medical records of Mr Robert Wilson, provided to me by· 

Hampshire Constabulary. 

-[2] A copy of my.report dated 08 September 2004. 

[3] The Pafliative Care Handbook Guidelines on clinical management fourth edition, of 

the Portsmouth Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, and the 

Rowans (Portsmouth Area Hospice}, 1998. 

5. CHRONOLO?YICASE ABSTRACT (prepared by Hampshire 

Constabulary) The numbers in square brackets[] refer to the page of evidence. 

. 1.1. Robert Wilson a 74 year old ge·ntleman in 1998 attended Queen Alexandra 
Hospital, Portsmouth A&E Department on the 21st September 1998 [125-127] 
with a· fracture of the left humerus and tuberosity [169]. 

1.2 . Mr Wilson had suffered many years before with Malaria and Diphtheria (l43J 
but was first noticed to be abusing alcohol at the time of an endoscopy in 1994 
(313). In 1997 he was admitted to hospital with a fa!I, epigastric pain and was 
found to have evidence of severe alcoholic liver disease [129]. During the 1997 
admission, an ultra sound showed a small bright' liver compatible with cirrhosis 
and moderate asCites [129}. His Albumin was very low at 19 [150] and a 
bilirubin was 48. [129]. All these are markers of serious alcoholic liver disease 
with a poor long term prognosis. His weight was 100 kgs [152]. There is no 
record of follow up attendance. 

1.3. When he attends A&E in September 1998 with a fracture of his left humerus it is 
originally intended to offer him an operation on his arm, which he refuses. 
However, he is kept in A&E overnight for observation [161-2]. It becomes 
apparent by the next day that he is not well, is vomiting [163] and he is needing 
Morphine for pain (11]. His wife is on holiday [11] and it is not thought possible 
for him to go home so he is transferred on 22nd September 1998 to the Care of 
the Elderly team at the Queen Alexandra Hospital (163]. 

1.4. The day after admission he is no longer thought fit enough to have an operation 
on his ann, although he would now be prepared to. He is recognised to have 
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been an extremely heavy drinker with considerable oedema and abdominal · 
distension on admission [167]. He has abnormal blood tests on admission 
including a mild anaemia of 10.5 with a very raised mean .cell volume of 113 and 
his platelet count is reduced at 133 [239]. Five days later his haemoglobin has 
fallen to 9.7 and the platelet count has fallen to 123 [237]. There are no further 
full bloo.d counts in the notes, although his haemoglobin was normal with 
haemoglobin of 13 in 1997 [241]. 

1.5. He is noted to have impaired renaJ function with a Urea of 6.7 and a Creatinine 
of 185 on adrrtission (209) and on 25th September Urea of 17.8 and a Creatinine 
of 246 [203]. He is started on intravenous fluids on 27th September [12] and his 
renal function then continues to improve so that by the ih October both his Urea 
and Creatinine are normal at 6.1 and 101 [199]. 

1.6. His liver function is significantly abnormal on admission and on,29~~,his .. albumin 
is 221 his bilirubin 82 (he would have been clinically jaundiced) there is then 
little change over his admission. On the 7th October is albumin is 23 and his 
bilirubin also 82 [199]. His AST is 66 [171]. 

1.7. His vomiting within 24 hours of admission may have been dl,.le to alcohol 
withdrawal but he had also been given Morphine for pain [11]. He is started on 
a Chlordiazepoxide regime (11} as standard management plan to try and prevent 
significant symptoms of alcohol withdrawal. This has some sedative effects as 
well. 

1.8. His physical condition in hospital deteriorates at first. He is noted to have 
cqnsiderable pain for the first 2 - 3 days, he is found to have extremely poor 
nutritional intake and has eaten little at home [12]. His renal function 
deteriorates as documented above. He is communicating poorly with the nursing 
staff (28] and is restless at night on 301h September [30]. His Barthel deteriorates 
from 13 on 23rct September to 3 on the 2nct October [69], his continued nutritional 
problems are documented by the dietician on znd October [16]. In the nursing 
cardex he is reported as vomiting, having variable communication problems, and 
being irritable and cross on lsr October (30]. On 4th October [16J his arm is 
noted to be markedly swollen and very painful and it is suggested he needs 
Morphine for pain (31]. The following day he knocks his arm and gets a 
laceration [16]. 

1.9. There is ongoing communication with his family which is complicated by inter
family relationships between his first wife's family and his current wife. The 
plan by 6th October is that he will need nursing home care when he leaves 
hospital and· his Barthel at this stage is 5 [16] [69]. However on the 5th the 
nursing cardex notes that he is starting to improve [32], although he remains 
,catheterised and has. been faecally incontinent on occasion. 

1.10. On 7th October is now more alert and is now telling the staff that he wishes to 
return home [17]. The nursing staff notes that he is now much more adamant in 
his opinions [33]. However on 8th. he had refused to wash for 2 days [18]. He is 
then reviewed at the request of the medical staff by a psycho-geriatrician. The 
opinion is that he has early' dementia, which may be alcohol related, and is also 
depressed. He is noted to be difficult to understand with a dysarthria [117-118]. 
He is started on Traz'odone as an antidepressant and as a night sedative, he is still 
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asking for stronger analgesics on gth October [35]. The letter also mentions 
[ 429] rather sleepy and withdrawn ....... : .. his nights had been disturbed. 

. 1.11. On the gth October an occupational therapy assessment is difficult because he is 
reluctant to compty·and a debate occurs about whether he is capable of going 
home [19]. By the 12th October [21] his Barthel has improved to 7 [69] so Social 
Services say that he no longer fits their criteria for a nursing home and he should 
now be considered for further rehabilitation [21]. The nursing cardex notes that 

. his catheter is out (35] and he is eating better but he still gets bad pain in his left 
ann [36]. His arms, hands and feet are noted to be significantly more swollen on 
121

h October [36]. His weight has now increased from 103 kgs on 27lh 
September to 114 kgs by 14th October [61, 63]. However his Waterlow score 
remains· at "high risk" for all his admission [71]. A decision is made to transfer 
him for possible further rehabilitation, although the medical review on 131

h 

··-~·' ·. · ·"'"October state·s ·in view of the medical staff and because of his oedematous limbs, 
he is at high risk of tissue breakdown. He is also noted to be in cardiac failure. 
with low protein and at very high risk of self neglect and injury if he starts to 
take alcohol again. He currently needs 24 hour hospital care [21]. 

1.12. On 14th October he is.transferred to Dryad Ward and the notes [179] say "for 
continuing care". The notes document the history of fractured humerus, his 
alcohol probJem, recurrent oedema and heart failure. No examjnabon is 
documented. The notes state that he needs help with ADL, he is incontinent, 
Barthe17, he lives with his wife an'd is for gentle rehabilitation. 

1.13. The next medical notes [ 179] are on 16th October and state that. he had declined 
overnight with shortness of breath. On examination he is reported to have a 
weak pulse, unresponsive to spoken orders, oedema plus plus in arms and legs. 
The diagnosis is"? silent MI, ? liver function" and the-treatment is to increase 
the Frusemide. The nursing cardex for 14th October confirms he was seen by Dr 
Barton, that Oramorphine 10 mgs was given and he was continent of urine. On 
15th October the nursing notes [265] state commenced Oramorphine 10 mgs 4 . 
hourly for pain in left arm, poor conditio,n is explained to wife. According to the 
cardex on 16th he is "seen by Dr Knaprnan am as deteriorated overnight, · 
increased Frusemide''. 

1.14. (possible confusion with the nursing care plan {278], this statesfor_15111 October, 
settled and slept well, Oramorphine 20 mgs given 12 midnight with good effect, 
Oramorj;hine 10 mgs given 06.00 hours. Condition deteriorated overnight, very 
chesty and difficulty in s_wallowing medications. Then on 16111 it states has been 
on syringe driver since 16.30 hours. As will be seenfrom the analysis of the 
drug chart, Mr Wilson received the Oramorph at midnight on 15111 and then 
06.00 hours Oramorph on 16111

• The first clinical deterioration is on the night of 
15111

- Jt:/11 October not the night _of the 14111 -15111 October.) 

1.15. · The next medical note is on 19111 October which notes that he had been 
comfortable at night with rapid deterioration [179] and death is later recorded at 
23.40 hours and certified by Staff Nurse Collins. The nursing cardex mentions a 
bubbly chest late pm on l61

h October [265]. On the lth Hyoscine is increased 
because of the increasing oropharyngeal secretions [265]. Copious amounts of 
fluid are being suctioned on 17th. He further deteriorates on 18th and he 
continues to require regular suction [266]. The higher dose ofDiamorphine on 
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the 181
h and Midazolam is recorded in the nursing cardex. [266]. 

1.16. Two Drug Charts: The first is the Queen Alex.andra drug chart [106-116]. This 
records the regular laxatives, vitamins and diuretics given for his liver disease. 
The reducing dose of Chlordiazepoxide stops on 30th September for his alcohol 

1.17. 

1.18. 

· withdrawal and the Trazodone started for his mild depression and night sedation. 
In tenns of pain management Morphine, slow IV or subcutaneous 2.5 - 5 mgs 
written up on the pm side and 5 mgs given on 23rcl September and 2.5 mgs twice 
on 24th September. Morphine is also written up L\12- 5 mgs on 3rd October 
and he receives 2.5 mgs on 3rd and 2.5 mgs on 5th. He is also written uR for pm 
Codeine Phosphate and receives single doses often at night up until 131 October 
but never needing more than 1 dose a day after 25th September. Regular Co
dydramol starts on 251h September. until 30th September when it is replaced by 4. 
times a day regular Paracetamol which continues until his transfer. 

In summary, his pain relief for the last week in the Queen Alexandra is 4 time~ a 
day Paracetamol and occasional night time dose of Codeine Phosphate. 

The second drug chart is the drug chart of the Gosport War Memorial Hospital 
[258-263]. His diuretics, anti-depressant, vitamins inct laxatives are all 
prescribed regularly. The regular Paracetamol is not prescribed but is written up 
on the as required (pm) after the drug chart. This is never given. Regular 
prescriptions also contains Oramorphine 10 mgs in 5 mls to be given 10 mgs 4 
hourly, starting on 15m October [261]. 10 mgs is given at 10 am, Zpm and 6 pm 
on 151

\ 6am, 10 am and 2 pm on 16th. A further dose of 20 mgs at night given at 
10 rm is given at 10 pm on 15th October. Although these prescriptions are dated 
15t October it is not c1ear if they were written up on the l41h or 15th. 

On a further sheet of this drug chart [262] regular prescription has been crossed 
out and pm written instead. Oramorphine, 10 mgs in 5 mls, 2.5- 5 mls 4 hourly 
is then prescribed on this sheet. It is not dated but it would appear 10 mgs is 
given at 2.45 on 14th October and 10 mgs at midnight on 14th October. Further 
down this page Diamorphine 20- 200 mgs subcut in 24 hours from Hyoscine 
200 - 800 micrograms subcut in 24 hours, Midazolam 20 - 80 mgs subcut in 24 
hours are all prescribed. It is not clear what date these were written up. The first 
prescription is 16th October and the 20mls of Diamorphine with 400 micro grams 
of Hyoscine are started at 16.10. On 1 th October, 20 mgs of Diamorphine, 600 
inicrograms of Hyoscine are started at 5.15 and the notes suggest that what was · 
left in the syringe driver at that stage was destroyed [262]. At 15.50 hours on 
17th October, 40 mgs, 800 mgs of Hyoscine and 20 mgs of Midazolam are 
started and on 181

h 60 mgs ofDiamorphine, 1200 microgr~ms of Hyoscine (a 
new prescription has been written for the Hyoscine) and 40 mgs of Midazolam 
are started in the syringe driver at 14.50 and again the notes suggest the 
remainder that was previously in the syringe driver is destroyed. 
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6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN 
ISSUE 

Figures in square brackets []refer to page numbers of the notes. 

L Certified cause of death. In this case, "Yas the certified cause of death supported by the 

medical history of the patient? 

The certified cause of death was la congestive cardiac failure, Ib renal failure, II liver 

failure. The certifying doctor was Dr E.J. Peters. 

, ... 1••• ( ~ .... + ~:•--.J'•l../ f-r1•.,,. 

Liver failure 

Mr Wilson was known to have a poorly functioning liver. The primary diagnosis 

relating to his admission between 17/02/97 and 12/03/97 was alcoholic liver disease 

[129], and at that time he had abnormal liver function tests including low albumin 

level, and an ultrasound had shown a small liver, possibly cirrhotic, with marked 

ascites. 

His liver function was also impaired at the time of admission in September 1998 [207, 

199]. Jaundice does not seem to have been remarked upon in the notes relating to this 

admission. The working diagnosis during the admission in Queen Alexandra Hospital 

was active alcoholic hepatitis [171]. A hand written entry in the records dated 

13/10/98 records results of blood tests taken'12/10/98 [178]. At that time, the bilirubin 

had fallen to 48 umoi/L and the AST to 37 lUlL, although the alkaline phosph;Hase 

was 181 IU!L. I would tend to interpret these results as indicating some improvement. 

The notes do not record a diagnosis of liver failure although this diagnosis is 

mentioned on blood test forms [199, 213, 217]. The liver function tests, whilst 

abnormal. are not suffidently abnormal to suggest fulminant liver failure. Diuretks 

can precipitate hepatic encephalopathy in patients with cirrhosis (Jones, 2003), but the 

hepatic encephalopathy was not diagnosed and the records do not include mention of 

the signs of encephalopathy. Mr Wilson was noted to have some depression and 

mildly impaired short term memory when assessed by Dr Luzmit, the consultant in old 

age psychiatry on 08/10/98 [ll8, 119], and the nursing records indicate he was sleepy 

Page 9 of 20 



GMC1 00096-0800 

Professor Baker Draft report of Robert Wilson 
' 

dated February 2006 

and had poor speech on 29/09/98 [29], but these features were not sufficiently 

consistent, progressive or severe to suggest hepatic encephalopathy. The course of Mr 

Wilson's finaf illness was one of gradual if limited progress until transfer to Dryad 

ward, which tends to rule out the progressive development of encephalopathy due to 

liver failure. 

Renal failure 

Mr Wilson also had renal dysfunction. His creatinine reached 246 umol/1 and his urea 

17.8 mmolll on 25/09/98 [213], but'"there' wa's some improvement over the following 

?ays. On 30/09/98 his creatinine was 165 umol/1 and his urea 14.4 mmolf! [203], and 

by the 05/10/98 his creatinine had fallen to 97 umol/1 and his urea to 7.5 mmol/1 [201]. 

The results on the 05/10/98 were within the normal range, and remained so on 

07/~0/98 and 13/10/98 [178]. The ifl}provement in renal function appears to have 

occurred following the temporary withdrawal of diuretics and the institution of 

intravenous fluids [170, 89] on 28/09/98. 

, Congestive cardiac failure 

The note on admission to Dryad ward records the problems of 'alcohol problems', 

recurrent oedema, and CCF (congestive cardiac failure). Heart failure is a syndrome 

rather than a specific disease, that is, it is a collection of symptoms and signs that can 

be caused by several different diseases. Congestive cardiac failure is a term that is less 

commonly used today. It can mean different things to different doctors (Fry and 

Sandler, 1993), and may indicate right ventricular failure to some doctors, ·left 

ventricular failure to others, or failure of both ventricles to others. Mr Wilson had 

ankle, leg and sacral oedema which may have been explained by right heart failure 

(the low albumin level secondary to. the alcoholic 1i ver disease and poor nutrition 

would also have played a role in causing the oedema), although he did not have a 

raised jugular venous pressure [ 166] when admitted to Queen Alexandra Hospital. He 

did have 'crackles' in the lung bases especially the left, and this might have been a 
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feature of left heart failure [166]. Diagnosis of cardiac failure ori clinical grounds 

alone is difficult (Khunti et al, 2000). 

The notes indicate that Mr Wilson suffered from retention of fluid leading to swelling 

of his ann (174] and Iegs (81, 129, 118, 265]. Potential explanations for heart failure 

in Mr Wilson's case include ischaemic heart disease· and alcohol induced 

cardiomyopathy. He was treated with high doses of diuretics at his admission in 1997, 

specifically spironolactone 100mgs daily and frusemide 80 mgs daily [129]. During 
. ·- : -~ ' . ,. ~ ., , ~ . 

the admission in 1997, his· weight declined from around 103kgm to atound 93 kgm, 

suggesting that the diuretics had produced a satisfactory diuresis [367, 369]. In 

contrast, in 1998, his weight rose from 103 kgms on 27/09/98 [65] to 114 kgm on 
' . 

14/10/98 [61], despite continued treatment with diuretics. This suggests that his 

cardiovascular status may have declined between the admissions in 1997 and 1998. 

The medical notes on transfer to Dryad on 14/09/98 do not mention the need for 

additional treatment of the congestive cardiac failure [179]. Diuretics were continued, 

and Oramorph lOmg was prescribed, doses being given that day at 14.45 pm and 

23.45. pm (262, 265]. However, there was no mention of pain at ail in the medical 

records [179] and therefore the indications for Oramorph are unclear. Oramorph lOmg 

4 hourly was commenced on 15110/98, the first dose being given at 10.00 am, six 

.cto.ses being given up to 14.00 on 16/10/98. Mr Wilson was seen the next morning by 

Dr Knapman as he had declined ovemightwith shortness of breath. On exaf!tination 

he was reported as bubbling, had a weak pulse, unresponsive to spoken orders, and 

had oedema ++ in the arms and legs. The possibility of a silent myocardial infarct was 

raised (although not investigated), and the history of reduced liver function noted. The 

dose of frusemide was doubleq. These notes indicate that Dr Knapman thought that 

congestiv.e failure was an important factor in explaining Mr Wilson's condition. 

However, the fact that the deterioration coincided w.ith the regular administration of 

Oramorph points to an alternative explanation, namely ·the side effects of opiate 
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medication. The side effects would include sedation leading to lack of responsiveness, 
1 

and reduced ability to expectorate which could explain the 'bubbling' respiration. 

In the afternoon of 16/10/98, the nursing staff noted that Mr Wilson was 'very 

bubbly', and that diamorphine by syringe driver had been commenced (265]. The dose 

began at 16.10 pm, and the prescription was written by Dr Barton [262]. The bubbly 

chest may have been explained by morphine. Hyoscine was also prescribed by syringe 

driver, rnidazolam being added on 17/10/98, the dose of diamorphine being increased 

to 40 mgs on 17/10/98 [278], and on the 18/i0/98 t6.60mgs [262] .. 

2. Prescription of opiates and sedatives. In the case of Mr Wilson was· his prescribing in 

accordance with his clinical need? 

Mr Wilson was receiving soluable paracetamol four times daily from 30/09/98 until . . . 

the morning of 14/10/98, prior to his transfer to Dryad ward (114, 115]. He had 

received 2.5-Smg morphine on 23-24/09/98 and 2.5mg on 3/10/98 and 5/10/98 

[106.107], and he had also received codydramol until the paracetamol had been 

started. Although he did have pain throughout his stay in Queen Alexandra Hospital, it 

appears to have been reasonably well controlled by 13/10/98: The nursing record 

indicates that he had no complaints about pain cm 13/10/98. nor on the· morning of 

14/10/98 [37]. Neither the medical or nursing records from Dryad ward mention an 

increase in pain later on the 14/10/98 [179, 265], although the nursing notes on 

15/10/98 state that the Orarnorph was for pain in the arm. On the information 

contained in the records, therefore, the commencement of Oramorph was not 

. adequately justified. · 

The commencement of subcutaneous diamorphine on 16/10/98 followed a decline in 

Mr Wilson's condition, the cause of which was not clear [179]. The nursing records 

mention that the reason for commencing diamorphine by syringe driver was explained 

. to the family, but the reason itself is not recorded in the records. An alternative 

approach to the decline on. 16/10/98 would have been to stop the Oramorph and 
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observe whether Mr Wilson improved. For some reason which cannot be found in the 

records, it had been concluded that Mr Wilson was not going to recover and that 

terminal care· was the appropriate course of action. Hyoscine was also prescribed, and 

I assume the intention was to control secretions. The dose of hyoscine was increased 

in accordance with the problems caused by the secretions (which were recorded as 

'copious' on 17/10/98 [265]). The dose of diamorphine was increased, and midazolam 

was added, although the records do not explain the reasons for these prescribing 

decisions. 

2. Leaving hospital alive. In my statement (080904) I had referred to patients who were 

administered opiates and eventually died who may have rec_overed and left hospital had they 

not received this medication. The issue to be addressed was whether, in my opinion, Mr 

Wilson fell into this category. 

The comment referred to from my statement (080904) is: 

As made clear in the report, I became concemed about aspects of care at Gosport 

War Memorial Hospital, including aspects of the care provided by Dr Barton. I 

concluded that it was probable that a small number of patients who had been given 

opiates and haddied might, if they had not been given opiates, have sufficiently 

recovered to be discharged from hospital eventually. An attitude or culture of limited 

hope and expectations of recovery appeared to have existed at the hospital. I was 

unable to identify when this culture had .first gained hold at the hospital arid it may 

: have existed before Dr Barton 's appointment in 1988. In addition, I have not 

identified the underlying motivations responsible for this culture. 

When Mr Wilson was transferred from Queen Alexandra· Hospital to Dryad ward, he 

was in need of nursing and medical care and at risk of falling until fully mobilised. A 

short spell in a long terin NHS bed was regarded as appropriate when he was reviewed 

on the ward round on 13/10/98 [177,178]. He appeared to be making some progress, 
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with improved renal function, less pain, and improvement in some of the measures of 

liver function [178]. He s,ti!I had significant problems, however, including difficulty 

in moving and oedema [81]. Nevertheless, the Queen Alexandra Hospital records do 

not indicate that death was expected in the near future- with appropriate care, gradual 

mobilisation was anticipated. Yet shortlyafter admission to Dryad ward, he was 

comme~ced on regular Oramorph. 

8. OPINION . ~· . 

1. Certified cause of death. In this case, was the certified cause of death supported by the 

.medical history of the patient? 

In my opinion, Mr Wilson had liver dysfunction but not full blown failure. His liver 

dysfunction did not cause death. In the presen~e of other life-threatening conditions, 

the liver dysfunction may impair the ability to recover, and it would have been 

reasonable to mention on the death certificate that Mr Wilson had chronic Jiver 

disease. The cause of his liver disease - alcohol - was not· mentioned on the 

ceritificate . 

Mr Wilson did not have renal failure. He did hav~ abnormal blood test results after 

his admission to hospital, but these improved with rehydration. Mr Wilson probably 

did have cardiac failure. There may have been other conditions as · welL 

' Haemoglobin estimations during his admission to Queen Alexandra Hospital had 

indicated mild anaemia. If this condition had deteriorated, the heart failure would 

also have become worse. However, I think this is rather unlikely since he was being 

closely observed in Queen Alexandra Hospital and signs of increasing anaemia 

would almost certainly have been recognised. Evidence of bleeding would have 

been noted if it had occurred. There is no convincing -evidence in the records to 
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confinn a diagnosis of myocardial infarction· such as history· of chest pain, raised 

cardiac enzymes or ECG evidence. One could also speculate about possible 

occurrence of some unsuspected condition. However, despite all these spec~lations, 

it has to be acknowledged that his decline was associated with the regular 

· administration of morphine, and was responded to by administration of diamorphine 

by syringe driver. The reason for commencing Oramorph is not recorded in the 

medical notes [ 179]; in particular, the reasons for not using a non-opiate drug for 

pain relief are not given. Even if Mr Wilson did have pain from the fracture that was 

not controlled by paracetamol, regular does of lOmg of oral morphine would not. 

have been the appropriate treatment. Other non-opiate or weak opiate medication 

should hav.e been used first. If these medications had failed to adequately reduce the 

pain, a low dose of morphine (2.5-5mg) as had been used in the early days of his 

admission might have been reasonable. Although Mr Wilson did _have congestive 

cardiac failure, therefore, his death would have been hastened by opiate 

administration and the path to death may well have been initiated by the 

commencement of Oramorph on 14/10/98 . 

It is important to note that the general standard of completion of death certifica~es is 

unsatisfactory. For example, in a review of 1000 counterfoils of certificates in one 

teaching hospital in 1999-2000, only 55% of certificates had been completed to a 

minimally accepted standard (Swift and West, 2002). Of the remaining certificates, 

25% had incomplete data, in 11% the part IT section had be~n used inappropriately, 

and 9% were illogical or inappropriate. In her third report from the Shipman 

Inquiry, Dame Jariet Smith observed: A further problem with the current system is 

that the quality of certification is poor. Doctors receive little training in death 

certification. (paragraph 17, page 4, Shipman Inquiry). The standard of completion 
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of the death certificate in Mr Wilson's case should therefore be regarded as fairly 

typical. Although Mr Wilson did not have renal failure, the history. of recent 

abnormal renal function tests prompted use of this diagnosis; the mention of liver 

failure was probably a convenient way of describing the impaired liv~r function. 

2. Prescription of opiates and sedatives .. In the case of Mr Wilson was his prescribing in 

accordance with his clinical need? 

The records do not contain information to explain why opiates were commenced. 

On the basis of the records alone, therefore, the prescribing of opiates was not 

indicated. The sedative midazolarn was prescribed to accompany the diamorphine in 

the syringe driver, although thereason for the addition of midazolam is not given in 

the medical or nursing records. 

The Palliative Care Handbook, fourth editicm, published by the ·Portsmouth 

Healthcare NHS Trust, Portsmouth Hospitals NHS Trust and the Rowans 

(Portsmouth Area Hospice) in 1998 reproduces the WHO analgesic ladder in which 

step 1 (mild pain) involves the use of non opioids such as paracetamol, step· 2 

(moderate pain) weak opioids such as cocodamol [codeine and paracetamol], and 

step 3 (severe pain) strong opioids such as morphine. In Mr Wilson's case, 

medication for pain moved from step l.to step 3 without any explanation. Hyoscine 

hydrobromide 0.4-2.4 mg over 24 hours by syringe driver is recommended in the 

Handbook for reducing secretions and is noted to be an excellent sedative. 

Midazolam 5-60mg over 2~ hours is described as a sedative, higher doses to be used 

only for terminalsedation. The Handbook also indicates that a total daily dose of 

30mg of morphine would be equivalent to lOmg of diamorphine by syringe driver in 

24 hours. 
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The Handbook recommends starting morphine at a low dose and increase gradually 

according to need. This policy was applied in Queen Alexandra Hospital when 

occasional low (2.5-Smg) doses of morphine were needed early in Mr Wilson's 

admission: On Dryad ward, however, the starting dose was lOmg; on the 15/10/98 

· he had three doses of lOmg, and one at 10 pm of 20mgs (the time of this dose 

appears to be 22.00 hrs in the prescription record but is given as 24.00 hrs in the 

nursing record). This is a significant amount of opiate, more than would have been 

indicated even if step 2 of the WHO analgesic ladder had been tried first, and I 

would have expected sedation and drowsiness to occur. 

My September 1998 copy of the British National Formulary (BNF; issue 36) notes 

that morphine 'may precipitate coma in hepatic impairment (reduce dose or avoid 

but many such patients tolerate morphine well); reduce dose or avoid in renal 

impairment' (page 201). It also states that in palliative care these cautions should not 

necessarily be a deterrent to the use of opioids. 

·The use of hyoscine to reduce secretions is common practice. Opiates can suppress 

the cough reflex, which reduces the ability to clear secretions (Schug and Cardwell, 

2003). It also occurs in people who are too weak to expectorate effectively 

(Twycross and Lack, 1990). Midazolam, a benzodiazepine sedative, can be added to 

hyoscine if repeated administration of hyoscine leads to an agitated or confused 

state. 

3. Leaving hospital alive. In my statement (080904) I had referred to patients who were 

administered opiates and eventually died who may have recovered and left hospital had they 

) 
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not received this medication. The issue to be addressed was whether, in my opinion, rvfr 

Wilson fell into this category. 

In judging whether rvfr Wilson might, if Oramorph had not been initiated on transfer 

to Dryad ward, eventually left Gosport War Memorial Hospital, several 

qualifications must be made. I am reliant on the hospital records only; records are 

often incomplete and I have not sought or obtained any information directly from 

the doctors, nurses, other staff or relatives who were involved in caring for Mr 
·- .. , .. 

Wilson in the last days of his life. It is also difficult to predict with certainty the 

course of recovery·that a patient will follow, especially when the patient is elderly 

and has a complex mix of several serious clinical problems, as did _Mr Wilson. In 

addition to deterioration of existing conditions, new and unexpected problems can 

arise, including for exa_mple myocardial infarction [179]. It is also impossible to be 

certain about the pegree of recovery, and whether the patient would have ~een fit for 

discharge to their own home or whether residential or nursing accommodation· 

would be required. Bearing these qualifications in mind, in my opinion, Mr Wilson 

did fall into the category of patients who might have left hospital alive if the 

Oramorph had not been commenced on transfer to Dryad ward . 
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10. EXPERTS' DECLARATION 

· 1. I understand that my overriding duty is to the court, bo~h in preparing reports and in 
giving oral evidence. I have complied and will continue to comply with that duty. 

2. I have set out in my report what I understand from those instructing me to be the 
questions in respect of which my opinion as an expert are required. . 

3. I have done my best; in preparing this report, to be accurate and complete. I have 
. mentioned all matters which I regard as relevant to the opinions I have expressed. All 

of the matters on which I have expressed an opinion lie within my field of expertise. 
4. I have drawn to the attention of the court all matters, of which I am aware, which 

might adversely affect my opinion. . 
5. Whe.rever I have no personal knowledge, I have indicated the source of factual 

information. 
6. I have not included anything in this report· which has been suggested to me by anyone, 

including the lawyers instructing me, without forming my own independent view of 
the matter. 
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7. Where, in my view, there is a range of reasonable opinion, I have indicated the extent 
of that range in the report. 

8. At the time of signing the report I consider it to be complete and accurate. I will notify 
those instructing me if, for any reason, I subsequently consider that the report requires 
any correction 9r qualification. 

9. I understand that this report will be the evidence that I will give under oath, subject to 
any correction or qualification I may make before swearing to its veracity. 

10. I have attached to this report a statement setting out the substance of all facts and 
instructions given to me which are material to the opinions expressed in this report or 
upon which those opinions are based. · 

11. STATEMENT OF TRUTH 

I confirm that insofa~ as the facts stated in my report are within my own knowledge I 
have made clear which they are and I believe them to be true, and the opinions I have 
expressed represent my true and complete professional opinion. 

Signature: _________________ Date: --------
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SUMMARY OF CONCLUSIONS 

.. Mrs Elsie Lavender was an 84 year-old lady admitted to the Haslar Hospital on 51
h 

February 1996 following a fall and then transferred to Gosport War Memorial. 
Hospital on 261

h February "1996. She had long-standing problems with diabetes, a 
peripheral. neuropathy, poor eyesight and registered blind.· After admission she is 
found to be doubly incontinent,- totally dependent with a probable quadriplegia, 
constant pains· down her shoulders and arms and is found to have serious and 
unexplained abnormalities in various blood tests. 

In the Gosport War Memorial Hospital, she fails to make any improvement, 
-·····deteriorates with a·bed sore that eventually becomes ·black and blistered. She. 

receives pain relief and palliation for her deteriorating physical condition including 
• subcutaneous Diamorphine and Midazolam and dies on 61

h March 1996. 

The expert opinion is: 

Mrs Elsie Lavender provides an example of a very complex and challenging 
problem in geriatric medicine. lt included multiple medical problems and 
increasing physical dependency causing very considerable patient distress. 
Several doctors, including Consultants, failed to make an adequate assessment 

· of her medical condition. · 

The major problems in this lady's case are the apparent lack of medical 
assessment and the lack of documentation. Good Medical Practice (GMC 
2001) states that "good clinical care must include an adequate assessment of 
the patient's condition, based on the history and symptoms and if necessary an 
appropriate examination" ..... "in providing care you must, keep clear, accurate, 
legible and contemporaneous patient r·ecords which report the relevant clinical 
findings, the decisions made, the information given to patients and any drugs or 
other treatments prescribed". "Good clinical care must include- taking suitable 
and prompt action necessary'' ... "referring the patient to another practitioner, 
when indicated'' ..... "in providing care you must- recognise and work within the 
limits of your professional competence .... " .... "prescribe drugs or treatments, 
including repeat prescriptions, only where you have adequate knowledge of the 
patients health and medical needs". The major gaps in the written notes, as 
documented in my report, represent poor clinical practice to the standards set 
by the General Medical Council. In this case, I believe that the overall episode 
of medical care provided between Haslar and Gosport Hospital was negligent in 
that an inadequate assessment and diagnosis of this lady's conditions was 
made. If it was, it was never recorded. The lack of any examination at Gosport, 
the lack of any comment on the abnormal blood test make it impossible to 
decide if the care she subsequently received was sub optimal, negligent or 
criminally culpable. lt seems likely to me that she had several serious illnesses, 
which were probably unlikely to be reversible, and therefore, she was entering 
the terminal phase of her life at the point of admission to Gosport Hospital. 
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However, without proper assessment or documentation this is impossible to 
prove either way. · 

The initial symptomatic management of her terminal illness was appropriate. 
The prescription of the Diamorphine on the 261

h February (never given) and the 
excessive doses of medication used 1n the final36 hours was, in my view, sub 
optimal drug management. These may have been given with the intention of 
shortening life at the final phase of her terminal illness. However, I am unable 
to satisfy myself beyond reasonable doubt this did hasten death by anything 
other than a short period of time (hours to a few days). 

1. INSTRUCTIONS 

GMC1 00096-0813 

To examine. the medical records and comment upon the standard of care afforded 
to the patient in the days leading up to her death against the acceptable standard of 
the day. Where appropriate, 1f the care is felt to be sub-optimal, comment upon the 
extent to which it may or may not disclose criminally culpable actions on the part of 
individuals or groups. 

2. ISSUES 

2.1. Was the standard of care afforded to this patient in the days leading up 
to her death in keeping with the acceptable standard of the day. 

2.2. If the care is found to be suboptimal what treatment should normally 
have been proffered in this case. 

2.3. If the care is found to be suboptimal to what extent may it disclose 
criminally culpable actions on the part of individuals or groups. 

3. CURRJCULUM VJTAE 

Code A 
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Code A 
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,_ 

Code A 
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Code A 

• 

7 



GMC1 00096-0819 

Version4 of complete report 19th March 2005- Elsie Lavender 

Code A 
:ce 

8 



GMC1 00096-0820 
-------~~ ---------

Version4 of complete report L91h March 2005- Elsie Lavender 

e 
\. 

Code A 

9 



Version 4 of complete report i91h March 2005- Elsie Lavender 

Code A 

4. DOCUMENTATION 

This Report is based on the following documents: 

[1] Full paper set of medical records of Elsie Lavender 

[2] Full set ·of medical records of Elsie Lavender on CD-ROM. 

[3f0peration Rochester Briefing Document Criminal Investigation Summary. 

[4] Hampshire Constabulary Operation Rochester Guidance for Medical 

Experts. 
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[5] Hampshire Constabulary Summary of Care of Elsie Lavender ' ' 

~6] Commission for Health Improvement Investigation Report on 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2002). 

[7] Palliative Care Handbook Guidelines on Clinical 

Management, Third Edition, Salisbury- Palliative Care Services (1995); . 

Also referred to as the 'Wessex Protocols.' 

[8] Medical report prepared by Or James Gillespie 

5 CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to 

the page of evidence, the numbers with 'H' in front are the Haslar notes, 'M' 

in front are the microfilm notes). 

5.1. The Gosport notes record that Mrs Lavender was c:t insulin dependent 
diabetes mellitus since the 1940's (53). She is referred to the Diabetic 
Service because of more troublesome hypoglycaemia in 1984 (65). 

5.2. 

In 1985 she is known to have a mil6 peripheral neuropathy (73). Her 
· weight in 1988 is 85 kgs (73) and in 1987 her weight is 89 kgs (77). 
By 1988 she has very poor eyesight (47M). She is also documented 
to have high blood pressure in 19B6 (29). · 

Elsie Lavender was admitted to Haslar hospital on 5th February 1996 
through A&E having had a fall at home (H15, H16). She is recorded · 

· as having right shourder tenderness (H25} is moving all four rimbs 
and her cervical spine is thought to be normal, written as (CX spine-J) 
(H16). The notes record that x-rays were taken of her skull and both 
shoulders (H24): In a subsequent neurological examination, she is 
noted to have reduced power 3/5, cannot move her right fingers and 
has an extensor right plantar (H24). A Barthel on the 51

h (H631) is 
recorded as 5/20. 

Her past medical history is noted as insulin dependent, diabetes 
mellitus for 54 years (age 29) appendicectomy and a hysterectomy. 
She is noted to have previous collapses in the past (H4 7) but without 

·weakness, although her clerking in 1995 (H48) suggested that she 
might have had some sensory loss and a mild diabetic peripheral 
neuropathy. Her Barthel in 1995 was 14/20 (H495) and she was 
able to mobilise at that stage with a walking stick (H497). She had 
diabetes, eye disease, was registered blind in 1988 (H 97). She had 
hypoglycaemic episodes going back many years (H 71) and 
pneumonia in 1985 (H317). 

11 
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On transfer to the ward, both her legs are noted to be weak 4/5 (H35) 
no sensory loss is noted. The notes also state she does not normally 
go upstairs and her bed is downstairs (H29). However; her son· 
stated that a large pool of blood was found at the top of the stairs 
{H37). She apparently goes out once a week with her son is forgetful 
but not confused (H39). 

FoHowing admission, she is seen by a physiotherapist (157) who 
notes pain in both shoulders, can only stand with two people and is 
now having to be fed, washed and dressed, when previously 
independent. 

No further neurological examination is recorded by the Haslar 
medical team and she is referred to Or Lord ·on 131

h February (H159)'. 
Or Lord sees her and confirms that she still has bilateral weakness of 
both arms and legs (H 163) and finds that her left plantar is extensor 
(H163) confirmed in" his letter (H253) but is not sure about the right 
plantar which has previously been found to be extensor. 

The importance of this finding is that it suggests that she has a 
bilateral neurological event in the brain, brain stem or spinal cord 
somewhere above the thoracic spine. 

Or Lord records "probable brain stem CVA" ........ "she has had her 
neck x-rayed, I assume it was normal" (H167). 
I was unable to find any x-ray request recorded in the notes for a 
cervical spine, nor any reports of an x-ray of a cervical spine or 
indeed reports on the x-rays that were recorded as being requested 
(i.e. the skull and shoulder x-rays). 

Or Lord notes her mild anaemia of 9.7 with an MCV of 76.5 (H17) and 
says that he will consider investigation into anaemia later (H164). 
Abnormal blood tests are also available in the notes on glh February 
(H609) an albumin of 32, a Gamma GT 128 and Alkaline 
Phosphatase of 362. No investigations are done to determine 
whether these are a hepatic effect of her diabetes or a mixture of 
prob!ems with the a raised alkaHne phosphatase potentially coming 
froni a fracture. 

On the 201
h February Mrs Lavender is again seen by a 

physiotherapist (H165), her bilateral shoulder pain is again 
documented-and she needs two to transfer. Reviewing her drug 
charts (H684 and H690) she receives regular analgesia comprising 
Co-proxamol and Dihydrocodeine all through her admission. 

l2 
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5.3. The medical notes in Gosport (45M) 22nd February 1996 state.that 
she "fell at home from the top to the bottom of the stairs and had 
lacerations on her head". lt also states that she has severe 
incontinence and leg ulcers. Once in Gosport there is no rigorous 
clerking of the patient and no examination recorded. In some of the 
nursing cardex there is a series of assessments confirming that this 
lady is highly dependent. She has no mobility and bed rest is 
maintained all through her stay (1 00 -1 01 ). She has leg ulcers both 
legs (1 07 - 1 09). She is catheterised throughout, although there is no 
suggestion that she had a catheter prior to her admission to hospital 
(111). She has a sacral bed sore noted; "a red and broken sacrum 
on 21 51 February" (115) and this progresses to a black and blistered 
bed sore on the 27th February (115). She is thought to be 
constipated on a assessment, then continually leaks faeces 
throughout her admission (119). 

5.4. Barthel is documented at 4/20 on 22nd February (165) (i.e. grossly 
dependent). Her mental test score is normal 1 0/10 on the same date 
(165). Lift handling score (171) also confirms high dependency. 

5.5. lnvestiga1ion tests reported on 23'd February 1996 find that she has a 
normal haemoglobin of 12.9 with a slightly reduced mean cell volume 
of 75.6 and gross thrombocytopenia (a low platelet count) of 36,000 
(57M). The report on the film (5BM) shows that this is a highly 
abnormal full blood count with distorted red blood cells and 
po~chromasia. A repeat blood film is suggested. This is repeated on 
27 February (57M) and thrombocytopenia is now even lower at · 
22,000. The urea is normal at 7.1 on 23rd February but has increased 
and is abnormal at 14.6 on 2ih February (187). Her alkaline 
phosphatase is 572 (over 5 times the upper limit of normal) her 
albumin is low at 32 (187). No comment is made on any of these 
significantly abnormal blood tests in any of the Gosport notes, though 
the .low platelet count is noted in nursing summary on 23rd February 
("151). The platelet count had been normal at 161 on admission to 
the Haslar (H17). · 

5.6. An MSU (59M) sent on 51
h February showed a heavy growth of strep 

faecalis there are no other MSU or other·blood culture results in the 
notes. 

5.7. Medical progressiol} (documented on pages 45M and 46M) is of 
catheterisation and treatmef1t for a possible U.T.I on 23rd February. 
On 26th February, a statement that the patient is not so well and the 
family were seen regarding progress. Nursing cardex reports (153) a 
meeting with the son occurred on th_e 24th February and state "son is 

13 



GMC1 00096-0825 

Version 4 of complete report 19"' March 2005- Elsie Lavender 

happy for us just to make Mrs Lavender comfortable". "Syringe driver 
explained". 

5.8. The medical notes on sth March say deteriorated further, in some 
pain, therefore start subcutaneous analgesia. On 61

h March . 
"analgesia commenced, comfortable overnight I am happy for the -
night staff to confirm death". lt is then confirmed at 21.28 hours on 61

h 

March. 

5.9. The nursing care plan first mentiOf!S significant pain on 27th February 
- (95) and describes pain on most days up until 5th March where the 
'p·a;n··;s·uncontrolled and the patient is distressed, at which point a. 
syringe driver is CO!l1menced (97). On 61

h March pain is controlled. 

5.10. 

5.11. 

Drug management in Gosport. I shall concentrate on the use of 
analgesia. Throughout the patient received appropriate doses of 
insulin, Co-amilofruse (a diuretic), Digoxin, Iron and steroid inhalers 
up unto the last twelve hours. She also received a course of· 
Trimethoprim (an antibiotic) between 23'd and 2ih February. 

Morphine slow release (MST) (67M)was started at 10 mgs bd on the 
24th February and is given until 261

h February when MST 20 mgs bd 
(145)is started, this continues. until the 3'd March.- On 4th March 
Oramorph 30 mgs bd is written up and given during 41h March (139). 
On 51

h March Diamorphine is written up 100 - 200 mgs subcut in 24 
hours (137). i 00 mgs is prescribed and started at 08.30 in the 
morning,.together with Midazolam 40 mgs {137) (61 M). Midazolam 
had been written up at 40 - 80 mgs subcut in 24 hours. Diamorphine 
and Midazolam pump is filled at 09.45 hours (61 M) on 6th March · 
together with another 40 mgs of Midazolam. 

5.12. When admitted into hospital Dihydrocodeine PAN for pain had been 
written up together Hyoscine. Diamorphine 80- 160 mgs subcut in 
24 hours was written up on 261

h February together with Midazolam 40. 
- 80 mgs in 24 hours subcut, but these drugs were never prescribed 
(141). . . 

5.13. The notes document (for example page 65M) Dr Lord was the 
consultant responsible for this patient although the patient only 
appears to have been seen medically at any stage by Dr Barton, and 
a different consultant Or Tandy saw the patient in the Has/ar Hospital. 

6. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 
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6.1. This section will consider whether there were any actions so 

6.2. 

6.3. 

6.4. 

serious that they m[ght amountto gross negligence 0r any 
unlawful acts, or deliberate unlawful killing in the care of Elsie 
Lavender. Also whether there were any actions or admissions 
by the medical team, nursing staff or attendant GP's that 
contributed to the demise of Mrs Lavender, in particular, whether 
beyond reasonable doubt, the actions or omissions more than 
minimally, negligibly or trivially contributed to death. 

In particular I have discussed: 
a) Her medical conditions 
b) Whether she had become terminaiJy i1l·duting .. her admission . 
c) Whether the treatment that was then provided·was 

appropriate. 
. . 

Mrs Lavender had a number of serious underlying medical 
conditions. The most serious of which was her insulin dependent 
diabetes mellitus going back to the 1940's complicated by 
hypoglycaemia's, which had led, to falls on previous occasions, 
peripheral neuropathy which may also contribute to falls and with 
a combination of diabetes and other processes she had become 
registered blind. She also had documented frailty prior to 
admission, tor example, already having moved her bed 
downstairs with an exercise tolerance of 10 yards with a stick. 
Her son was documented to do her shopping (11 ). However, she 
was still living alone, was only documented to have stress 
incontinence (11) and was cognitively intact (MTS 1 0/1 0) {165). · 

She was then admitted to Haslar Hospital having had a fall, 
which was from the top to the bottom of the stairs. No 
explanation is given as to how she was at the top of the stairs, if 
she was already set up with her bed downstairs at home. 
Following this she is documented both at the assessment at 
Haslar Hospital and then on admission to Gosport Hospital as 
being severely dependent. She cannot use her arms properly, 
her hands and wrists are noted to be weak and she cannot stand 
and walk, she is so inconti(lent she needs·a catheter and she has 
continual faecal leakage. Barthel is 4/1 0. 1 believe ·this lady was 
misdiagnosed and had quadriplegia from a high cervical Spinal 
cord injury secondary to her fall. This diagnosis appears to have 
been missed by all the doctors who saw her. Although the A&E 
notes in Haslar state ''cervical spine normal" (H18}, presumably 
on clinical, not x-ray, grounds. Also Or Tandy mistakenly 
believ~s she had her neck x-rayed and it was normal (H"\63}. 
No-one checks this statement is c.orrect. 
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6.5. Other on-going serious medical problems have also not been 
explained. She has a documented low platelet count on 
admission to Gosport, which on repeat is extremely low and at a 
level that makes life threatening bleeding at any time quite 
probable. The blood film is also highly abnormal which suggests 
that there is now some systemic fllness going on, probably 
involving this ladis bone marrow. In the absence of infection or 
a likely drug culprit, then cancer involving the bone marrow would 
be a possibility. She also has a very rapidly rising alkaline 
phosphatase, which suggests either liver, or bone pathology. No 
other information is now available that would help me clarify this 

6.6. 

6.7. 

· ·· ·· •····· .. further;-·· 

I would have expected that these very abnormal blood tests 
would have been reviewed and commented on by the doctor in 
charge of the case. There is no point in undertaking 
invest1gations if the resufts are ignored. The blood results appear 
to be complex to interpret and I would have expected a clinical 
assistant or General PractiUoner to have taken advice from the 
consultant in charge of the case as to their relevance and 
whether further action was required. If further discussion did take 
place or the results were properly looked at, this is simply not 
recorded in the notes. 

Other evidence that this lady was frail and ill is provided by the 
pressure sore which appears·to deteriorate during admission and . 
a low albumin documented on admission. 

In my view this lady received a negligent medical assessment in 
both Haslar and Gosport. In particular she was not examined on 
·admission to Gosport, or if she was it was not documented in the 
notes. Thus no medical explanation beyond the "possible brain 
stem CVA" is made. This would not explain all her physical 
symptoms, or her profound neurological·deficit. Also no medical 
diagnosis was made for pain that she continually complained of 
down her arms, which again would fit with a high cervical Spinal 
cord fracture or similar injury. Also, no attempt was made to 
determine why this lady had a very low platelet count and rising · 
alkaline phosphatase. Without making an adequate medical 
assessment it, is impossible to pfan appropriate management. 
The lack of an adequate medical assessment and adequate 
documentation make it very difficult to be certain as to what 
treatment should normally have been given. 

Good medical practice (GMC, 2001) states that "good clinical 
care must include an adequate assessment of the patient's 
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6.8. 

condition, based on the history and symptoms, and if necessary, 
an appropriate investigation" .... "In providing care you must, 
keep clear, accurate, legible and contemporaneous patient 
records, which report the relevant clinical findings, the decisions 
made, the information given to patients and any drugs or other 
treatments pres.cribed". The major gaps in th.e written notes as 
described above represents poor clinical practice to the standard 
set by the General Medical Council. 

There can be no doubt though that the family, Or Barton and the 
nursing staff all recognised this lady was seriously ill. Although 
the qoctors fail to come to a diagnosis and theretore.could not 
determine whether there was any treatable underlying problem. 
Evidence for this is that there was already discussion, within 2 
days of admission, with the family about prognosis for recovery 
and how best to manage her illness. A syringe driver was 
already being discussed with the family on 241

h February. Indeed 
all the markers of illness I have found, suggest this lady was very 
seriously ill. 

6.9. Even if a high cervical Spinal cord fracture had been diagnosed; 
the potentia] for neurosurgical intervention in an elderly lady with 
diabetes is low and treatment with prolonged immobilisation has 
a very high mortality rate in itself. The unexplained low platelet 
count also suggests other significant serious pathology, which 
was never diagnosed, and on top of this we have somebody who 
needs all care and has leg ulcers and pressure sores. In my 
view, there were only two options open at this stage, a) to get a 

6.10. 

·further specialist opinion or b) treat symptomatically and provide 
palliative care. 

In view of the complexity of the medical problems, it would have 
been wise and appropriate to have obtained a further specialist 
opinion, probably from the consultant in charge of the case 
before deciding this lady was definitely terminally ill. ·1 can see no 
evidence in the notes that this was considered. 

If there was a failure to obta.in further specialist opinion I believe 
this would be poor clinical practice to the standards set by the 
General Medical Council. · 

lt was appropriate though to provide pain relief for someone who 
was both apparently in pain and distressed with loss of totally 
bodily function. To start MST at a normal low dose on the 24th 
February was appropriate. 
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6.11. If the pain was not resolved, increasing the dose to 20 mgs bd on 
both the 26th February adding the Oramorph 30 mgs bd on 4th 
March were all appropriate symptomatic responses. 

6.12. An unusually large dose of Diamorphine (80 ·_ 160 mgs subcut in 
24 hours) is written up oh the 26th February on the PRN (as 
required prescriptions) section of the drug chart. Midazolam 80 ~· 

mgs subcutis also written up PRN. Although never prescribed, 
there is·no justification in the notes for why such an apparently 
large dose of Diamorphine was written to be given if needed. 

6.13. I have little doubt this lady was moving to a terminal phase of her 
illness by the 51

h March. There had been no improvement in her 

- quadriplegia, she remained faecally incontinent, the nursing 
cardex documents increasing pain, her platelet count has fallen 
further and her urea has doubled to 14.6 (187). At this stage a 
decision to start Diamorphine 100 mgs once a day 
subcutaneously and 40 mgs once a day Midazolam is made. 

6.14. Midazolam is widely used subcutaneously in doses from 5 - 80 
mgs for 24 hours and is particularly used for terminal 
restlessness. The dose of Midazolam used was 40 mgs for 24 
hours, which is within current guidance, although many believe 
that elderly patients may need a lower dose of 5- 20 mgs per 21 
hours. (Palliative Care. Chapter 23 in Brocklehurst Text Book of 
Geriatric Medicine, 61

h Edition 2003). 

6.'15. The Diamorphine was specifically prescribed for pain and is 
commonly used for pain in terminal care, Diamorphine is 
compatible With Midazolam and can be mixed in the same 

;(~ 
syringe driver. The dose of Diamorphine actually prescribed was 
100 mgs in 24 hours. At that time Mrs Lavender was receiviflg 
60 mgs· a day of Oramorphine. Diamorphine subcutaneously is 
usually given at a maximum ratio of 1 :2 (i.e. up to 30 mgs of 
Diamorphine in 24 hours for 60 mgs of Oramorphine). f'Nessex 
Guidelines). However her pain was not controlled and it would 
be appropriate to give a higher dose of the Diamorphine. 
Conventionally this would be 50% greater than the previous 
days;· (Wessex Guidelines) some people might give up to 100%. 
Thus a: starting dose of Diamorphine of 45- 60 mgs in 24 hours 
wou!d seem appropriate .. Mrs Lavender actually was prescribed 
·a minimum dose of 1 00 mgs of Diamorphine, in my view 
excessive. 

6.16. Diamorphine is compatible with Midazolam and can be used in 
the same syringe driver. lt is documented above though that she 
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6.17. 

6.18. 

7. OPINION 

received a high dose of Midazolam and an excessive, and in my 
view, inappropriately large dose of Diamorphine. Together these 
drugs are likely to have caused excessive sedation and 
respiratory depression. However there is no evidence in the 
notes to prove these complications occurred. 

Mrs Lavender is documented to be comfortable on the ath and 
dies approximately 36 hours after the Midazolam and 
Diamorphine pumps were started. 

The prediction of how long .a terminally ill patient will live is 
virtually impossible and even Palliative Car~?. ~xperts show 

·· enormous variation (Higginson I J and Costantini M. Accuracy of 
Prognosis Estimates by 4 Palliative Care teams: A prospective 
cohort study: BMC Palliative Care 2002 1 :1.) 

The doses of Midazolam and Diamorphine used were in my 
opinion exc~ssively h!gh and may have been prescribed with the 
intention of deliberately shortening the terminal phase of her life. 
However, I can not find evidence to sati.sfy myself the standard of 
"beyond reasonable doubt", they had the definite effect of 
shortening lier life in more than a minqr .fashion of a few hours to 
a few days. 

GMC1 00096-0830 

7.1. Mrs Elsie Lavender provides an example of a very complex and challenging 
problem in geriatric medicine. lt included multiple medical problems and 
increasing physical dependency causing very considerable patient distress. 
Several doctors, including Consultants, failed to make an adequate 
assessment of her medical condition. 

7.2. The major problems in this lady's case are the apparent lack of medical 
assessment and the Jack of documentation. Good Medical Practice (GMC 
2001) states that "good clinical care must include an adequate assessment 
ofthe patient's condition, based on the history and symptoms and if 
necessary an appropriate examination" ..... "in providing care you must, 
keep clear, accurate, legible and contemporaneous patient records which 
report the relevant clinical findings, the decisions made, the information 
given to patients and any drugs or other treatments prescribed". "Good 
clinical care must include- taking suitable and prompt action necessary" ... 
"referring the patient to another practitioner, when indicated" ..... "in 
providing care you must - recognise and work within the limits of your 
professional competence .... " .... "prescribe drugs or treatments, including 
repeat prescriptions, only where you have adequate knowledge of the 
patients health and medical needs". The major gaps in the written notes, as 
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documented in my report, represent poor clinical practice to the standards 
set by the General Medical Council. .In this case, I believe that the overall 
episode of medical care provided between Haslar and Gosport Hospital was · 
negligent in that an inadequate assessment and diagnosis of this lady's 
conditions was made. If it was, it was never recorded. The lack of any 
examination at Gosport, the lack of any comment on the abnormal blood 
test make it impossible to decide if the care she subsequently received was 
sub optimal, negligent or criminally culpable. lt seems likely to me that she 
had several serious illnesses, which were probably unlikely to be reversible, 
and therefore, she was entering the terminal phase of her life at the point of · 
admission to Gosport Hospital. However, without proper assessment or 

· documentation this is impossible to prove either way. 

7.3. The initial symptomatic management of her terminal illness was appropriate. 
Tne prescription of the Diamorphine on the 261

h February (never given) and 
the exces~ive doses of medication used in the final 36 hours was, in my 
view, sub optimal drug management. These may have been given with the 
intention of shortening life at the final phase of her terminal illness. 
However, I am unable to satisfy myself beyond reasonable doubt this did 
hasten death by anything· other than a short period of time (hours to a few 
days). 

~. 

2. 

3. 

4. 

5. 
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9. EXPERTS' DECLARATlON 

1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 
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2. I have set out in my report what I understand from those instructing me 
to be the questions in respect of which my opinion as an expert are 
required. r 

3. I have done my best, in preparing this report, to be accurate and 
complete. I have mentioned all matters, which I regard as relevant to the 
opinions I have expressed. All of the matters on which I have expressed 

4. 

5. 

6. 

7. 

8. 

an opinion lie within my field of expertise. 
I have drawn to the attention of the court all matters, of which I am 
aware, which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicated the source of 
factual information. · 
I have not included.anything ir:'!Jbi!? W:PQrt,_,which has been suggested to 
me by anyone, including the lawyers instructing me, without forming my 
own independent view of the matter. . 
Where, in my view, there is a range of reasonable opinion, I have 
indicated the extent of that range in the report. 
At the time of signing the report I consider it to be complete and 
accurate, I will notify those instructing me if, for any reason, I 
subsequently consider that the report requires any correction or 
qualification: 

9, I understand that this report will be the evidence that I. will give under 
oath, subject to any correction or qualification I may make before 
swearing to its veracity. 

10. I have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 

10. STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own knowledge I 
have made clear which they are and I believe them to be true, and the opinions I 
have expressed represent my true and complete professional opinion. 

Signature: ______________ ~-- Date: ______ _ 

21 



GMC1 00096-0833 

·. ~ _,. - . "' : ..... '-~··....---



GMC1 00096-0834 

-· - ·-·-------



GMC1 00096-0835 

) 

Dr A.Wilcock Elsie Lavender (BJG30) Report 1st May 2005 

( -- REPORT 

·regarding 

ELSIE LAVENDER (BJC/30) 

( • 
PREPARED BY: Or Andrew Wilcock MB ChB FRCP DM 

Reader in Palliative Medicine and Medical Oncology 

AT THE REQUEST OF: Hampshire Constabulary 



GMC1 00096-0836 

Or A.Wilcock Elsie Lavender {BJC/30) Report 1st May 2005 

CONTENTS 

1. SUMMARY OF CONCLUSIONS 

2. fNSTRUCTlONS 

·:- .... , .... _.-
:. __ .. ~· "• '• .. 

·-· 4. BRIEF CURRICULUM VITAE 

5. DOCUMENTATION 

6. CHRONOLOGY/CASE ABSTRACT 

7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

8. OPINION 

9. LITERA TU RE/REFERENCES 

10.EXPERTS' DECLARATION 

11. STATEMENT OF TRUTH 

Page 2 of35 



·-' ·. 

GMC1 00096-0837 

Dr A.WHcock Elsie Lavender (BJQ30) Report 1st May 2005 

1. SUMMARY OF CONCLUSIONS 

Mrs. Lavender was a frail 83 year old with significant medical problems. She 

was admitted to the Royal Naval Hospital, Hasler, Gosporf following a fall 

down her stairs, following which she found it difficult to walk or move her 

hands or wrists. She complained of pain across her shoulders and down her 

arms. A hypoglycaemic episode (low blood sugar) was considered a possible 

cause of her fall. She was seen by Or Tandy 11 days later who documented 

some improvement in her mobility and ~bnormal neurological findings. Her 
I 

conclusion was that ·Mrs ·Lavender had ·suffered a brain stem stoke and she 

was transferred to Gosport War Memorial Hospital, Daedalus Ward for 

rehabilitation. 

During this admission, the medical care provided by Or Barton was 

suboptimal: there was a failure to keep clear, accurate, and contemporaneous 

patient records; there was inadequate assessment of Mrs Lavender's 

condition, in particular her pain; symptoms and signs that warranted an 

examination were not acted upon (e.g. search for a possible infection due to 

raised white cell count, increased blood sugars and insulin requirements; a 

neurological examination due to her increasing back pain, urinary retention; 

and faecal incontinence). The morphine prescribed for Mrs Lavender's pains, 

may have been inappropriate (the type of pains she had may not have been 

that responsive to opioids) or excessive (as the dose was increased or as her 

kidney function deteriorated) and the possible role this may have had in her 

deterioration was not considered. Treatments were continued that may have 

aggravated her condition (e.g. the diuretic). Ultimately Mrs Lavender was 

prescribed doses of diamorphine and midazolam that were excessive for her 

needs. 

If it ·were that Mrs Lavender had naturally entered the terminal phase of her 

life, at be~t Or Barton could be seen as a doctor who whilst failing to keep 

clear, accurate, and· contemporaneous patient records had in good faith been 

attempting to allow Mrs Lavender a peaceful death, albeit with what appears to 
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be an inappropriate and excessive use of medication due to a Jack of sufficient 

knowledge. However, in my opinion, based on the medical and nursing 

records, .there is reasonable doubt that Mrs Lavender had definitely. entered 

her terminal stage. Given this doubt, at worst, Or Barton could be seen as a 

doctor who breached the duty of care she owed to Mrs Lavender by failing to 

provide treatment with a reasonable amount of skill and care. This was to a 

degree that disregarded the safety of Mrs Lavender by not carefully assessing 

the possible causes of her decline that may have been reversible with 

appropriate treatment .(e.g. antibiotics for an infection, stopping the"diuretii:s, · 

reducing the dose of morphine) and unnecessarily exposing her to possibly 

inappropriate· and excessive doses of morphine and ultimately excessive 

doses of diamorphine and midazolam that could have contributed more than 

minimally, negligibly or trivially to her death. As a result Or Barton leaves 

herself open to the accusation of gross negligence. 

2. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 

afforded to the patient in the days leading up to her death against the 

acceptable standard of the day. Where appropriate, if the care is felt to be 

suboptimal, comment upon the extent to which it· may or may not disclose 

criminally culpable actio'ns on the part of individuals or groups. 

3. ISSUES 

3. 1 Was the standard of care afforded to this patient in the days leading up 

to her death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatl'!lent should normally. 

have been proffered in this case? 
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3.3 If the care is found to be suboptimal to what extent may it disclose 

criminally ~ulpable actions on the part of individuals or gro~ps? . 

4. BRIEF CURRICULUM VITAE 

Code A 
. ( -

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·ra£e-·s~·a-r:rs·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-,-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
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5. DOCUMENTATION 

This Report is based on the following documents: 

[1] Set of me~ical records on paper and CD-ROM of Elsie Lavender (BJC-30). 

[2] Set of medical records on paper of Elsie Lavender (JR-11A). 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4] Hampshire Constabulary Operation Roches~er Guidance for 

Medical Experts. 

[5] Commission for Health Improvement Investigation Report Ofl 

Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital 

(July 2092). 

[6] Palliative Care Handbook Guidelines on Clinical . 

Management, Third Edition, Salisbury Palliative Care Services (1995); 

Also referred to as the 'Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration of Medicines by Nursing Staff Policy (January. 

1997) .. 

ii) Prescription Writing Policy (July 2000). 

iii) Policy for Assessment and Management of Pain (May 2001 ). 

iv) Compendium of Drug Therapy Guidelines, Adult Patients {1998). 

v) Medicines Audit carried out by the Trust referred to as Document 54 on 

page 52 in the Chi Report (reference 6). 

[8] General Medical Council, Good Medical Practice (October 1995). 

[9] British National Formulary (BNF). Section on Prescribing in 

Terminal Care (March 1 995). 

[10] British National Formul.ary {BNF). Section on Prescribing in the 
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Elderly (March 1995). 

[11] Medical report regarding Elsie Lavender (BJC/30) Dr James Gillespie. 

6. CHRONOLOGWCASEABSTRACT 

Events at the Royal Naval Hospital 

Mrs Etsie Lavender, an 83 year old widow who lived alone, was admitted 

on the 51
h February 1996 to the Royal Naval Hospital, Hasler, Gosport 

. under th.~ Cpf~ of .~urgeon .c?.mry:~nder Taylor, following a fa[( down her 
; 

~tairs at home. Mrs Lavender had no recollection of the fall but a pool of 

,blood was found at the top of her stairs (page 154 of 695) and ·sne was 

found at the bottom. She sustaine~ a full thickness (down to the bone) 

laceration to her forehead that required suturing and·a more superficial one 

to her right shin, (page 145 of 695). She complained of pain in both 

shoulders, but not initially of neck or back pain (page 141 of 695) .. She 

reported that she was unable to move her ri.ght fingers. When examined by 

the casualty officer her cervical spine was apparently normal (page 141 of 

695), she was tender over the right shoulder and upper left arm (page 143 

of 695) and although able to move her right fingers the strength was 

reduced (graded 3/5; active movement against gravity (but not resistance)) 

The plantar reflex (elicited by firmly stroking up along the outer edge of the 

sole of the foot and across the base of the toes) was abnormal in her right 

foot as it was 'up-going', i.e. the big toe± other toes extend upwards, when 

normally they flex downwards (page 145 of 695). This suggests damage to 

the nerves responsible for muscle movements somewhere along their path 

from the brain and down the spinal cord. X-rays of her chest, skull and 

both shoulders were performed. All were regarded as normal (page 145 of · 

695). In his report, Or Gillespie ·states that the chest X-ray was essentially 

Page 7 of35 



Dr A.Wilcod:. 

GMC1 00096-0842 

Elsie Lavender (B}q30) Report 1st May 2005 

normal but that the skull x-ray was missing from the x-ray packet. Given 

the severity of the fall and uncertain nature of its cause, Mrs Lavender was 

admitted under the medical team for observation and investigation. Her 

past medical history revealed her to be an insulin dependent diabetic for 

many years, asthmatic, registered blind and to have atrial fibrillation {an . 

irregular heart rhythm). She had been admitted 11 months earlier following 

a collapse most likely due to hypoglycaemia (low blood sugar) (page 4 79 

of 695). A neuro,ogical examination carried o'ut by the medical senior . 

house officer reported normal tone, power 4!5 (active power against gravity 

and resistance (but reduced from normal)) in her arms 'and legs, and 'can 

move fingers and thumb' (page 152 of 695). No sensory deficit is recorded, 

but this may reflect a cursory examination; previously reduced sensation in 

Mrs Lavender's hands and feet had been found in keeping with damage to 

her nerves, most likely from her diabetes (pages 48, 295 of 695). Reflexes 

were recorded as normal in both her arms. In her legs, her knee reflexes 

were normal, both ankle reflexes were absent and her right plantar reflex 

was up-going (page 152 of 695). Results of blood tests suggested an iron-

deficiency anaemia with a haemoglobin of 9. 7g!dl. There were no other 

signs or symptoms suggestive of chronic blood loss. White cell and platelet 

counts were normal (page 154 of 695). Her son reported that recently her 

blood sugars had been on the low side and sh~ had experienced a very 

low sugar one month earlier (hypoglycaemic episode) that required 

treatment by the district nurses (page 154 of 695). Hypoglycaemia was 

thus considered a possible cause of her fall (page1l)9 of 695). 

·On the 6th February, Mrs Lavender complained of pain in right arm. 

Examination revealed tenderness over the bone and muscles of the arm 
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and her hands were swollen (page,. 155 of 695). Later that day, she 

.developed a raised temperature and was ·commenced on antibiotics 

empirically, as no obvious source of infection was found (page 156 of 695). 

Mrs Lavender temperature settled and she received 2 weeks of antibiotics, 

finishing on 19th February 1996 (page 687 of 695). On the 7th February, 

she ·complained of left shoulder/upper arm pain (page 156 of695). On the 

8th February,· she was seen by the physiotherapist who noted that Mrs 

. Lavender. would not make any voluntary active movement when requested 

due to pain in both shoulders. When the physiotherapist moved her arms 

for her (passive/assisted movement) there was a full range of movement in 

both shoulders. She was only able to stand with the help of tvvo others and 
. . 

took a few steps only. The physiotherapist concluded that the pain in the 

shoulders was a major problem (page 157 of 695). She was prescribed 

coproxamol 2 tablets every 6 hours and dihydrocodeine 30mg every four , 
hours as required (page 690 of 695). The use of both of these analgesics 

was very variable. The mc;>st _taken in one day was on the 12th February 

when 3 doses of coproxamol and 2 doses of dihydrocodeine were given 

(page 690 of 695). 

Entries on the 9th and the 12th February report that pain in the 

arrns/shoulders continued (page 158 of 695). Her blood sugars were low 

and her dos~ of insulin was reduced. A repeat haemoglobin on the 12th 

febr(Jary was 1 0.1g/dl, platelet and white cell counts were normal {but the 

lymphocyte count reduced at 1.21 x1 09/L)(page 205 of 695). Biochemistry 

revealed a low sodium 132mmol/l (lower limit 134mmol/l), total prate in 

60g/l (lower limit 63g/l) albumin 30g/l (lower limit 39g/l) and a raised urea 

9.3mmol/l (upper limit 6.1 mmol/1), alkaline phosphatase 4011U/I (upper limit 
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1261U/I) and gamma-glutamyl transferase 1391U/I (upper limit 781U/l)(page 

179 of 695). Apart from the haemoglobin, alkaline phosphatase and 

gamma-glutamyl transferase (latter two not tested) the remaining 

haematological and biochemical abnormalities were present at least 11 

months earlier (pages 175 and 183 of 695}. 

On the. 13th February she was referred for a geriatrician review and was 

seen by Or Tandy, Consultant in Geriatrics on the 161
h February 1996 

(pages 1 ~9 and 162 of 695). In the l~tter summarising that assessme(lt, Dr. 

Tandy noted that Mrs Lavender complained of weakness in both her hands 

and difficulty standing since her ·fall along with pain across her shoulders 

and down her arms. Mrs Lavender felt that the mobility was starting to 

improve in her hands. She had stood with the help of the physiotherapist 

but was still requiring two nurses to help transfer (page 5 of 1 03). The 

iron-deficiency anaemia and long-standing stress incontinence were noted 

(page 5 of 1 03). 

Examination by Or Tandy confirmed weakness of both hands and wrists, . 

(power of 4/5; active power against gravity and resistance (but reduced 

from normal))(page 163 of 695). Sensation to light touch was reduced in 

the right hand in the area supplied by the median n!3Ne (thumb, index, 

middle and adjacent half of the ring finger) that Or Tandy considered due 

to long-standing entrapment of the median nerve at the level of the wrist 

(carpel tunnel syndrome). Reflexes were generally reduced and her ankle 

jerks were absent. Her plantar reflex was up-going on the left but not the 

right (page 163 of 695 and page 5 of 1 03). This is opposite to what was 

found befor.e: 
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Or Tandy was under the impression that Mrs Lavender's neck (cervical 

spine) had been x-rayed and assumed this was normal. This is incorrect, 

Mrs Lavender had had only skull, shoulder and chest x-rays. Dr Tandy's 

assessment was that she had most likely experienced a brain stem stroke 

leading to her fall (page 163 of 695 and page 5 of 103). Atrial fibrillation is 

a risk factor for stroke as small blood clots can form in the heart that then 

travel t~ the brain to cause a stroke. Or "'fandy placed Mrs Lavender on the 

·waitin-g list for trEfnsfer to Gosport War Memorial Hospital for rehabilitation 

to try and get her home (page 164 of 695). 

Physiotherapy and medical entries on the 20th February 1996 noted that 

Mrs Lavender's upper limb function was improving as she was starting to 

feed herself (but not able to use cutlery) but that she still complained of 

shoulder pai.n. Mrs Lavender still required the help of two people to stand 

and could not use a walking aid because of hand weakness. Iron was 

prescribed for her anaeJ!lia (pages 165 and 166 of 695). 

A repeat full blood count on the 21st February revealed an increased 

haemoglobin of 11.0g/dl (normal) and a fall .in her platelet count to 

120x109/l (lower limit 150x109/l). This result was signed, but not dated by 

one of the medical team (page 201 of 695). There is no entry in the notes 

commenting upon this result. 

Over the course of Mrs Lavender's admission her blood sugars remained 

variable, either too high or too low, and the dose of insulin had to be 

altered several times (pages 665, 666, 660, 659 and 687, 689, 681, 682 of 

695). 
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Events at Gosport War Memorial Hospital 

Mrs Lavender was transferred to paedalus Ward, Gosport War Memorial 

Hospital on the 22nd February 1996, under the care of Or lord. The Royal 

Naval Hospital nursing transfer form noted that Mrs lavender's medication 

consisted of digoxin 125microgram once a day (for her atrial fibrillation), 

co-amilofruse (frusemide 40mg and arniloride 5mg) 1 tablet once a day (a 

diuretic or 'water tablet'), salbutamol inhaler 2 puffs four times a day, 

becotide inhaler, 2 puffs twice a day,_ mi~tard, insulin 24. L!!1its in the 

morning, 12 units in the evening and iron sulphate 200mg twice a day 

(page 71 of 103). She was however, also still taking c~proxamol 2 tablets 

or dihydrocodeine 30mg as required, and had taken a total of 2 

coproxamol and 30mg of dihydrocodeine on the 21st February 1996 (page 

684· of 695). Mrs Lavender required minimal assistance with feeding but 

full assistance with her hygiene needs. There were ulcers on both legs 

'dressed every other day. Her pressure areas were intact although the skin 

over the buttocks was red (page 71 of 103). 

There are six entries in the medical notes that cover a period of 13 days, 

taking up just over one page in length (pages 44 and 45 of 1 03). They are 

brief and make events difficult to follow in any depth. What follows is a 

· record of events summarised from the medical notes, summary notes and 

nursing care plan. 

The e~try in the medical notes dated 22nd February 1996, reads 

'Transferred to Oaedalus Ward, GWMH. PMH {past medical history) fall at 

home from the top to the bottom of the stairs, laceration on head. Leg 

ulcers, severe incontinence needs a catheter. IDDM (ins.ulin dependent 

diabetes mellitus) needs mixtard insulin bd (twice a day), regular series 
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B.S. (blood sugars), transfers-with 2, incontinence of urine, help to feed 

and dress. Bartell 2. Assess general mobility. ?suitable rest home, if home 

found for cat' (page 45 of 1 03). Pain was not mentioned nor assessed in 

the medical notes. In the summary notes, it was noted that Mrs Lavender 

. experienced pain in her arms ·and shoulders (page 91 of 103). Her 

. medication was continued unchanged (pages 65, 66, 67 of 1 03), apart 

from an increase in the dose of dihydrocodeine to 60mg to be taken as 

·· - ·required (page 65 of 103). 

The medical notes entry on the 23rd February 1996 reported that Mrs 

Lavender was catheterised the previous night and that 'there was some 

residual urine_ The summary notes report that 750ml of urine was drained 

in the first hour (page 91 of 103) and the nursing care plan reports that one 

litre or more of urine was drained within 1 Yz hours after ·catheterisation 

-(page 75 of 1 03). This suggests that Mrs Lavender was in urinary 

retention with. 'overflow' incontinence of urine. Blood and protein was found 

in ,the uri.ne arid trimethoprim. (an antibiotic) prescribed for a presumed 

urinary tract infection (pages 45, 67 and 91 of 1 03). lt is unclear if a 

sample of wine was sent for microbiology; I could find no results in the 

notes. Blood for routine haematology and biochemistry testing was taken 

on 23rd February 1996 (page 91 of 103). The blood count revealed a· 

further drop in the platelet count (36x109/L)(page 58 of 103). 1t was 

commented on the results form that as it was a very small sample, the 

validity of the platelet count was in question and an early repeat was 

suggested (page 58 of 103}. The main findings of the biochemistry testing. 

were a low sodium at 133mmoi/L (stable; probably due to her diuretic 

therapy) and a raised alkaline phosphatase at 572 lU/L (increasing). As the 
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alkaline phosphatase can be increased in liver or bone problems, 

identifying the liver or bone isoenzyme can help differentiate between the 

two. The isoenzyme.test was·'to follow' but I can find no result in the notes 

(pages 41 and 42 of 1 03). However, the recent finding of a rais~d gamma-

glutamyl transferase suggests it was more likely liver. 

On the 24th February 1996 ·the summary sheet reports that pain was not 

controlled properly by DF118 (the dihydrocodeine). Mrs Lavender had 

received four doses of dihydrocodeine 60mg on the 23rd February and one 
--~ -~-~-··. t '""':" --::·~: :..•~>-;,~ ...... 

dose at 06.03 on the 24th February 1996 (page 65 of 1 03). She was seen 

by Dr Barton and commenced on MST 10mg twice a day (pages 67 and 91 

of 103). MST is a slow release formulation containing morphine. There is 
. 

no medical notes entry on the 24th February 1996 that details the pain 

. problem or the commencement of the morphine. 

No additional dihydrocodeine was requested by/offered to Mrs Lavender 

on the 25th February (she only had two further doses,. one on the 

afternoon of the 3rd March and one on the morning of the 5th March 

1996), but the summary sheet entry at 19.00 hours on the 25th February 

reports that Mrs Lavender appears to be in more pain, screaming "my 

back" when moved but uncomplaining when not (page 92 of 1 03). 

On the 26th February 1996, the medical notes reported 'not so well over 

weekend. Family seen and well aware of prognosis and treatment plan. 

Bottom very sore, needs Pegasus mattress, institute SC (subcutaneous) 

analgesia if necessary' (page 45 of 1 03). The summary notes report that 

Or Barton increased the MST to 20mg twice a day (page 92 of 103). At 

14.30 hours they note Mrs Lavender's son and his wife were seen by Or 

Barton ·' ... prognosis discussed. Son is happy for us to just make Mrs 
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Lavender comfortable and pain free, syringe driver explained' (page 92 of 

1 03). Mrs Lavender was prescribed on the 'as required' section of the 

drug chart a syringe· driver containing diamorphine 80-160mg and 

midazolam 40-80 mg (page 65 of 103). There was no explanation in the 

medical or nursing notes of why it was that Mrs Lavender's prognosis was 

apparently limited. This dose of diamorphine approximately equates to a 

6-12-fold increase in Mrs Lavender's dose of morphine. lt was however, 

--·· , ... ~ ..• ; ... - ···· ,.._.-~--~-·never used. The summary sheet noted that due to a high blood sugar, Mrs 

( e--
Lavender's dose of insulin had to be increased (pages 62 and 92 of 103). 

The full blood countwas repeated on the 27th February 1996 and revealed 

a further fall in the platelet count 22 x 1 09/L, an increased white blood cell 

count.13 x 109/L, due to an increase in neutrophils (10.8 x 109/L) and a 

normal haemoglobin 12.5g/dl (page 57 of 103). The biochemistry tests for 

renal function were _also repeated on the 27th February 1996. The urea 

and creatinine had both increased, to 14.6mmoi/L and 12Dmicromoi/L 

respectively, in k~eping with a ~eterioration in kidney function (page 42 of 

103). There is no mention of these results in the medical no~es and no 

further investigation or consideration for the causes of the low platelet 

count, raised white cell count or deteriorating renal function. On the 27th 

Fepruary 'painful shoulders and upper arms' became part of the nursing 

plan (page 84 of 103). An entry reports 'analgesia . administered, fairly 

effective' (page 84· of 103). 

On the 29th February 1996, the summary sheet noted that due to a high 

blood sugar, Mrs Lavender received an additional dose of human actrapid 

'insulin (pages 62 and 92 of 1 03). Mrs Lavender received two doses in all, 

before the prescription was crossed off (page 62 of 103). 
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Entries in the 'painful shoulders and upper arms' nursing care plan each 

· day between 28th February and 4th ~arch 1996 seem to suggest that the 

pain was main!y on movement and on the 2nd and 3rd of March it was 

described as 'slight' (page 83 of 1 03). 

Nursing care plan notes from 1st March to the 6th March 1996 reported 

leakage of faecal fluid, despite rectal digital .examination (excluding faecal 

impaction), suppositories and a manual evacuation (pages 85 and 87 of 

1 03). 
..._... 1 • ~ ,_.. .... ~-~-- .... --~~· .. ····~ ·:-- _ .... t1.•.r. . ' 

There is no mention of pain in the summary notes or medical notes again 

until the 4th March 1996. The summary notes reported 'Patient complained 

of pain and having extra analgesia p.r.n (as required). Oramorph sustained 

release tablets dose increased. to 3Dmg b.d. (twice a day) by Dr Barton 

(pages 62 and 92 of 103). The Oramorph SR tablets are a different brand 

of slow release· morphine. similar to M ST. There is no medical notes entry 

on the 4th March 1996 that details the pain problem Of the increase in the 

morphine. In the nursing plan notes, the entry for the 4th March 1 996 

. reads 'seen by physio- exercises:- 3 turns of head to right + 5 neck 

retractions every 2 hours. Elsie needs reminding. Analgesia increased' 

(page 83 of 1 03). 

The next entry in the medical notes, on the 5th March· 1996, reads 'Has 

deteriorated over the last few days. Not eating or drinking. In some pain, 

therefore start SC analgesia. Let family know' (page 45 of 103). The 

summary note entry for the 5th March 1996 reads 'patients pain 

uncontrolled, very poor night. Syringe driver commenced 5th March 1 996 

at 09.30 hours, containing diamorphine. 100mg and midazo!am 40mg ... ' 

(page 92 of 1 03). Both drugs were written as a range, i.e. diamorphine 
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1 00-200mg and midazolam 40-BOmg; although neither dose needed 

adjusting (page 65 of 103). A dos~ of diamorphine 1 OOmg approximately 

equates to a 5-fold increase in Mrs Lavender's dose of morphine. The 

nursing care plan notes 'pain uncontrolled, patient distressed, syringe 

driver commenced 09.30, son informed' (page 83 of 103). 

On the 6th March 1996 the medical· notes entry reads 'Further 

deterioration. SC analgesia commenced. Comfortable and peaceful. I am 

happy for nursing staff to confirm death' (page 45 of 103). The summary_ 

sheet ·entry for the 6th March 1996 reads 'seen by Dr Barton. Medication 

other than through syringe driver discontinued as patient unrousable' 

(page 93 of 1 03). The next entries in the medical notes and summary 

sheet were at 21.28 hours, the. pronunciation of Mrs Lavenders death 

(pages 45 ·and 93 of 103). I am. advised that on the death certificate, the 

cause of death was stated as 1 a Cerebrovascular accident and 2 Diabetes 

Mellitus. 

· 7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE 

i) Syn·nge dn"vers, diamorphine and midazo/am 

A syringe driver is a small portable battery-driven pump used to deliver 

\. medication subcutaneously (SC) via a syringe, over 24hours. Indications 

\• for its use include swallowing difficulties or a comatose patient. In the 

United Kingdom, it is commonly used in patients with cancer in their 

terminal phase in order to continue to deliver analgesic medication. Other 

medication required for the control other symptoms, e.g. delirium, nausea 

and vomiting can also be added to the pump. 
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Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is use_d in preference to morphine in 

syringe drivers as· it is more soluble, allowing large doses to be given in 

very small volumes. lt is indicated for the reli.ef of pain, breathlessness and 

. cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (B.NF number 29 (March 

1 995)). Others sometimes suggested dividing by 2 or 3 depending on 

circumstance (Wes~~-x P..~o~0£9I):.)jen~~·- _60mg of morphine taken orally a 
• i ,, • • • 

. day could equate to a daily dose of 20 or 30mg of diamorphine SC. lt is 

usual to prescribe additional doses for use 'as requi~ed' in case symptoms 

such as pain breakthrough. The dose is usually 1/6th of the 24hour dose. 

Hence for someone receiving 30mg of diamorphine in a syringe driver over 

24hours, a breakthrough dose would be 5mg. One would expect it to have 

a 2-4 hour duration of effect, but the dose is· often prescribed to be given 

hourly if required. As the active metabolites of morphine are excreted by 

the kidneys, caution is required in patients with impaired kidney function. 

Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients with terminal agitation. Sedation 

can be defined as the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 

their terminal pha-se would generally aim to find a dose that improves the 

patient's symptoms rather than to render them unresponsive. In some 

patients however, symptoms will only be reli"eved with doses that make the 

patient unresponsive. A typical starting dose for an adult is 30mg a day. A 
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smaller dose, particu.larfy in the elderly, can suffice or sedate without 

drowsiness. The Wessex protocol suggests a range with the lowest dose of 

5mg a day. The regular dose would then be titrated every 24hours if-the 

sedative effect is inadequate. This is generally in the region of a 33--:-50% 

increase in total dose, but would be guided by the severity of the patients 

symptoms and the need for additional 'as required' doses. These· are 

generalfy equivalent to 1/6th of the r~gufar dose, e.g. for midazofam 30mg 
• I 

in a syringe driver over 24hours, the 'as required' dose would be 5mg·given 

as a stat SC injection. The duration of effect is generally no more than 

4hours, and it may need to be given more frequently. As an active 

metabolite of midazolam is excreted by the kidneys, caution is required in 

patients with impaired kidney function. 

ii) The pn'nciple of double effect. 

The principle of double effect states that: 

'If measures taken to relieve physical or mental suffering cause the death 

_ of a patient, it is morally and legally acceptable provided the doctor's 

intention is to relieve the distress and not kill the patient.' 

This is a universal principle without which the practice of medicine would 

be impossible, given that every kind of treatment has an inherent risk. 

Many discussions on the principle of double effect have however, involved 

the use of morphine in the terminally ill. This gives a false impression _that 

the use of morphine in this circumstance is a high risk strategy. When 
. . 

correctly used (i.e. in a dose. appropriate to a patient's need) morphine · 

does not appear to shorten life or hasten the dying process in patient~ with 

cancer. Although a greater risk is acceptable in more extreme 

circumstances, it is obvious that effective measures which carry less risk to 
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life will normally be used. Thus, in an extreme situation, although it may 

occasionally be necessary (and acceptable) to render a patient 

unconscious, it remains unacceptable (and unnecessary) to cause death 

deliberately. As a universal principle, it is also obvious that the principle of 

double effect does not allow a doctor to relinquish their duty to provide care 

with a reasonable amount of skill and care. 

B. OPINION 

Mrs Lavender was a frail 83 year" old with· insulin dependent diabetes 

mellitus who was admitted following a serious fall from the top to the 

bottom of her stairs. Initially, it was considered likely that the fall" was due to · 

a hypoglycaemic ~pisode (low blood sugar). She was at risk of 

hypoglycaemia· as her blood sugars had recently been running low. 

Following the fall, Mrs Lavender complained of pain .across her shoulders 

and down her arms and was unable to use her hands or to stand. 

Examination confirmed weakness in the right hand and an 'up going' 

plantar reflex in her right foot. Investigations revealed iron deficiency 

anaemia. Pain in her shoulder and arms continued, although there had 

been some improvement in the use of her hands by the time Or Tandy saw 

her (11 days after admission). On examination she found weakness of 

bot_h hands and wrists and an 'up going' plantar reflex in the left foot. Dr 

Tandy's opinion was that Mrs Lavender had suffered a brain stem stroke. 

Mrs Lavender's diabetes and atrial fibrillation would increase her risk of 

having a stroke. In my current practice I no longer see patients who are 

admitted with a stroke and Dr Tandy's experience will be greater than 

mine. However, given that Mrs Lavender had recently experienced a 

severe fall, I am unsure how certain one could be in attributing all of Mrs 
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Lavender's symptoms and signs as being caused by a brain stem stroke, 

particularly as her neurological findings could also be in keeping with 

cervical spinal cord and nerve root trauma sustained in the fall down the 

stairs. I would have thought it prudent whatever the findings on the initial 

examination. of the cervical spine in casualty to have obtained a cervical 

spine X-ray. Whatever the cause of her 'tall, when considering Mrs 

Lavender's pain, it is my opinion that: 

1. Mrs Lavender's pain across her shoulders and into her arms was most 

likely to be related to her fall. 

2. Her pain was likely to be a 'mixed' pain; that is originating from damage to 

muscles and soft tissues (e.g . .ligaments) of the neck and, possibly from 

impingement on the nerve roots and spinal card within the cervical spine. 

Muscle and nerve injury pain respond poorly to stro~g opiaids. 

3. As her injuries healed over subsequent weeks, it is reasonable to expect 

that the pain would also settle. As such, failure of the pain to settle or any 

worsening of the pain should, in my view, prompt a careful reassessment 

that includes appropriate investigation, e.g. a cervical spine imaging (given 

her neurological findings) and certainly the area of the spine causing Mrs 

Lavender to scream out il) pain ~my back" (page 92 of 103). I am unable to 

find in the notes which part of her back this pain was. 

Events at Gosporl War Memorial Hospital 
. . 

Infrequent entries in the medical notes make it difficult to closely follow Mrs 

Lavender's progress over the last two weeks of her life. There are_ six entries, 

taking up just over one page in length. 

Mrs Lavender's most relevant problems during her stay, in summary and in . . 

approximate chronological order, appear to have consi_sted of weak hands and 
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wrists, poor mobility, pain in her shoulders and a·rms that was mainly on 

movement for which she went on to receive increasing doses of morphine; 

. . ' 

urinary retention and a probable urinary tract infection; a faJJing platelet count; 

being generally 'unwell'; increased blood sugars and insulin requirements; 

.increasing white cell count, deteriorating renal function; l~akage offaecal fluid; 

worsening of her pain and further deterioration. A syringe driver was then 

commenced with doses of diamorphine and midazolam sufficient to render her 

unresponsive until she died 36 hours later. Her cause of death was registered 

as. cerebrovascular. accident. A lack of assessment and documentation make 

the validity of this difficult to comment upon, but her final deterioration as 

outlined in the nursing and medical n~tes does not appear in my opinion to be 

typical of a cerebrovascular accident. Based on the sequence of events and 

biochemical and haematological findings, it seems more likely that her 

immobility resuiting from her fall, led to an infection. Given that Mrs Lavender 

had suffered a recent accident that may have contributed in some way to her 

death, it is usual practice to discuss such deaths with the coroner. 

There is a lack of documentation to demonstrate that there had been an 

adequate assessment of many of the problems Mrs Lavender had through the 

undertaking of an appropriate history, physical examination and investigation. 

Was the standard of care afforded to this patient in the days leading up to her 

death in keeping with the acceptable standard of the day? 

The medical care provided by Dr Barton to Mrs Lavender following her transfer 

to Gosport War Memorial Hospital, Daedalus Ward is suboptimal when 

compared to the good standard of practice and care expected of a doctor 

outlined by the General Medical Council (General Medical Council, Good 

Medical Practice, October 1995, pages 2-3) with particular reference to: 
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• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and Clinical signs including, where 

~ecessary, an appropriate .examination; providing or arranging 

investigations or treatment where necessary; ta,king suitable and prompt 

action when necessary; referring the patient to another practitioner when 

indicated 

• in providing care. you must. keep clear, accurate, and contemporaneous 

patient records which report the relevant clinical' finding's, the decisions 

made, the information given to patients and any drugs or other treatment 

prescribed 

• in . providing care you must prescribe only the treatment, drugs or 

appliances that serve the patients' needs. 

Specifically: 

i) The notes relating to Mrs Lavender's transfer to Daedalus Ward are 

inadequate. On transfer from one service to another, a patient is usually re

clerked highlighting in particular the relevant history,_ examination findings and 

planned investigations to be carried aut. 

ii) The cause of Mrs Lavender's urinary retention was not assessed. 

iii) Mrs Lavender was treated for a urinary tract infection with the antibiotic 

trimethoprim. Neither a diagnostic urine specimen nor a check urine specimen 

(to see if the infection had cleared) were sent for microbiology. lt is therefore 

unclear if the urinal)' tract infection was successfully treated or not. This 

should have been considered when Mrs Lavender was noted to be 'not sa 

well' (~ee point v). 
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iv) There is a lack ot' medical notes relating to the pain or ·its assessment and the 

commencement of morphine (MST 10mg) twice a day on the _24th February 

1996. 

v} On the 26th February 1996 the medical notes report Mrs Lavender to be 'not so 

well over weekend'. There is a lack of detail that explains in what way she was 

not so well. There are no .records that an appropriate history, examination or 

investigations had been undertaken to try and determine the reason for Mrs 

·• ·- "~' >·t··. ·- · "CaiierfdEWfe'eling less well. Instead, without· any assessment of the pain,· the 

MST was increased to 20mg twice a day and a syringe driver prescribed to be 

used 'as· required' that contained diamorphine and midazolam in doses that 

would be excessive to Mrs Lavenders needs. 

vi) Blood tests from the 27th February 1996 revealed a low platelet count and 

deteriorating kidney function. There is no mention of this in the medical notes, 

and no action was taken. 

vii) On the 29th February 1996 there is no mention in the ·medical notes that Mrs 

Lavender's blood sugars were high requiring additional doses of insulin. The 

fact that this could have been due to an untreated infection does not appear to 

have been considered. 

Despite entries in the nursing care plan and summary sheets relating to Mrs 

Lavender's pain there is no mention of this in the medical notes. 

viii) The nursing care plan reports leakage of faecal fluid. There is no mention of 

this problem in the medical notes or consideration of the possible significance 

of this symptom given Mrs Lavenders history of trauma . 

. ix) The morphine was increased again on the 4th March -1996. There is ·no pain 

_ assessment or entry in the medical notes that relates to this increase. 
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x) The entry in the medical notes of the 5th March reports that Mrs Lavender had 

deteriorated over the l~st few days. lt is not clear in what way she had 

deteriorated. There is no history or examination that considers the possible 

reas·ons for her decline. 

xi) Mrs Lavender's pain appeared poorly controlled on the night of the 4th March 

but there is no assessment of the pain ·jn the medical notes prior to a syringe 
. .• •• •" ·-'""~I J-r-•._ · '~•..1.::. 'rl ;·, ... -;o • .- , ... -

driver containing diamorphine 100mg and midazbla·m 40mg being 

commenced. The doses of diamorphine and midazolam used in response to 

Mrs Lavender's worsening pain, are excessive for her needs, even if it were .. . ~ -

considered that her pain was morphine responsive and she was dying from 

natural causes. 

If the care is found to be suboptif1?al what treatment should normally have 

been proffered in this case? 

Issue i (failure to take an adequate history and examination on transfer; failure 

to keep clear, accurate, and contemporaneous patient records which report 

the relevant clinical findings, the decisions· made, the infonnation given. to 

patients and any drugs or other treatment prescribed) 

Upon her transfer to Daedalus Ward there should have been an adequate 

assessment of Mrs Lavender's condition based ·on the history. and clinical 

signs and, if necessary, an appropriate examination. ln my view there is 

inadequate documentation of Mrs Lavender's relevant history, in particular a 

lack of an assessment. of her pain. AS; the Wessex guidelines (page 2) point 

out, an accurate pain assessment is essential both for diagnostic and 

therapeutic purposes. An assessment should have included as a minimum 

the noting of the site, severity, aggravating/relieving factors·that together with 

a physical examination would help identify the most likely cause(s) of the 
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pain{s). This was important as it was likely that Mrs Lavender would have 

been experiencing several different types of pain as a result of her injury. 

There may have been soft tissue, muscle and ne!Ve injury pains. Muscle and 

nerve injury pains are less likely to respond to opioid analgesics. This is 

highlighted in the Wessex protocol (page 3) 'remember some pains are opioid 

responsive, others are only opioid semi-responsive and· need other 

approaches'. 

There was no physical examination of Mrs Lavender on her transfer. This 
f . 

- .... ·~···· -- · "" , ---would be important to act as a baseline against which to compare any future 

changes. A thorough neurological examination would have been particularly --

•·-

important given the history of her fall, the possibility of a brain stem stroke 

being raised and the abnormal neurological findings mentioned in Dr Tandy's 

letter. · 

Issue H (failure to adequately assess the patient's condition) · 

Urinary retention is rare in women and should have prompted an assessment 

to explore the pos-sible causes of it in Mrs Lavender. Long-standing diabetes 

can cause damage to the nerves controlling bladder function and may have 

been responsible. Another cause of- urinary retention is injury to the spinal 

cord. Given Mrs Lavender's history of a severe fall and complaints of back 

pain, in my opinion she should have been reassessed, inCluding a careful 

neurological examination. This would have included assessment of anal tone 

and perineal sensation. 

Issue iii (failure in providing or arranging investigations or treatment where 

necessary; taking suitable and prompt acUon when necessary; failure to 

adequately assess the patient's condition) 

A urinary tract infection is sometimes treated 'blind' with antibiotics such as 

trimethoprim, without obtaining a sample of urine for microbiology. The risk 

with this practice is that the bacteria causing· the infection may b~ resistant to 

the antibiotic. If there are reasons to doubt that the infection is responding to 
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freatment, e.g. patient remain:> unwell, urinary symptoms persist, then a urine . . 
specimen should be sent for microbiology _testing and/or consideration given to 

changing the antibiotic. 

Issues iv and ix (failure to adequately assess the patient's condition; failure to 

keep clear, accurate, and contemporaneous patient records which report the 

relevant clinical findings, the decisions made, the information given to patients 

and any drugs or other treatment prescribed) 

Given that Mrs Lavender's p~i~· r·~qui~~d, ·f~e-qu;nt ··as required' doses of 

dihydrocodeine immediately after her transfer, it was reasonable to provide her 

with analgesia on a regular basis. An assessment of the pai~ should however 

have been done in order to determine the cause(s) of her pain(s) as this would 

influence ·the way the pain(s) were managed. For example, were non-drug 
. . 

methods such as positioning, massage, TENS (transcutaneous electrical 

. nerve stimulation) appropriate? If drug measures were considered appropriate, 

and the pain was considered to be opioid responsive one option would have 

been to combine the use of paracetamol (step 1 analgesic) with the 

dihydrocodeine (step 2 analgesic) regularly. If reasonable doses of 

dihydrocodeine were not relieving the pain· some practitioners may well.· 

commence a small dose of morphine as Or Barton did. However, if the pain 

was not particularly opioid responsive, the dihydrocodeine or morphine may do 

little or nothing for the pain but could expose the patient to unwanted effects of 

opioids, e.g. drowsiness, delirium, nausea, vomiting etc. This is relevant, as 

given her traumatic fall, muscle or nerve injury pain that generally respond 

poorly to opioids may have been significant factors in Mrs Lavender's pain. 

Further, it was commented upon that Mrs Lavender was comfortable at rest, 

only to be in pain when moved (termed 'in~ident' pain). These can be .difficult 

pains to manage, even if opioid responsive, as the dose of opioid required to 

improve the. pain on movement can be excessive for the patient whom for the. 
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majority of the time is resting and pain free. Typically in this situation the 

patient becomes increasingly drowsy a.s the dose.of opioid increases. 

Despite increasing the morphine dose, a thorough pain assessment was not 

carried out. 

Issues v, vi and vii (failure to adequately assess the patient's condition; failing 

'in providing or arranging investigations or treatment where necessary; taking 

suitable and prompt action when necessary; fai1ure to keep clear, accurate, 

and contemporaneous patient records which report the relevant clinical 

findings, the decisions made, the information given to patients and any drugs 

or other treatment prescn"bed; failure to prescribe only the treatment, drugs or 

appliances that serve the patients needs) 

There was a failure to adequately assess and document clearly why Mrs 

Lavender was less well around the 26th February. This should have been 

based on a history, examination (e.g. temperature, chest) and findings of 

app'ropriate investigations (e.g. urine specimen for microbiology). Mrs 

Lavender was at increased risk of infection due to her immobility and diabetes, 

and this should have specifically been considered as a cause for her being 

less well. Other findings that pointed to the possibility of there being an 

infection, e.g. the raised blood sugars, increased insulin requirements, raised 

white cell count and falling platelet count do not appear to have been acted 

upon. 

In the absence of a diagno.sis that explained why Mrs Lavender was less well, 

it is unclear what information Or Barton was in a position to give Mrs 

Lavender's son regarding his mother's situation and prognosis. Unless Mrs 

Lavender was clearly entering her terminal stage and was actively dying, it 

would have been appropriate to have made reasonable efforts to identify the 

cause of ~er feeling less well as it could have been treatable. Even if she were 

considered to be dying, it would be unusuaJ.·to respond by prescribing a 
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syringe driver 'as required' that contained doses of diamorphine and 

midazolam that were excessive to her needs (see technical issues). 

The ·causes of Mrs Lavender's low platelet count and deteriorating kidney 

function should have been considered in light of her overall situation. There 

are many cau~es of a. fall in platelet count, and infection is one. lt does not 

appear that Or Barton discussed this finding (or Mrs Lavender's situation at 

any point) with a consultant or obtained advice s·pecifically about the low 

platelet count from a haematologist.. The decline in kidney function could have 

been due to a urin~ry tract .infection not responding .to the antibiotics and this 

should have been actively considered. Alternatively, as she was less well, she 
' 

may have been drin.king less and as a result had become dehydrated. Mrs 

Lavender's diuretic (water tablet) that could aggravate the situation was 

continued unchanged when stopping it should have been considered. With a 
. . 

deterioration in her kidney function, the possibility that cummulation of the 

metabolites of morphine could have been contributing to her decline was not 

considered. 

Issue viii (failure to adequately assess the patient's condition) 

There is no mention of the problem of faecal leakage in the medical notes. 

There are a number of possible reasons why Mrs Lavender may have been 

·experiencing this, including her age, diabetes, immobility and diarrhoea. As it 

can also be caused by injuries to the brain or spinal cord, this symptom is 

significant given Mrs Lavenders history of a severe fall, her other symptoms 

and complaints of. back· pain. There should have been a neurological 

examination that would have included assessment of anal tone and perineal 

sensatio"n. 

Issue x (failure fo adequately" assess the patient's condition; failing in providing 

or arranging investigations or treatment where necessary; taking suitable and 

prompt action when necessary; failure to keep clear, accurate, and 
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' . ' . ,~ . ,. 

contemporaneous patient records which report the relevant clinical findings, 

the deci?ions made, the information given to patients and any drugs or other 

treatment prescdbed; failure to prescn'be only the treatment, drugs or 

appliances that serve the patients needs) 

Although Mrs Lavender was reported to have further declined, there was no 

clear documentation in what way this was. There should have been a search 

for the possible causes in case these were reversible. In particular, an 

infection should have been ruled aut. 

Given the expectation that the pain should improve as her injuries healed, a 

reason for the pain worsening on the evening of 4th March should have been 

sought. For example, were there· new findings on examination? Had he~ 

neurology altered? 

As the pain had got worse despite increasing the morphine, consideration 

should have been given to the fact that the pain was not responding to the 

morphine. This should have prompted an assessment of the causes of her 

pain and review of her treatment. If her pain was not responsive to morphine, 

was the_ amount she was taking too much? Was this playing a part in her 

deterioration? 

Issue xi (failure to keep clear, accurate, and contemporaneous patient records 

which report the relevant clinical findings, the decisions made, the information 

given to patients and any drugs or other treatment prescribed; failure to 

prescribe only the treatment, drugs or appliances that serve the patients 

needs) 

The medication used in response to Mrs Lavender's worsening pain, detailed 

below, appears excessive for her needs, even if it were considered that her 

pain was morphine responsive and she was dying from natural causes. 

Medication to control symptoms . is usually commenced at a starting dose 

appropriate to the patient (e.g. consid~ring age, frailty etc.) and their particular 
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symptom control needs and titrated upwards only to control- these symptoms 

without necessarily rendering the patient unresponsive. There is no 

justification given for how the doses of diamorphine and midazolam were · 

determined for Mrs Lavender. Using a 1:2 or 1:3 dose conversion ratio to 

calculate the dose of subcutaneous diamorphine from her oral morphine dose, 

Mrs Lavender's dose should have been in the order of 20-30mg of 

diamorphine per day. A daily dose of diamorphjne of 1 OOmg (with scope to 

increase the dose tcr200mg a day)·is likely to be exces_sive for Mrs Lavender's 

needs and to cause drowsiness. Increasing doses of opioids excessive to a 

patients needs are also associated with an increasing risk of delirium, nausea 

and vomiting and respiratory depression. There are n.,o clear prescribing 

instructions on why, when and by how much the dose can be altered within 

this range and by whom. For these reasons, prescribing any_ drug as a range 
. ' 

is generally discouraged. Doctors, based upon an assessment of the clinical 

condition and needs of the patient should decide on and prescribe any change 

in. medication. Such decisions should not be left to a nurse. 

The daily dose of midazolam was prescribed as 40-BOmg. There is no 

justification within the medical notes for the use of mfdazolam. Although the 

nursing care plan notes that Mrs Lavender was distressed, this appeared to 

relate to her uncontrolled pain. lt i~ usual practice in this situation to 

concentrate on providing pain relief rather than on sedating the patient. If a 

patient is particularly distressed, small doses of sedative are sometimes given, 

but usually on an 'as required basis' whilst awaiting any changes made to_ the 

analgesia to become effective._ In this regard, midazolam 2.5mg- by 

intermittent SC injection would have been reasonable. The dose of 40mg of 

midazolam is likely to lead to drowsiness in a frail elderly patient. If Mrs 
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Lavender. was considered to have muscle spasm, terminal agitation, or anxiety 

then a smaller daily dose such as 1 Omg may have sufficed. Again, there are 

no. prescribing instructions on why, when and by how much the dose can be . 

altered within this range and by whom. 

If there were concerns that a patient may experience; for example, episodes 

of pain or anxiety, it would be much more usual, and indeed seen as good 

practice, to prescribe appropriate doses of morphine/diamorphine,· or 
! . . 

diazepam/midazolam respectively that could be given intermittently 'as 
. ;_ ·... "'~ . t~ ·~,... •\o 

required' orally or SC. This allows a patient to receive what they need, when 

they need it, and guides the doctor in deciding if a regular dose is required, 

the appropriate starting dose and subsequent dose titration. 

In short, the diamorphine and midazolam appear to have been prescribed 

without sufficient safeguard in relation to altering the dosage and in a way that 

exceeded Mrs. Lavender's needs. In regard to the latter, Mn:? Lavender was 

unrousable after the syringe driver had been commenced and no alteration in 

the dose of diamorphine or midazolam was required.· 

If the care is found to be suboptimal to what extent may it disclose criminally 

culpable actions on the part of individuals or groups? 

Or Barton does not appear to have provided Mrs Lavender a good standard of 

clinical care as defined by the GMC (General Medical Council, Good Medical 

Practice, October 1995, pages 2-3). 

Although it is possible that Mrs Lavender was dying 'naturally', it is also 

possible that her physical state had deteriorated in a temporary ·or reversible 

way and that she was not in her terminal phase. In this regard, there should 

have been a more thorough assessment and clearer. documentation of the 
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possible contributing factors, such as an infection, to Mrs Lavender becoming 

'less well'. 

A failure to assess Mrs Lavender's pain correctly could have resulted in her 

receiving increasing doses of morphine for pain(s) that occurred ·mainly on 

movement and that were not fully opioid responsive (e.g. muscle and nerve 

injury pains). This may have provided little pain relief but exposed her to the 

adverse effects of opioids such as drowsiness. That this may have contributed 

to her further deterioration was not considered or acted· upon. The effect of 

deteriorating •"'kianey 'function' on. morphine metabolites that may have 

. exacerbated the above was not considered or acted upon. 

There were symptoms, signs and investigations in keeping with deteriorating 

kidney function, a possibl~ infection and possible spinal cord injury that should 

have prompted a more thorough assessment of Mrs Lavender's condition, 

including a neurological exl;lmination. 

In the absence of a thorough assessment that could confirm whether Mrs 

Lavender was likely to be experiencing a reversible or irreversible decline, it is 

difficult to know what could have been .said to her son with any certainty. 

However, the prescribing of a syringe driver, even though never used, with 

large doses of diamorphine and midazolam to be used 'if required' appeared 

excessive and premature. The syringe driver started some days later also 

contained doses of diamorphine and mida:z:olam that were excessive for M~s 

Lavender's needs. 

In patients with cancer, the use of diamorphine and midazolam when 

appropriate for the patients needs does not appear to hasten the dying 

process. ·rh is has not been examined in patients dying from other illnesses to 

my knowledge, but one would have no reason to suppose it would be any 

different. The key issue is whether the use and the dose of diamorphine and 

midazolam are appropriate to the patients needs. In situations where they are 

inappropriate or excessive to the patients needs, it would.be difficult to exclude 
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with any certainty that they did not contribute more than minimally, negligibly 

or trivially to the death of the patient. 

Although the principle of double effect could be invoked here (see technical 

issuesi, it remains that a doctor has a dutY to apply effective measures that 

carry the least risk to life. Further, the principle of double effect does not allow 

a doctor to relinquish their duty to provide care with a reasonable amount of 

skill and care. This, in my view, would include the use of a dose of strong 

opioid that was appropn'ate and not excessive·for a patient's needs. 

If it were that Mrs Lavender had naturally entered the terminal phase of her· 

life,· at best, Or Barton could be seen as a doctor who, whilst failing to keep 

clear, accurate, and contemporaneous patient records had been attempting to 

allow Mrs Lavender a peaceful death, albeit with what appears to be an 

inappropriate and excessive use of medication due to a lack of sufficient 

knowledge. 

However, in my opinion, based on the. medical and nursing records, there is 

reasonable ~pubt that she had definitely entered her terminal stage. Given this 

doubt, at worst, Or Barton could be seen as a doctor who breached the duty of 

care she owed to Mrs Lavender by failing to provide treatment with a 

reasonable amount of skill and care. This was to a degree that disregarded the 

safety of Mrs Lavender by failing to adequately assess the cause of her. pain 

and deterioration, failing to take suitable and prompt action when necessary 

and exposing her to inappropriate and/or excessive doses of diamorphine and 

midazolam that could have contributed more than minimally, negligibly or 

trivially to her death. As a result Dr Barton leaves herself open to the 

accusation of gross negligence. 
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10. EXPERTS' DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing reports 

2. 

3. 

4. 

5. 

6. 

and in giving oral evidence. I have complied and will continue to comply with 
that duty. , 
I have set out in my report what I understand from those instructing me to be 
itie "qu'esfions· in respeCt at" which my opinion as an expert are required. 
I have done my best, in preparing this report, to be accurate and complete. I 
have mentioned all matters which I regard as relevant to the opinions I have 
expressed. All of the matters on which I have expressed an opinion lie within 
my field of expertise. · 
I have drawn· to the attention of the court all matters, of which I am aware, 
which might·adversely affect my opinion. _ 
Whe.rever I have no personal knowledge, I have indicated the source of 
factual information. 
I have not included anything in this report which has been suggested to me by 

·anyone, including· the lawyers instructing me, without forming my own 
independent view of the matter. 

7. Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. 

B. At the time of signing the report I consider it to be complete and accurate. I will 
notify those instructing me if, for any reason, I subsequently consider that the 
report requires any· correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, 
subject to any correction or qualification I may make before swearing to its 
veracity. 

10. I have attached to this report a statement setting out the substance of all facts 
and instructions given to me which are material to the opinions e·xpressed in 
this report or upon which those opinions are based. 

STATEMENT OF TRUTH 

I confirm that insofar as the facts stated in my report are within my own 
knowledge I have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my . true and complete 
professional opinion. 

' . 
,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.;.-·-·-·-·-; 

Signature: ~ Code A I Date: /. 5- ()S 
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. 1. SUMMARY OF CONCLUSIONS 

Mrs Spurgin was a relatively fit and independent 92 year old widow who 

lived alone. Whilst walking her dog, she fell and fractured her right hip 

which was surgically repaired using a dynamic hip screw on the 20th 

·March 1999. Within hours of the surgery there was leakage from the 

wound and swelling of her right thigh to twice its normal size, causing 

discomfort and pain on palpation. lt was considered most probable that 

she had developed a haematoma due to a bleeding vessel in the wound . 

Pain in Mrs Spurgin's hip/thigh on movement continued to be a· problem 

noted by Or Reid when he reviewed Mrs Spurgin on the 24th March 1999. 

Surgeon Commander Scott reviewed Mrs Spurgin but no specific comment 

was recorded in the medical notes regarding Mrs Spurgin's pain, no 

changes were made to her analgesia and on the 26th March 1999 she was 

transferred to Dryad Ward, Gosport War Memorial Hospital. With regards 

to the standard of care proffered to Mrs Spurgin in Haslar Hospital, the. 

report of Mr Redfern raises several concerns . 

During her admission to Dryad Ward, the medical care provided by Or 

Barton and Or Reid was suboptimal: there was a tack of clear, accurate, 

and contemporaneous patient records; inadequate assessment of Mrs 

· Spurgin's condition; a lack of consultation with ·colleagues to seek 

appropriate advice and support; the use of diamorphine and midazolam· in 

doses excessive to Mrs Spurgin's needs. 

When Mrs Spurgin bec?me less well, increasingly drowsy, dehydrated, 

agitated, spilling things and had a nightmare there was no medical 

assessment or even simple observations documented. Mrs Spurgin was 
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not anticipated to be dying and her symptoms and signs were in keeping 

with a potentially reversible septicaemia/toxaemia arising from an infection 

(the wound had become tender and inflamed despite the antibiotics) ± the 

effects of increasing blood levels of morphine metabolites due to 

dehydration. Potentially beneficial treatments (e.g. intravenous hydration, 

reduction in the dose of morphine, different antibiotics) were not proffered 

nor advice obtained from the orthopaedic team or a microbiologist. Instead 

a syringe driver containing diamorphine (equivalent to-a 4-6 fold increase 

in her morphine dose) and midazolam was commenced. On a subsequent 

review by Dr Raid, as a result offinding Mrs Spurgin unresponsive, the 

diamorphine dose was halved, however the midazolam dose was doubled. 

In short, Dr.Barton in particular, but also Or Reid, could be seen as doctors 

who breached the duty of care they owed to Mrs Spurgin by failing to provide 

treatment with a reasonable amount of skill and care. This was to a degree 

that disregarded the safety of Mrs Spurgin by failing to adequately assess her 

condition and taking suitable and prompt action when she complained of pain 

that appeared · excessive to her situation and when her physical . state 

deteriorated in what was a potentially reversible way. Instead the actions of Or 

Barton and Or Raid exposed Mrs Spurgin to the use of inappropriate doses of 

diamorphine and midazolam that would have contributed more than minimally, 

negligibly _or trivially to her death. As a result Dr Barton and Dr Raid leave 

them~ elves open to the accusation of gross negligence. 
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2. INSTRUCTIONS 

To examine the medical records and comment upon the standard of care 

afforded to the patient in the days leading up to her death against the 

acceptable standard of the day. Where appropriate, if the care Is felt to be 

suboptimal, comment upon the extent to which it may or may not disclose 

· criminally culpable actions on the part of individuals or groups. 

3. ISSUES 

e 
\' 

I L:-::- 3.1 Was the standard of care afforded to this patient in the days leading up 

to her death in keeping with the acceptable standard of the day? 

3.2 If the care is found to be suboptimal what treatment should normally 

have been proffered in this case? 

3.3 If the care is found to be. suboptimal to what extent may it .disclose 

criminally culpable actions on the part of individuals or groups? 

-· 4. BRIEF. CURRICULUM VITAE 
\ 

. ~-
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

r 
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5. 

Code A 

DOCUMENTATION 

This Report is based on the following documents: 

[1J Full paper sel of medical records of Enid Spurgin, including the medical 

certificate of cause of death. 

(2J Full set of medical records of Enid Spurgin on CD-ROM. 

[3] Operation Rochester Briefing Document Criminal Investigation 

Summary. 

[4] Hampshir·e Constabulary Operation Rochester Guidance for 

Medical Experts. 

[5] Hampshire Constabulary Summ.ary of Care of En id Spurgin. 

[6] Palliative Care Handbook Guidelines on Clinical Management, Third 
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Edition, Salisbury Palliative Care Services (1995); Also referred to as 

the Wessex Protocols.' 

[7] Portsmouth Health Care NHS Trust Policies: 

i) Control of Administration. of Medicines by Nursing Staff Policy (January 

1997). 

ii) Prescription Writing Policy (July 2000). 
~ . . 

iii) Policy for Assessment and Management of Pain (May 2001 ). 

~ - · · · · ·iv)'Compen!:llurii of Drug Therapy ·Guidelines, Adult Patients {1 998). 

v) Draft Protocol for Prescription Administration of Oiamorphine by 

Subcutaneous Infusion, Medical Director (December 1999). 

vi) Medicines Audit carried out by the Trust referred to as Document 54 

on page 52 in the Chi Report (reference 6). 

[8] General Medical Council, Good Medical Practice (July 1998). 

[9] British National Formulary (BNF). Section on Prescribing in Terminal 

Care (September 1998). 

[10] British National Formulary {BNF). Section on Prescribing in the 

Elderly (September 1998). 

[11] Statement of Dr Jane Barton as provided to me by Hampshire 

Constabulary (undated). · 

[12] Statement of Or Jane Barton RE. En id Spurgin, 15th September 2005. 

" 
(13] Draft Report regarding Statement of Or Jane Barton RE. Enid Spurgin 

·' 

(BJC/45), Dr A Wilcock, 5th January 2006. . · 

[14] Draft overview of En id Spurgin (BJC/45), Or A Wilcock, 1st November 

2005. 

[15] Draft Report regarding·Enid Spurgin, Mr D R M Redfern, 22nd January 

2006. 
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6. CHRONOLOGY/CASE ABSTRACT 

Events at Royal Haslar Hospital, 19th-26th March 1999 

Mrs Spurgin, a 92 year old widow who lived alone, was admitted on the 

19th March 1999 to Haslar Hospital having been puffed over by her dog 

onto her right hip resulting in a fracture (page 66 of 135). 

Mrs Spurgin was considered 'basically ·well with no major medical 

problems' (page 68 of 135). Most of her . past medical history was 
~ . . . . ,:-- . 

orthopaedic with fractures of her right patella, sternum (page 13 of 135), 

fifth metacarpal of her right hand (page 86 of 135), stress fracture left hip 

(page 37 of 51), crush fractures lumbar spine vertebrae (page 38 of 5.1 ), 

lumbar back· ache, right hip pain, Pagets disease of the sac rum and right 

ilium, stress fracture right hip (page 44 of 51); a probable inferior 

myocardial infarction in 1989 (page 6. of 51), depressio~ secondary to 

failing physical health in 1997 (page 171 of 175) and removal of a cataract 

in 1998 (page 153 of 175). 

Mrs Spurgin's fracture was repaired surgically usin-g a dynamic hip screw 

on the afternoon of the 20th March 1999 (page 75 of 135). Mrs Spurgin's 

pre-operative c·are raised concerns for the anaesthetist who reviewed her 

at 12.00h on the 20th March 1999 (page ·ss of 135). On c;tdmission, she 

had been made 'nil by mouth' a~ she was possibly going to theatre the 

same day {page 68 of 135). This did not occur,.but she remained nil by 

mouth and no intravenous fluids were administered. As a result Mrs 

Spurgin was likely to be dehydrated; she had not taken any fluid in nor 

passed urine for ov~r 24h. The anaesthetist was also concerned Mrs 

Spurgin had received minimal analgesia and in addition to intrav~nous · 
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fluids gave her morphine 2mg IV. On review 2h later the anaesthetist 

noted that Mrs Spurgin had passed urine, but also that she had 

hallucinated following the morphine (page 69 of 135). An outline of the 

sequence of events that led to Mrs Spurgin receiving inadequate fluid pre-

operatively was given by Dr Woods (the SHO) later in the notes (page 80 

of 135). 

Mrs Spurgin's post-operative course was not straight forward. A review at 

21.SOh- on the 20th March 1999 noted '+++ooze' (i.e. lea.kage} from -the 

wound but only 40ml in the wound drain (page 69 of 135). Mrs Sptirgin 

complained of discomfort in the leg and pain on palpation and her right 

thigh was noted to be twice the size of her left. If was considered most 

likely she had developed a haematoma. This is a collection of blood due to 
. . 

bleeding into the operation site. As the amount increases, the greater the 

swelling and, if in an enclosed space, the greater the pressure it exerts. 

· The increasing pressure can lead to a compartment syndrome 

compressing blood vessels and damaging surrounding tissue and nerves 

· (see technical issues). The reviewing doctor examined Mrs Spurgin with 

this in mind, noting two collections underneath the wound and checking the 

circulation and nerve function in the leg, which appeared to be satisfactory 

(page 79 of 135). The clinical impression formed by the doctor was that 

Mrs Spurgin IT)ay have a potential bleeding vessel in the wound (to explain 

why her leg had become rapidly so swollen), and that she was at risk of 

compartment syndrome (due to increasing pressure from the haema1oma) 

·· and hypovolaemia (low blood volume; due to bleeding into the 

.wound)(page 79 of 135). Mrs Spurgin's haemog_lobin was reduced at 82g/L 

(normal range 1 05-160g/L), having being 122g/L on the day of admission 
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J 

(page 67 of 135) which suggests she had lost a significant amount of blood 

as a result of the fractu-re, its repair and the bleed into the wound. 

Subs_equently, Mrs Spurgin received a three unit blood transfusion on the 

· 21st March 1999 which corrected her anaemia (haemoglobin 111 g/L on 

22nd March 1999; page 92 of 135). 

On the 21st March 1999 concerns remained about Mrs Spurgin's hydration 

level due to her poor urine output. Her blood tests suggested that she was 

dehydrated (urea 13.3mmoi/L, creatinine 136micromoVL; normal range 

3.2-7.5 and 71-133 respectively; page 90 Qf 135). Her right hip was noted 

to be painful+++ and her thigh enlarged but there was no ooze fro.m the 

wound (page 82 of 135). The nursing notes reported that Mrs Spurgin had 

a lot of pain on movement with a plan to give morphine before moving her 

(page 27 of 135). 

On the 22nd and the 24th March 1999 Mrs Spurgin was re\:fiewed on the 

wardround by Surgeon Commander Scott, whom I presume was- the 

consultant responsible for her care. There was no specific mention of her 
. . 

painful swollen right thig~, but she was referred to Or Lord for rehabilitation 

' 
and a referral letter written in the notes (pages 82, 83 and 84 of 135). This 

noted that Mrs Spurgin was transfused with three units of blood, but 'has 

otherwise made a remarkable post-op recovery.' There is no mention of 

the haematoma, but it does go on to state ' ... she lias proved quite difficult 

to get mobilised and her post-op rehabilitation may prove somewhat 

<difficult.· Additionally the quality of her skin, especially her lower legs is 

poor and at great risk of breaking down .... ' (page 83, 84 of 135). On the 

23rd March 1_999, the nursing notes reported- that Mrs Spurgin had 

difficulty and pain++ with mobility (page 25 of 135). 
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Mrs Spurgin was reviewed by Dr Reid on the 24th March 1999 (pages 11 

and 84 of 135). Dr Raid notes that Mrs Spurgin was ' ... previously well, but 

still in a lot of pain which is the main barrier to her mobilisation at present' 

and asked that her analgesia be reviewed. Dr Raid stated that he would 

be happy to take Mrs Spurgin to Gosport War Memorial Hospital pr9vided 

that the orthopaedic team was satisfied that -orthopaedically all is well with 

the right hip' (page 84 of 135). In his formal letter that followed, Dr Rei~ 

reported that prior to the fall Mrs Spurgin was 'very active and in good 

health' and repeated his concerns regarding Mrs Spurgin's hip, noting that 

'the main problem was pain and swelling of the right thigh. Even ·a limited 

range of passive movement was painful. I was concerned about this and I 

would like to be reassured that all is well from an orthopaedic point of view' 

(page 11 .Of 135). 

Surgeon Commander Scott revieyved Mrs Spurgin again on the 25th March 

1999. lt was noted that her right leg was .increasingly ·swollen and that a 

haematoma had developed and broken down. lt is unclear if 'broken down' 

relates to her wound breaking down as a result of the haematoma but 

dressing with jelonet and elevation were recommended (page 85 of 135). 

Commander Surgeon Scott considered that Mrs Spurgin could go to 

Gosport War Memorial Hospital but to warn them that her skin required 

great care (page 85 of 135). The nursing notes reported that Mrs Spurgin 

had had a ,settled evening and mobilised to the commode with two staff. 

Mrs Spurgin was transferred the following day on the 26th March 1999 . 

(pages 25 and 26 of 135). 

Mrs·Spurgin's analgesia consisted of morphine and.paracetar'nol p.r.n. 'as 

required'; she received morphine Smg IM at 19.15h and 23.00h on the 20th 
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March 1999 and. at 11.15h on the 21st March 1999 (page 38 of 135). 

Paracetamol 1 G was taken on the following dates (number of doses): 19th 

(one); 21st (two), 22nd (two), 24th (one) and 25th_ March 1999 (one) (page 

38 of 135). 

Events at Dryad Ward, 26th March 1999 until 13th April 1999. 

26th March 1999 

The nursing transfer note written by Royal Haslar Hospital for Dryad Ward 
. . 

noted that Mrs Spurgin was mobile from bed to chair with two nurses ahd 

could walk short distances with a zimmer frame; she was continent during 

the day but occasionally incontinent at night; the skin on her lower legs 

was paper thin; her right lower leg was very swollen and needed elevating 

and there was a small break on the posterior aspect that had been steri-

stripped. She needed encouragement with eating and drinking but could 

manage independently. No drugs were included as she was only on 

paracetamol p.r.n. 'as required' (page 20 of 175). 

The medical note entry reports Mrs Spurgin's fracture of the right femur on 

the 19th March 1 999, nil of significance in her past medical history and that 

she was non-weight bearing, had tissue paper skin and was not continent. 

The plan was to 'sort out her analgesia' (page 24 of 175). . 

The drug chart reveals that Mrs Spurgin was prescribed oral morphine 

(Oramorph) 5-1 Omg p.r.n. and also regularly: Smg every 4h (at 06.00, 

10.00, 14.00, 18.00h) and 10mg at 22.00h along with lactulose (a laxative) 

1 Oml twice a· day (pages 123 and 125 of 175). 

Blo~d tests were undertaken which revealed a mild anaemia (haemoglobin 

10.1 g/dl; page 46 of 175) and elevated urea of 9.5mmoi/L (normal 3.0-
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7.6mmoi/L; page 40 of 175). Swabs from her nose, throat, axillae, groins 

and wound, probably as a routine, were taken to screen for Methicillin 

.·resistant staphylococcus aureus (MRSA) and were all negative (pages 32 

and 58 of175). 

The nursing summa'Y notes record that Mrs Spurgin had been admitted 

'for rehabilitation and gentle mobilisation.' Despite the information in the 

transfer letter from Haslar Hospital, on Dryad Ward her transferring had 

been difficult; Mrs Spurgin had complained of a lot of pain for which she 

was given oral morphine regularly 'with effect' (page 106 of 175). Her 'very 

dry tis~ue paper skin' ifl the lower legs, the small break on back of right 

calf, and her swollen legs were noted (page 106 of 175). A nursing care 

plan for Mrs Spurgin's wounds, specifies only that her right leg was swollen 

· and oedematous (page 88 of 175). A handling profile reported pain in the 

right hip (page 102 of 175). 

A nursin£;1 care plan was produced for 'Enid is experiencing a lot of pain on 

movement' and listed the nursing action as 'give prescribed analgesia and 

monitor effect; position comfortably and seek advice from physiotherapists 

regarding moving and mobilising' (page 84 of 175). 

The nursing care plan for 'Enid requires assistance for settling for the night' 

noted that she used the slipper bed pan but had difficulty in moving; slept 

for long periods; Oramorph given as boarded for pain in hip' (pages 80 and -

81 of 175). 

The nursing summary for the night reported 'requires much assistance with 

mobility at present due to pain/discomfort. Ora morph 1 Omg given 23. 15h 

and Smg at 06.00h' (page 106 of 175). 
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. . 

27th March 1999 

The nursing notes reported that it required n.vo nurses to transfer Mrs 

Spurgin (page 114 -of 175) and despite regular Oramorph, Mrs Spurgin 

was still in pain (page 84 of 175). 

The drug chart shows that the regular oral morphine was increased to · 

1 Dmg every 4h (at 06.00, 10.00, 14.00, 18.00h) and 20mg at 22.00h (page 

· 125 of 175). 

28th March 1999 

The nursing notes reported that Mrs Spurgin had been vomiting with the 

Oramorph. Dr Barton advised to stop the Oramorph and Mrs Spurgin 

received metoclopramide (an anti-emetic) and codydramol for pain relief 

instead (pages 84 and 85 of 175). 

The drug chart shows that the last oral morphine dose was at 1 O.OOh and 

that codydramol 2 tablets 4 times a day (a total of dihydrocodeine BOmg 

and paracetamol 4G/24h) were commenced at 18.00h and taken regularly 

until the 31st April 1999 (page 125 of 175). Metoclopramide {an anti

emetic) 1 Omg three times a day was als·o commenced and taken 

intermittently until the 11th April 1999 (page 134 of 175). 

29th March 1999 

The nursing notes recorded a request for Mrs Spurgin's analgesia to be 

reviewed (page 85 of 175) and a mobility evaluation indicated that she 

required two nurses to move around the bed, a hoist to get in and out of 

bed and was unable to walk (page 103 of 175). -
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The drug c.hart shows that senna (a laxative) 2 tablets at night were 

commenced and taken until the 1Oth April1999 (page 134 of 175). 

30th March 1999 
. \ 

Tl;le nursing. notes record that the steristrips on Mrs Spurgjn's surgery 

wound were removed. A dressing was applied to one small area near top 

that was oozing slightly (page 89 of 175). 

• .......... -t ,..- • • • • 

31st March 1999 

The nursing notes record that Mrs Spurgin was commenced on modified 

release morphi~e (MST) 1 Omg twice a day. She walked with the 

physiotherapist in the morning but was in a lot of pain (page 85 of 175). 

Oramorph 5mg was given for pain relief at 13.15h with 'not too much 

effect' (pages 85 and 123 of 175). Mrs Spurgin slept well (page 81 of 175). 

The drug chart records the commencement of MST 1 Omg twice a day until 

the 6th April·1999 (page 134 of 175). 

1st April 1999 

The nursing notes record that Mrs · Spurgin was seen by the 

physiotherapist and that the recommendation was that she remain on her 

bed rather than in a chair over the Easter holiday but to walk with a zimmer 

fram'e once or twice a day (page 85 of 175). The physiotherapy report 

specifies that Mrs Spurgin- should walk twice a day with a gutter frame 

(page 96 of 175). Mrs Spurgin was noted to have pain on movement (page 

85 of 175). Her right hip wound was 'oozing large amounts of serous fluid 
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and some blood' from a hole in the wound 1-1.5cm long. This was 

steristripped but continued to ooze (page 81 of 175). 

2nd April 1999 

The nursing notes record that a different type of dressing (Granuflex) was 

' 
applied to the wound on Mrs Spurgin's right calf as her leg was 

oedematous (swollen) (page 89 of 175). 

~ ~- .. ;... ';.'. + . 

3rd April 1999 

The nursing notes record that the MST 1 Omg twice a day continued and 

that Mrs Spurgin continued to complain of pain on movement (page 85 of 

175). 

4th Apri/1999 

A nursing care plan was commenced for Mrs Spurgin's right hip wound 

'oozing serous fluid and blood. Steristrip in-s!tu. at present' (pages 86 and 

87 of 175). On the same day, the dressings were renewed, no new .. 

leakage was seen, the steristrip was intact and a dry dressing reapplied 

(page 87 of 175). 

6th April 1999 

The nursing notes record that swabs to test for the presence of infection 

were taken from tJ:le from right hip and right c~lf wounds. The dressing was 

removed off the hip wound and left uncovered. The calf wound was· 

leaking and redressed (page 87 of 175). Subsequently, the calf wound 

cultured the bacterium staphylococcus aureus, sensitive to the antibiotics 

Page 16 of 40 



. ;:.. ... . ·~. 

e 
l 

GMC100096-0914 

Dr A.Wilcock Enid Spurgin (BJC/45) · March 5th 2006 

erythromycin, flucloxacillin and penicillin. This result was available on the 

9th April 1999 (page 52 of 175). 

The nursing summary notes record that Mrs Spurgin was seen by Or 

Barton and that the MST was increased to 20mg {page 106 of 175). Mrs 

Spurgin's nephew visited who offered to employ a live-in carer for when 

she was discharged home (as she was adamant about not going to a 

nursing home). Mrs Spurgin had been incontinent of urine a few times and 

the use of a catheter discussed (pages 1 06 and 107 of 175):"' · 

The drug chart shows the increase in the MST to 20mg twice a day which 
-' 

c·antinued until20.00h on the 11th April1999 (page 134 of 175). 

7th April 1999 

The nursing notes reported that Mrs Spurgin's hip wound was red and 

inflamed ·and she was seen by Or Barton and commenced on antibiotics 

(metronidazole 400mg and ciprofloxacin ,500mg both twice a day)(pages 

89 and 1 07 of 175). She was later reviewed by Or Re id who noted that Mrs 

· Spurgin was still in a lot of pain and very apprehensive. Her ~ST had been 

· increased to 20mg twice a ~ay yesterday. He prescribed flupenthixol and 

requested an X-ray of the right hip to be done, as movement was still quite 

painful and the right leg Was 2 inches shorter than the left (page 24 of 

175). 

· The drug chart shows prescriptions for a five· day course of antibiotics 

(ciprofloxacin and metronidazole; page 134 of 175) and the flupenthixol 

O.Smg twice a day, given until the 11th f\pril1999 (page 8 of 175). 
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8th April 1999 

The nursing notes reported that Mrs Spurgin's wound was oozing slightly 

·overnight but that the rednes~ at the edges of the wound was subsiding 

(page 87 of 175). 

9th April 1999 

The nursing notes reported that Mrs Spurgin was to remain on bed rest . 
. . 

until Dr Re id saw the X-ray of her hip (page 85 of 175). lt was noted that 

Mrs Spurgin had spilt two drinks in bed and had had a nightmare early 

m"orning (page 81 of 175). Because of episodes of urinary incontinence 

and being Very distressed when pu~ on to commode earlier today' Mrs 

Spurgin agreed to have· a catheter inserted at 19.30h which drained 500ml 

overnight (p·age 115 of 175). 

1Oth April 1999 

The nursing notes reported. that the catheter was· draining 'concentrated 

urine - small amount. En id not drinking despite encouragement and help' . 

Mrs Spurgin spilt her drink prior to settling and had a 'very poor night (page 

81 of 175). 

11th April 1999 · 

The nursing notes recorded that Mrs S!'urgin 'appears to be leaning to the 

left. Does not appear to be as weir and experiencing . difficulty in 

·swallowing. Stitch line inflamed and ·hard area. Complaining of pain on 

·movement and arounq stitch line. Oramorph Smg given at 07.15h' (pages 

81, 85 and 123 of 175). Other entries report ··commenced antibiotics a few 
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days .ago, wound not leaking today but hip feels hot and Enid complaining 

of tenderness all around site. Enid very drowsy and irritable' (page 87 of 

175); 'Condition ill. Tolerating sips of oral fluids. Not anxious to be moved 

in any way. Did settle for long periods' (page 83 of 175). A bladder 

washout was performed due to leakage (I assume bypassing) of dark 

concentrated urin·e. lt was flushed without problem and 'very little· 

drainage' was noted at 17 .DOh (page 115 of 175). 

The nursing summary notes record that Mrs Spurgin's nephew· was 

telephoned at _19.1 Oh as En id's condition had deteriorated over the 

afternoon; ' .... She is verv (the nurse's emphasis) drowsy - unrousable at 

times. Refusing food and drink and asking to be left alone. Site around 

wound in right hip looks red and inflamed and feels hot. Asked about her 

pain, Enid denies pain when left alone but complaining when moved at all. 

Syringe driver possibility discussed with nephew who is anxious that Enid 

be kept as comfortable as possible. He will telephone ward later this 

evening. Seen by Dr Barton to commence syringe driver' (page 1 07 of 

175). However, in her statement, Dr Barton believes this last point refers 

to her seeing Mrs Spurgin on the morning of 12th April 1999. 

12th Apn11999 

The nursing notes reported that Mrs Spurgin's condition 'remains ill. Urine 

very concentrated. Syringe driver satisfactory. Appears to be in some 

discomfort when attended to. Breathing very shallow' (page 83 of 175). 

Mrs Spurgin was seen by Dr Reid who· made-an entry into the medical 

notes 'now very drowsy (since diamorphine infusion established) - reduce 
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to 40mg/24h - if pain recurs increase to 60mg. Able to move hip without · 
( 

pain but patient not reusable!' (Dr Raid's emphasis)(page 24 of 175). 

The nursing summary notes also recorded the decision~ taken on the 

wardround and that Mrs Spurgin's nephew had been spoken to and was 

aware of the situation (page 108 of 175). 

The drug chart shows that Mrs Spurgin was· prescribed, on the regular 

prescription part of the drug chart, diamorphine 20-200mg, midazolam 20-

BOmg, hyoscine (hydrobromide) 200-BOOmicrog~am (marked p.r.n. in the 

margin) and cyclizine (an anti-emetic) 5D-100mg (marked p.r.n. in the 

margin) all SC/24h (page.13t of 175). A syringe driver was commenced at 

OB.OOh containing diamorphine 80mg/24h and midazolam 20mg/24h (page 

131 of 175). /t was altered at ~6.40h to one containing a reduced dose of 

diamorphine 4Dmg/24h and an increased dose of midazolam 4Dmg/24h 

(page 131 of 175). 

13th April 1999 

Ari entry was made at 01.15h confirming that Mrs Spurgin had died (pages 

24 and 83 of175). 

On the death certificate, -the cause of death was given as· 1 a 

Cerebrovascular accident, with an onset of 48h prior to death. 

Page 20 of40 

-------------···-·--



GMC1 00096-0918 

Dr A."~Yilcock . Enid Spurgin (BJC/45) March 5th 2006 

7. TECHNICAL BACKGROUND I EXAMINATION OF THE FACTS IN ISSUE· 

1) Syringe drivers; diamorphine, midazolam and hyoscine hydrobromide 

A syringe driver is a small portable battery~driven pump used to deliver 
' ' 

medication subcutaneously (SC) via a syringe, over 24h. Indications for its 

use include swallowing difficulties or a comatose patient. In the United 

Kingdom, it is commonly used in patients with cancer in their terminal 

phase in order to continue to deliver analgesic medication. Other 

medicatio~ required for the control other symptoms·, e.g. delirium,· nausea 

and vomiting can also be added to the pump. 

Diamorphine is a strong opioid that is ultimately converted to morphine in 

the body. In the United Kingdom, it is used in preference to morphine in 

syringe drivers as it is more s·oluble, allowing large doses to be given in 

very small volumes. It is indicated for the relief of pain, brea:thlessness and 

cough. The initial daily dose of diamorphine is usually determined by 

dividing the daily dose of oral morphine by 3 (BNF number 36 (September 

1998)). Others sometimes suggest dividing by 2 or 3 depending on 

circumstance (Wessex protocol). Hence, 60mg of. morphine taken orally a 

day could equate to a daily dose of 20 or 30mg of diamorphine SC. lt is 

usual to prescribe additional doses for use 'as required' in case symptoms 

such as pain breakthrough. The dose is usually 1 /6th of the 24h dose. 

Hence for someone receiving 30mg of diamorphine in a syringe driver over 

24h, a breakthrough dose would. be Smg. One would expect it to have a 

2-4h duration of effect, but the dose is often prescribed to be given hourly 

if required. As the active metabolites of morphine · are excreted by the 

kidneys, caution is required in patients with impaired kidney Junction. 
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Midazolam is a benzodiazepine, a diazepam like drug. lt is commonly used 

in syringe drivers as a sedative in patients with terminal agitation. Sedation 

can be defined as . the production of a restful state of mind. Drugs that 

sedate will have a calming effect, relieving anxiety and tension. Although 

drowsiness is a common effect of sedative drugs, a patient can be sedated 

without being drowsy. Most practitioners caring for patients with cancer in 

their terminal phase would generally aim to find a dose that improves the 

patients' symptoms rather than to render· them unresponsive. In some· 

patients however, symptoms will only be relieved with doses that make the 

patient unresponsive. A typical starting dose for an adult is 30mg a day. A 

smaller dose, particularly in the elderly, ·can suffice or sedate without 

drowsiness. The BN F (September 1998) recommends 2D-1 OOmg SC over 

24h. The Wessex protocol suggests a range_ with the lowest dose of Smg a. 

day. The regular dose would then be titrated every 24h if the sedative 

effect is inadequate. This is generally in the region of a 33-50% increase in 

total dose, but would be guided by the severity .of the patients symptoms . 
and the need for additional 'as required' dos-es. These are generally 

equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg in a· 

syringe driver over 24h, _the 'as required' dose would be 5mg given as a · 

. stat SC injection. The duration of effect is genera1Jy no more than 4h, and it 

may need to be given . more frequently. As an active metabolite of · 

midazolam is excreted by the kidneys, caution is required in patients with 

impaired kidney function. 

Hyoscine hydrobromide is an antimuscarinic drug most commonly given to 

reduce excessive saliva or retained secretions ('death rattle'). lt also has 

anti-emetic, antispasmodic (smooth muscle colic) and sedative properties. 
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Repeated administration can lead to cummulation and this can occasionally 

result paradoxically in an agitated delirium, highlighted in both in the BNF . 

and the Wessex protocol (page 41 ). lt is usually given in a dose of 600-: 

2400microgram se over 24h (BNF (September 1998)) or 400-

600microgram as a stat se dose. The Wessex protocol gives a dose range 

of 40D-1200microgram over 24h. 

The titration of the dose of analgesic or sedative medication is guided by . 

the patients symptom control needs. The number and total dose of 'as 

required' doses needed over a 24h period are calculated and this guides 

the increase necessary in the regular dose of the drugs in the syringe 

driver in a way that is proportional to the patients needs. The ideal outcome 

is the relief of the symptoms all of the time with no need for additional 'as 

required' doses. In practice, this can be difficult to achieve and the relief of 

the symptoms for the majority of the time along with the use of 1-2 'as 

required' doses over a 24h period is generally seen as acceptable. 

ii) The principle of double effect 

The principle of double effect states that: 

'If measures taken to relieve physical or mental suffering cause the death 

of a patient, it is morally and legally acceptable provided the doctor's 

intention· is to relieve the distress and not kill the patient.' 

This is a universal principle without which the practice of medicine would 

be impossible, given that every kind of treatment has an inherent risk. 

Many discussions on the principle of double effect have however, involved 

the use of morphine in the terminally ill. This gives a false impression that 

the use of morphine in this circ~mstance is a high risk strategy. When 
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correctly used (i.e. in a dose appropriate to a patient's need) morphine 

does not appear to shorten life or hasten the dying process in patients with 

canc~r. Although a greater risk is acceptable in more extreme 

circumstances, it is obvious that effective measures which carry less risk to 

life will normally be used. Thus, in an extreme situation, although it may 

occasionally be necessary (and acceptable) to render a patient 

unconscious, it remains unacceptable (and unnecessary) to cause death 

deliberately. As a universal principle, it is also obvious that the principle of 

double effect does not allow a doctor to relinquish their duty to provide care 

with a reasonable amount of skill and care. 

iii) Compartment syndrome. 

See also the report by Mr Redfern. 

Thick layers of tissue called fascia separate groups of muscles in the leg into 

different compartments. There is limited scope for expansion within a 

compartment, and a significant swelling, such as a large haematoma, will lead 

to an increase in pressure, ~ompressing the surrounding. muscles, blood 

vessels and nerves. If the pressure builds sufficiently, the blood flow to the 

tissues is reduced and this c'an lead to permanent injury to the muscle and 
. . 

nerves. The hallmark symptom of compartment.syndrome is severe pain that 

does not respond to elevation or pain medication. There may also be:. 

• tense, swollen and shiny skin overlying the limb 

• severe pain when the muscle is moved actively or passively 

• pain when the compartment is squeezed. 

In more advanced cases, there may be: 

• decreased sensation 
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• muscle weakness 

• pallor of the skin. 

8. OPINION 

Events at Royal Haslar Hospital, 19th-26th March 1999 

Mrs Spurgin was a relatively fit and independent 92 year old widow who 

lived alone. She underwent surgical repair of a fractured right hip using a 
-~ . . ' . 

dynamic hip screw. Mrs Spurgin's post-operative course was not straight 

forward; within hours of her surgery she had to be reviewed because of 

leakage from the wound and swelling of her right thigh to twice its normal 

size,· causing discomfort and pain on palpation. lt was considered most · 

probable that she had developed a haematoma due to a bleeding vessel in 

the wound. A large haematoma can exert a pressure effect, compressing 

· blood vessels and,, damaging surrounding tissue and nerves. The 

reviewing doctor appropriately examined Mrs Spurgin with this in mind, 

checking the circulation and nervous function in her leg, which appeared 

satisfactory. Pain in Mrs Spurgin's hip/thigh on movement continued to be 

recorded as a problem in the nursing ·notes and by Dr Reid when he 

reviewed Mrs Spurgin on the 24th March 1999. He considered the pain the 

main barrier to rehabilitation,· asked for her analgesia to be reviewed and to 

be r·eassured that orthopaedically all was well with her hip. . Surgeon 

Commander Scott reviewed Mrs Spurgin several times between the 22nd-

25th March 1999 but no specific comment was recorded in the medical 

notes regarding Mrs Spurgin's pain, no 'changes were made to her 

analgesia but on the 25th March she was considered able to be transferred 

to Gosport War Memorial Hospital once a bed was available. Despite pain 
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being recorded as a problem, at no point did Mrs Spurgin receive regular 

analgesia; three doses of morphine given as required within the first 24h of 

her surgery and subsequently, on_ly paracetamol as required, at most 2G in 

24h. One explanation for this apparent discrepancy would be that Mrs 

Spurgin was relatively comfortable at rest and only experiencing significant 

pain on movement and/or weight bearing. 

With regards to the standard of care preferred to Mrs Spurgin during her 
,.- • ,o '-~• _ __. • ..... ,, I ';"'T, ..._ • ~_.,I 

-l· 
( 

admission to Haslar Hospital, I am not· experienced enough in" ,_,.-.. , . ... ~ . ~....... -

orthopaedics to comment, but the report of Mr Redfern raises several 

concerns. 

Events at Dryad Ward, 26th March 1999 until 13th Apri/1999. 

Infrequent entries in the medical notes during Mrs Spurgin's· stay on Dryad 

Ward make it difficult to closely follow her progress over the. last eighteen days 

of her life. There are three entries prior to the confirmation of death, taking up 

one page in length. In summary and approximate chronological order, Mrs 

Spurgin was admitted to Dryad. Ward for rehabilitation and gentle mobilisation .. 

lt was noted that Mrs Spurgin complained of a lot of pain on movement for 

·which she was commenced on regular oral morphine. De.spite this there was 
' 

no mention of pain nor a formal pain assessmen~ in the medical clerking. Mrs 

Spurgin initially was prescribed a total of 30mg/24h of oral morphine regularly. 

This was increased the next day to 60mg/24h and was the probable cause of . 

her nausea and vomiting. The response to Mrs Spurgin's vomiting appears 

nonsensical; if it were that her pain was considered severe enough to warrant 

morphine regularly, the addition of a regular anti-emetic would be seen as an 

appropriate response. Instead the morphine was substituted for the weaker 
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analgesic codydramol. Because of continued pain on movement, the 

codydramol was substituted three days later for oral morphine again, now in a 

modified release preparation (MST) in a dose of 20mg/24h, subsequently 

increased to 40mg/24h. Mrs Spurgin's hip wound began to leak large amounts 

of serous fluid and blood. This initially improved with steristrips but on the 7th 

April 1999 it was red and inflamed and antibiotics · (metronidazole and 

ciprofloxaxin) commenced. Although the use of antibiotics was appropriate for -

a possible wound infection; it was not,·in·my-experiE?nce, a typical combination 

used for a post-operative wound infection. Dr Reid reviewed Mrs Spurgin and 

found that movement of the right leg was still painful. lt was now 18 days after 

Mrs Spurgin's operation and a progressive improvement in pain and mobility 

can generally be anticipated. This was not the case for Mrs Spurgin and Dr 

Reid was concerned enough to ask for an X-Ray and it should be confirmed if 

thi$ was undertaken or not and, if so, the result found. However, an 

orthopaedic assessment was not sought. Because Mrs Spurgin was 

'apprehensive' Dr Reid commenced flupenthixol O.Smg twice a day. I am 

unfamiliar with the use of ffupenthixol (an antipsychotic) for managing anxiety 

in the elderly. 

The pain on movement did not improve although Mrs Spurgin denied pain 

when left alone. Mrs Spurgin became less well; she spilt drinks and had a 

nightmare. She was noted to be very drowsy- unrousable at times, irritable, 

leaning to the left and experiencing difficulty in swallowing. The wound was 

inflamed, hot and tender. She was 'catheterised but drained only small 

amounts of concentrated urine. The exact cause of Mrs Spurgin's deterioration 

is unclear as no medical· assessment was undertaken. Even simple 

observations like temperature, heart rate and blood pressure were not carried 
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out. However, in my opinion, her situation could .be consistent with 

. septicaemia from an infection despite her current antibiotics ± cummulation of 

morphine metabolites as she became dehydrated. Even in her statement, Dr 

Barton anticipates that Mrs Spurgin's drowsiness was a consequence of her 

infection (point 40). 

On the 12th April 1999, a syringe driver was commenced containing 

diamorphine 80mg/24h. This is equivalent to oral morphine 160-24Dmg/24h 

and thus represents a 4-6 fold increase Mrs Spurgin's dose of morphine.~ -~ ~.-- "' .· 

There is no apparent justification for an increase of this magnitude in the dose 

of analgesia, and, in my opinion, was excessive to Mrs Spurgin's needs. This · 

would explain why Dr Reid noted Mrs Spurgin to-have been very drowsy since 

the diamorphine infusion was commenced (he states she was not reusable! 

(his emphasis)) and why he was able to move her hip without. pain. The 

syring& driver also contained midazolam 2Dmg/24h, a dose likely to sedate a 

92 year old. Given that the major risk of excessive opioid is respiratory 

depression, in an unrousab!e patient, it would have been reasonable for a 

doctor to have assessed respiratory function, e.g. respiratory rate and the level 

of oxyg·en saturation in the blood (pulse oximetry). If there was evidence of 

respiratory depression, discontinuation of the opioid and careful use of the · 

opioid antagonist naloxone to partially reverse the effects of the opioid would 

have been indicated to rouse the patient and restore satisfactory ventilation. 

Even if naloxone was not ·deemed necessary, other practitioners would stop 

the opioid until the patient was more awake, and subsequently restart at a 

lower dose. Others may continue the opioid but at a lower dose. Although Dr 

Reid halved the diamorphine dose to 40mg/24h, this was still equivalent to oraJ 

morphine 80-12Dmg/24h, i.e. a 2-3 fold increase on Mrs Spurgin's previous · 

· Page 28 of 40 



---·· ·r-

• 

GMC1 00096-0926 

Or A.Wilcock Enid Spurgin (BJC/45) March 5th 2006 

dose. In my opinion, given Mrs Spurgin's dose of oral morphine 40mg/24h, 

using a 2:1 or 3:1 conversion ratio, an appropriate starting dose of 

diamorphine would have been 15-20mg/24h. Further, there was a 

simultaneous increase in the midazolam to 40mg/24h, a dose that in my 
' 

opinion would sedate a 92 year old. In this regard, despite the reduction in 

opioid, the increase in midazolam would have contributed to Mrs Spurgin 

remaining sedated until her death at 01.15h on the 13th April 1999. 

The cause of death was .. given.,as . .a,,,cerebrovascular accident. The clinical 

evidence on which this is based should be clarified. In her statement, Dr 

Barton suggests 'the reference to her leaning to the left raised the possibility 

that Mrs Spurgin might have had a cerebrovascular accident'. However, on its 

own, this is a non-specific finding which could occur in an elderly patient with a 

reduced level of consciousness due to any cause. If it were strongly 

considered that Mrs Spurgin had had a cerebrovascular accident, one would 

expect that this significant change in her clinical condition to have been 

recorded in the medical notes and accompanied by a medic~! assessment. in 

my opinion, the circumstances ·of Mrs Spurgin's deterioration and death are 

not typical of a cerebrovascular accident and thus there is a !ack of sufficient 

supporting clinical evidence and certainty that a cerebrovascular accident was 

the most likely cause of her death. 

Was the standard of care afforded to this patient in the days leading up to 

his death in keeping with the acceptable standard of the day? 

The overall care given to Mrs Spurgin whilst at Haslar Hospital has raised 

concerns as detailed in the report by Mr Redfern .. 
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The medical care provided by Or Barton and Dr Reid to Mrs Spurgin 

following her transfer to Dryad Ward, Gosport War Memorial Hospital is 

suboptimal when compared to_ the good standard of practice and . care 

expected of a doctor outlined by the General Medical Council (Good 

Medical Practice, General Medical Council, July 1998, pages 2-3) with 

particular reference to: 

• good clinical care must include an adequate assessment of the patient's 

condition, based on the history and clinical signs and, if necessa',Y:· an,-._,.,···~--· ,._. ... ~.,-. 
appropriate examination 

• in providing care you must keep· clear, accurate, and contemporaneous 

patients records which report the relevant clinical findings, the decisions 

made, the information given to patients and any drugs or other treatment . 

prescribed 

• in providing care you must prescribe only the treatment, drugs, or 

appliances that serve patients' needs 

• in providing care you must be willing to consult colleagues. 

Specifically: 

i) The notes relating to Mrs Spurgin's transfer to Dryad Ward are inadequate. 

On admission, a patient is usually c/erked highlighting in particular the 

relevant history, examination findings, planned investigations and care plan. 

ii) There was insufficient assessment and documentation of Mrs Spurgin's 

pain and its treatment. 

iii) An orthopaedic opinion was not sought even when the. pain did not improve 

with time or increasing doses of morphine that were associated with 

undesirable effects. 
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iv) An appropriate medical assessment was not undertaken when Mrs Spurgin 

deteriorated, becoming more drowsy and her wound more painful and 

inflamed. 

. 
v) Doses of diamorphine and midazolam that were excessive to her needs 

were administered. 

If the care is found. to be suboptimal what treatment should normally have 

been preferred in this case? 

In relation to the above: 

Issue i (lack of clear documentation that an adequate assessment has 

taken place) 

A medical assessment usually consists of information obtained from the 

patient or others and existing medical records (the history), and the findings of 

a physical examination that is documented in a structured fashion. Although 

the history can be restricted to the most salient points, it is unusual to omit 

relevant sections, e.g. a basic physical examination, etc. 
. . 

Clerking of a patient also provides a baseline for future comparison. If new 

problems subsequently develop, and abnorma! physical findings are found 

on examination, it can be helpful for the doctor when considering the 

differential diagnosis and management to know if the findings are really 

new or old. A clear assessment and documentation of subsequent medical 

care are particularly useful for on-call doctors who may have· to see a 

patient, whom they have never met, for a problem serious enough to 

·require immediate attention. 
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lssue ii (lack of clear documentation that an adequate assessment has 

. taken place; lack of clear, accurate, and contemporaneous patients records 

which report drugs prescribecj; prescribing only the treatment, drugs, or 

appliances that se!Ve patients' needs) 

_Part of the plan outlined by Dr Barton was to sort out Mrs Spurgin's 

analgesia. Particularly when pain relief is considered such a prominent part 

of the care plan for a patient, it would be considered good practice to take. 
- ' 

and document a full pain history and undertake an appropriate examination; · -· .. - . 

This is to help diagnose the most likely cause of the pain and thus guide a 

rational and appropriate management plan. 

Or Barton considered Mrs Spurgin unable to weight bear and that her pain to 

require regular morphine. This was in contrast to the transfer note, written oil 

the same day of transfer, which recorded Mrs Spurgin to be mobile with help 

and requiring only p.r.n. 'as required' paracetamol. There is no documented 

history or examination which suggests that the possible reasons for this 

apparent increase in pain were considered. This is relevant, because~ if 

increasing pain was associated with a wound infection for example, this would 

require appropriate antibiotics rather than morphine. Further, given that pain 

generally improves quickly and progressively in patients who have undergone 

surgical repair of their fractured neck of femur, the need to· commence strong 

opioid analgesia for severe pain one week post-operatively should have been 

a particular prompt to have undertaken a thorough assessment. 

ft is unclear on what basis Or Barton considered that regular morphine was 

necessary, rather than initially trying a regular weak opioid ± paracetamol. In 

general, practitioners progressively increase the strength of regular analgesia 

and the dose against the patients pain, in the order non-opioid (e.g. 
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paracetamol) --+ weak opioid (e.g. codeine) - strong opioid (e.g. morphine). 

Although some may omit the weak opioid step and go straight to a strong 

opioid, this usually involves a smaller initial dose of morphine (e.g. 2D-

30mg/24h). Although the starting dose of morphine and its increase prescribed 

by Or Barton were in keeping with the BNF, in the context of omitting a regular 

weak opioid step and in view of Mrs Spurgin's advanced age, it would have 

been prudent in my opinion to have used a smaller dose. Mrs Spurgin's 

nausea and vomiting could be in keeping with the doses she received being 

excessive, although up to half of patients can experience nausea and vomiting 

when commencing morphine. 

Issue iii (in providing care you must be willing to consult colleagues) 

Because of Mrs Spurgin's nausea and vomiting, the morphine was 

discontinued and she received regular codydramol for about 3 days. However, 

because of persistent pain, Dr Barton recommenced a smaller dose of . 

morphine. This was 11 days after Mrs Spurgin's operation and this level of 

pain and analgesic requi~ement should have prompted a search for the cause 

of the pain. In this regard there is no evidence that Dr Barton considered, 

examined Mrs Spurgin or documented the possible reasons why Mrs 

Spurgin's pain was so problematic, discussed her with Or Reid or the 

orthopaedic team. Similarly, when the morphine was increased to 40mg/24h, 

17 days after Mrs Spurgin's operation, neither Or Barton nor Or Raid contacted 

the orthopaedic team. An X-ray was apparently requested, but I am unable to 

ascertain if it was carried out. 

Finally, it should be ascertained if the choice of ciprofloxacin and 

metronidazole for a post-operative (orthopaedic) .wound infection was in 
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keeping with Trust guidelines, and, if not, why the advice of a microbiologist 

was not obtained. 

Issue vi ((lack of clear documentation that an adequate assessment has 

taken place; lack of clear, accurate, and contemporaneous patients records 

which report drugs prescribed; in providin~ care you must be wi!Hng to 

consult colleagues) 

Mrs Spurgin became less well, . increasingly drowsy, dehydrated, agitated, 

spilling things and had a nightmare. When a patients' clinical condition 

changes for the worse, a thorough medical assessment should be carried out 

to ascertain the possible cause(s) and to identify if they are reversible with · 

appropriate treatment. The assessment would consist of the history, 

examination and appropriate investigation. There is no assessment or evefl 

simple observations documented. This is relevant, as in my opinion, Mrs 
. . 

Spurgin wa~ not anticipated to be dying and her symptoms and signs were in 

keeping with a potentially reversible septicaemia/toxaemia arising from· an 

infection (the wound had become tender and inflamed. despite the antibiotics) 

:± the effects of increasing blood levels of morphine metabolites; even though 

the morphine dose had not been increased, in dehyaration morphine 

metabo/ites cumulate as if the dose of morphine had been increased. 

Intravenous hydration, reduction in the dose of morphine and differ~nt 

antibiotics may well have been of benefit to Mrs Spurgin and it should be 

ascertained why these were not considered appropriate. Particularly the latter, 

as in her statement, Or Barton's appears to consider that an infection was 

contributing to Mrs Spurgin's drowsiness. For patients this unwell with an-

infection, particularly despite the existing use of antibiotics, the choice of 
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further antibiotic(s) would usually be made with the help of a microbiologist 

and modified subsequently based on results of wound, blood and urine. 

cultures etc. There is no documentation to suggest that Dr Barton discussed 

Mrs Spurgin's management with Or · Reid, the orthopaedic team or a 

microbiologist before commencing a syringe driver containing diamorphine 

and midazolam. 

·· Issue v (lack of clear, accurate. and contemporaneous p·atients records 

which report drugs prescribed; prescribing only the treatment, drugs, or 

appliances that seNe patients' needs; willing to consult colleagues) 

On the 12th April 1999, Or Barton prescribed diamorphine .2Q-200mg, 

midazolam 20-BOmg, hyoscine (hydrobromide) 20Q-800microgram 

· (marked p.r.n. in the margin) and cyclizine (an anti-emetic) 50-1 OOmg 

(marked p.r.n. in the margin) all SC/24h. 

lt is unusual that drugs to be given by syringe driver are prescribed •as . 
. . 

required' especially in a wide dose range. This is because of the inherent 

rfsks that would arise from a lack of clear prescribing instructions on why, 

when and by how much the dose can be altered within this range and by 

whom. For example, the lower dose range of diamorphine. was '20mg/24h, 

but Mrs Spurgin was commenced on 8Dmg/24h. For these reasons, 

prescribing a drug as a range, particularly a wide range, is generally 

discouraged. Doctors, based upon an assessment of the clinical condition 

and needs of the patient usually decide on and prescribe any change in 

medication. 

If there were concerns that a patient may ~xperience, for example, · 

episodes of pain, anxiety .or agitation, it would be much more usual, and 
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indeed seen as good -practice, to prescribe appropriate doses of 

morphine/diamorphine, diazepam/midazolam and other drugs that could be 

given intermittently 'as required' orally or se alongside the fixed regular 

dose of analgesic. This allows a patient to r~ceive what they need, when 

they need it and guides the doctor in subsequent dose titration of the -

regular dose of analgesic. 

The wide dose range of diamorphine 20mg-200mg, is not justified at all in 

the notes and in my opinion includes doses excessive for Mrs Spurgin's 

needs. Doses of opioids excessive to a patient's needs are associated with 

an increased risk of drowsiness, delirium, nausea and vomiting and 

respirator-Y depression. 

The equivalent subcutaneous dose of diamorphine is generally calculated by 

dividing the oral morphine dose by 2 or 3 (sea technical issues). As Mrs 

Spurgin had been receiving oral morphine 40mg/24h, this is approximately 

equivalent to diamorphine 15-20mg/24h. A syringe driver was commenced 

containing diamorphine 80mg/24h, equivalent · to oral morphine 160-

240mg/24h, representing a 4-6 fold increase in Mrs Spurgin's dose of 

morphine. There is no justification for an increase of this magnitude in the 

dose of analgesia, and, in my opinion, was excessive to Mrs Spurgin's needs. 

The syringe driver also contained without apparent justification, midazolam 

20mg/24h, a dose likely to sedate a 92 year old. As a result, Dr Raid found her 
.. 

unrousable and unresponsive to movement of her hip (a painful stimulus). 

Given the depth of her sedation, it would have been reasonable to have 

assessed her respiratory function, e.g. respiratory rate and the level of oxygen 

saturation in the blood (pulse oximetry), but this did not occur. In my opinion 

the syringe driver should have been discontinue'd and Mrs Spurgin's condition 
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monitored closely for evidence of respiratory depression, pain. or agitation. 

Other pra~ctitioners may well choose to continue the opioid but at a lower dose 

as Or Reid did. However, the dose he selected, diamorphine 40mg/24h, is 

equivalent to oral morphine 8D-120mg/24h, i.e. still a 2-3 fold increase on Mrs 

Spurgin's previous dose. Further, there was a simultaneous increase in the 

midazolam to 40mg/24h, a dose that in my opinion would sedate a 92 year 

old, and was unjustified given that she was already unresponsive. 

In her statement, Or Barton makes the point that even 40mg of diamorphine 

was not seemingly successful in relieving Mrs Spurgin's pain as she was 'in 

some discomfort when attended to'. This, in my view, continues to underscore 

the point that the pain that Mrs Spurgin was experiencing on move'ment was 

not relieved by a dose of diamorphine that was associated with undesirable 

effects (i.e. sedation). This is unusual for someone who had undergone repair 

of a fractured neck of femur with a dynamic hip screw and reinforces the point 

that an orthopaedic review should have been sought. 

If the care is found to be· suboptimal to what extent may it disclose 

criminally culpable actions on the part of individuals or groups? 

Both Or Barton and Or Reid had a duty to provide a good standard of 

medical practice and care. In this regard, Or Barton and Or Reid fell short of 

a good standard of clinical care as defined by the· GMC {Good Medical 

Practice, General Medical Council, July 1998 pages 2-3) with particular 

reference to a lack of c{ear note keeping, adequate assessment of the 

patient, providing treatment that could be excessive to the patients' needs 

and willingness to consult colleagues. 
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In my view, Mrs Spur~in was not anticipated to be dying and very likely that 

her pain and subsequent deterioration were due to potentially reversible 

(and possibly preventable) causes that could be managed by the timely 

provision of hydration, a reduction in morphine dose and appropriate 

antibiotics. The pain was out of keeping with that usually seen in this 

situation, and failed to improve with time or increasing doses of morphine. 

Thus there were severed prompts for both Dr. Barton and Dr Re id to have 

sought an orthopaedic review. 
• ... _... ,... •·' • -. • ..- , .... ....., ..... """·'"""~' . • L---."1 L~• 

Morphine and diamorphine are safe drugs when used ·correctly. The key 

issue is whether the use and the dose cif diamorphine and other sedatives 

are appropriate to the patients' needs. Although some might invoke the 

principle of double effect (see technical issues), it remains that a doctor has 

a du_ty to apply effective measures that carry the least risk tq life. Further, 

the principle of double effect does not allow a doctor to relinquish their duty 

to provide care with a reasonable amount of skill and care. This, in my view, 

would include the use of a dose of strong .opioid that was appropriate and 

.not excessive for a patient's needs . 

In short, Dr Barton in particular, but also Dr Raid, could be seen as doctors 

who breached the duty of care they owed to Mrs Spurgin by failing to provide 

·treatment with a reasonable amount of skill and care.· This was to a degree . 
I • 

that disregarded the safety of Mrs Spurgin by failing to adequately assess her 

condition and taking suitable and prompt action when she complained of pain 

, that appeared excessive to her situation and when her physical state 

deteriorated in what was a potentially reversible way. Instead the actions of Dr 
. . 

Barton and Dr Reid exposed Mrs Spurgin to inappropriate doses of 

diamorphine and midazolam that would have contributed more than minimally, 
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negligibly or trivially to her death. As a result Or Barton and Dr Reid leave · 

themselves open to the accusation of gross negligence. 

9. LITERATURE/REFERENCES 

British National Formulary 36 (September 1998). 

Prescribing in Terminal Care, pages 11-14 

Prescribing for the elderly, pages 15·16 

Good Medical Practice, General Medical Council, July 1998, pages 2-3 

-~ . · · ,~, .... ~~·····~- .. ".l?.alliative Care Handbook, Guidelines on Clinical Management, Third Edition 

Wessex Protocol' Salisbury Palliative Care Services May 1995 . 

10. EXPERTS• DECLARATION 

1. I understand that my overriding duty is to the court, both in preparing 
reports and in giving oral evidence. I have complied and will continue to 
comply with that duty. 

2. I have set out in my report what I understand from those instructing me to 
be the questions in respect of which my opinion as an expert are required; 

3. I have done my best, in preparing this report, to be accurate and complete. 
f have mentioned all matters which I regard as relevant to the opinions I 
have expressed. All of the matters on which I have expressed an opinion lie 
within my field of expertise. 

4. 

5. 

I have drawn to the attention of the court all matters, of which I am aware, 
which might adversely affect my opinion. 
Wherever I have no personal knowledge, I have indicate.d the source of 

' . ·.~.: ... ~ 

• 6. 
factual information. · 
I have not included anything in this report which has been suggested to me 
by anyone,· including the lawyers jnstructing me, without forming my own 
independent view of the matter.· · 

7. Where, in my view, there is a range of reasonable opinion, I have indicated 
the extent of that range in the report. 

8. At the time of signing the report I consider it to be complete and accurate. I 
will notify those instructing me if, for any reason, I subsequently consider 
that the report requires any correction or qualification. 

9. I understand that this report will be the evidence that I will give under oath, 
subject to any correction or qualification I may make before swearing to its 
Wffi~. , 

10. 1 have attached to this report a statement setting out the substance of all 
facts and instructions given to me which are material to the opinions 
expressed in this report or upon which those opinions are based. 
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11. STATEMENT OF TRUTH 

.. 

I confirm that insofar as the facts ·stated in my report are within my own 
knowledge f have made clear which they are and I believe them to be true, 
and the opinions I have expressed represent my tru~ and complete 
professional opinion. 

Signature: -------------- Date: 
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Sent: 
To: 

Cc: 
Subject: 

Hello , 

Juliet StBernard (020 7189 5148) 
OS September 2007 13:05 
'EIIson, Sarah' 

'Tomlinson, Tamsin' 

RE: Dr Barton 

GMC1 00096-0938 

I have now discussed with Peter and he is of the view that the defence should only be given three 
months to prepare their case . 

He is of the view that if the defence require 6 months it will be for Adjudication to determine 
whether or not they can have it. 

Juliet 

From: Juliet StBernard r-·-·-c-o-Ci"Ei"-A-·-·-1 
Sent: 05 Sep 2007 lO:dr·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

To: 'EIIson, Sarah' 
Cc: Tomlinson, Tamsin 
Subject: RE: Dr Barton 

Hello , 

I will need to consult Peter and he is out of the office until this afternoon. 

I have just checked with Adjudication and the first available date for a 8 week hearing in London 
is from 19 May 2007. 

Juliet 

From: E llso n I Sa ra h (-·-·-·-·-·-·-·-·-·c-ode·-A·-·-·-·-·-·-·-·-·-·-! 
Sent: 04 Se 2007 1 1. ··-..::r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

p .., ··"'· -·-·-·-·-·-·-·-·-·-·-·-·-, 
To: Juliet StBernard i Code A ! 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.i 

Cc: Tomlinson, Tamsin 
Subject: Dr Barton 

Just had a long and helpful call with I an Barker at MDU in anticipation of protocol call. 

I have brought him round from initial view that it might not be worth having call at this stage 
because it is too early to know the scope of the case. We both agree having a date to 
work to and being able to book Counsel will be helpful. They will be using Alan Jenkins 
and Tim Langdale QC. 

The difficulty is that I have sketched out a timetable 

- copy and disclose materials in possible cases asap (when we are preparing instructions 



to Counsel) 
- confirmation of cases to be issued shortly after our con (Oct!Nov) + poss nature of 
charges 
- draft charges and any outstanding evidence by end of 2007 

on this basis - which is still quite tight for us given that we will need to book a block of time 
with Counsel so he can review and advise - c:~:~.~?~~~:t-;~:~:~::says he would not be ready for a 
June hearing -he is saying more like September (he is equating the preparation time to a 
murder case and says 6 months would not be sufficient - I am not sure I agree the analogy 
and know the Criminal system obviously also tries to get cases on asap) 

I need to know whether GMC are concerned to get this on as soon as possible or whether 
you would prefer to go for the September date for which we will get defence "buy in" and 
an agreed timetable. If we press for earlier we may face an application any time between 
now and May saying they are not and cannot be ready- if successful the case would leave 
a major gap in the GMC calendar and by then would cause re-listing problems. I am 
inclined to go for co-operation and certainty but know that the case ought to be heard as 
soon as possible. Service standards are in this case of no relevance but of course the 
principle is cases ought to be listed sooner rather than later. In the scheme of things a 
further 3 months would not be significant. 

We will also be seeking a London listing but I did explain that there is limited space in 
London and other major cases might need to be listed in London. I think we will be asking 
for an 8 week listing which is only a guestimate but I an agreed with my back of the 
envelope calculations. 

Can you let me have the GMC view/instructions so that I can prepare for Thursday's call -
thanks 

Sarah Ellson 1 Partner 
for Field Fisher Waterhouse LLP 
dd: [:~:~:~:~:~:~~~~~~~:~:~:~:~:~:~:! I m: L~~~~~~~~~~~§!)~~E~~~~~~~~~~~J 

Consider the environment, think before you print! 

Field FisherWaterhouse LLP Portland Tower Portland Street Manchester M1 3LF 

Tel+44 (0)161 238 4900 Fax+44 (0)161 237 5357 E-mail info@ffw.com 

Web www.ffw.com CDE823 

FFW does not accept service of documents bye-mail for Court or other purposes unless expressly agreed in writing 
beforehand. For service to be effective, the sender must receive an express acknowledgement of receipt from the 
person intended to be served. 

This e-m ail may contain privileged and confidential information. If you receive it in error please tell the sender 
and do not copy, distribute or take any action in reliance upon it. You should ensure this e-mail and any 
attachments are virus free . E-mail is not a 100% virus-free or secure medium. lt is your responsibility to 
ensure that viruses do not adversely affect your system and that your messages to us meet your own security 
requirements. We reserve the right to read any e-mail or attachment entering or leaving our systems without 
notice. 

Field Fisher Waterhouse LLP is a limited liability partnership registered in England and Wales (registered 
number OC318472) and is regulated by the Solicitors Regulation Authority. A list of its members and their 
professional qualifications is available at its registered office, 35 Vine Street, London, EC3N 2AA. 
We use the term partner to refer to a member of Field Fisher Waterhouse LLP, or an employee or consultant 
with equivalent standing and qualifications. 
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From: J u I i et St Bern a rd i-·-·-·-·-·-co-Cie--A-·-·-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 

Sent: 06 September 2007 18:57 

To: Peter Swain r-·-·-·c·od_e_A _____ ,l 
Subject: D r B a rto n '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Peter, 

This case has been listed for 8 September 2008 for 40 days in London. 

As you aware the defence wanted several months to prepare their case and we stated that 3 
months was sufficient, due to our differing views Adjudication made the decision as to when the 
case should be listed. 

Juliet 



From: 
Sent: 
To: 

Subject: 
Attachments: 

Dear All , 

Bushra Ali ~--·-·-·-·c·ode·-A·-·-·-·1 

06 september-2cfo"i"f3.j2( 

~-~_s_b.r.9._.AU.J[~~~~~~g_Q.~iA~~~~];__~-~1.1_s._g.o.~._?9._r_a._b~;-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
I; CodeA ! t ____________________________________________________________ J 

J u I i et s t Bern a rd i·-·-·-·-·cocie-A·-·-·-·-·1 
RE: Dr Barton 

Dr Barton.doc 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Following a request by the GMC the telecon minutes have been amended. 

Please can I request for all parties to confirm their agreement with the amended minutes. 

Many thanks , 

Bushra 

From: Bushra Ali [~~~~§~~-~:.~~~~~J 
Sent: 06 September 2007 11:07 
To: I Ellson Sa ra hI. r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-code-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i· J u liet StBerna rd 

I IL·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-g 

r.~·-~--~--~--~-~9.~~~--~--~--~--~--~·.J 
Subject: Dr Barton 

Dear All, 

GMC1 00096-0942 

Please find attached the minutes from today's telecon. Please don't hesitate to contact me if 
you wish to make any amendments. 

Ahead of the next telecon on 24 January 2008, 11 am, I attach the agenda and dial up details. 

Best wishes, 

Bushra 

Bushra Ali 
Adjudication Co-ordinator 
G e n~[aLM.e.d.i.c.aLCrum'li I 
Tel: i Code A ! 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.i 



E/Committee/PCC/Listings/GMC Case Protocol stage 3 form 

GMC Case Protocol - Stage 3 Telephone Conference 
Sarah Ellson & Tamsin Tomlinson, Field Fisher Waterhouse 
lan Barker, Medical Defence Union 
Juliet StBernard, Investigation Office 
Bushra Ali, Adjudication Listings 

Case: Dr Barton 

Conference date: 6 September 2007, 10am 

Areas to be covered 

Action Outcome 

1. GMC to complete investigation 4 January 2008 

2. GMC to disclose evidence and final charge 18 January 2008 

3. Doctor to indicate timetable for preparation of 8 August 2008 
defence 

GMC suggested 3 months preparation time 
however the defence requested more due to 
the complexity of the case, which the GMC 
did not challenge. The Investigation Officer 
asked Adjudication to make the decision. 
The telecon was adjourned and the 
Adjudication Manager was consulted, it was 
agreed that an extended preparation time will 
be allocated. 

4. Agree timetable GMC, Defence 

5. Provisional hearing date 8 September 2008 - 31 
October 2008 

6. Time estimate 40 days 

GMC1 00096-0943 



GMC1 00096-0944 

7. Location of hearing London 

8. Date of next telephone conference 24 January 2008, 11 am 
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From: 

Sent: 
To: 
Cc: 
Subject: 

Bushra, 

Juliet StBernard C:~:~:~:~~:~~~:~:~:~:~:~:J 
06 September 2007 18:30 
Bushra Ali (C~~~~-~-~~~9~~~~~-:::::::~-:~~] 

r·.~--~--~--~--~--~--~~-~~~-.A~--~--~--~--~--~--~·.J; T 0 m I i nso n, T a m sin 
RE: Dr Barton 

This is a more accurate reflection. 

Thanks Juliet 

From: Bushra Ali C~~~~-~~~§."~~~~~~~~~~~~~J 
Sent: 06 Sep 2007 13:34 

GMC1 00096-0945 

To: Bush ra AI i ( C~.~-~~-~~e~-~~-~-~J; I Ellson, Sa ra hI; :-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·ca.Cie-·p:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l 
l~~~~Ci.~~}~~J J u I iet StBern a rd ( 02 0 718 9 5148) '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Subject: RE: Dr Barton 

Dear All , 

Following a request by the GMC the telecon minutes have been amended. 

Please can I request for all parties to confirm their agreement with the amended minutes. 

Many thanks , 

Bushra 

From: Bushra Ali C:~:~:~:~:~~~i:~~:~:~:~:~:~:l 
Sent: 06 September 2007 11:07 
To: I Ellson, Sa ra hI ;[·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·co-Cie-·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·:1; J u liet StBerna rd 

r·-·-·-·-·-·-code·A-·-·-·-·-·-·1 i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
1-..-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~-·· 

Subject: Dr Barton 

Dear All, 

Please find attached the minutes from today's telecon. Please don't hesitate to contact me if 
you wish to make any amendments. 

Ahead of the next telecon on 24 January 2008, 11 am, I attach the agenda and dial up details. 

Best wishes, 

Bushra 

Bushra Ali 
Adjudication Co-ordinator 
~.enera.L.Med.icai_Cnu.od.\ 
1 Code A i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 



From: 

Sent: 
To: 
Cc: 
Subject: 

Bushra, 

Thank for your reply. 

Juliet StBernard [~~~~~~~~-~~-~~~~~~] 
06 September 2007 13:04 

Bush ra A I i L~:~:~:~:~:~~~:~:~:A:~:~:~:~:~:J 
I E llso n I Sa ra hI; r-·-·-·-·--·-·-·-·-·-c;·c;·(ie·A--·--·-·-·-·-·-·--y 
R E: D r Ba rto n '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

GMC1 00096-0946 

I would be grateful if you could still update the minutes to reflect that it was the GMC's view 
that Adjudication should determine the defence preparation time due to our differing views , as 
this is very pertinent information . 

Juliet 

From: Bushra Ali Cf"-·-·-·c·ode·A-·-·-·-! 
Sent: 06 Sep 200iT;t:_4~L~~~~~~~~~~~~~~~~=--·-·-· 
To: Juliet StBernard L. _____ ~_<?.~-~--~·-·-·-·j 
Cc: I Ellsonl Sa ra hI; :--·-·-·-·-·-·-·-·-·c·ode·A-·-·-·-·-·-·-·-·-·l 
Subject: RE: Dr Ba\-rorr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Dear Juliet, 

As is also confirmed by my colleague Christine Haynes, who was also present on the telecon 
for training purposes: after Defence stated their case for why additional time needs to be 
allocated , the GMC raised no objections to the arguments put forward/the request for 
additional time. 

At this point, I recall you stated that defence and the GMC had differing opinions and 
Adjudication needs to determine the time allowed , however, Defence responded by pointing 
out that at no point during the telecon has FFW expressed any objection to the case Defence 
has put forth , as FFW did not contest this either "GMC raised no objections" was noted in the 
minutes. Further to this , once I returned to the telecon to confirm Adjudication 's decisions, 
Defence re-stated that FFW have expressed no objections to the Case for additional 
preparation time. 

I hope this clarifies the minutes. 

Many thanks , 

Bushra 

From: Juliet StBernard L~~~~~~~~~~~~~~)~~~~~~~~~J 
Sent: 06 September 2007 11:17 
To: Bushra Ali C[~~~~~~~~~~~~~i.)~~~~~~~~J 
Cc: :-·-·-·-·-·-·-·-·co(:fe·A·-·-·-·-·-·-·-·-rr am I i nso n I Ta m sin 
su b]ect:TRE"Dr.Bi:l"ffan·-·-·-·-' 

Hello Bushra, 

I am concerned that you have stated in minutes that the GMC had no objections to the 
defence preparation time, whereas to clarify I recall saying that the GMC and the defence had 
differing views as the amount of time the defence could be allowed to prepare their case and 
it was for Adjudication to determine the amount of time that the would be allowed . 



I would be grateful if you would amend the minutes to reflect this. 

Thanks Juliet 

From: Bushra Ali [·.~--~--~--~-~9.~~~--~--~--~--~·.J 
Sent: 06 Sep 2007 11:07 

To: I Ellson, Sa ra hI; [:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~~~~~~:~~~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:1 J u liet StBerna rd :-·-·-·-·-·caCie·A·-·-·-·-·-: 
'·sub"fect:·-i5rl3arto n 

Dear All, 

GMC100096-0947 

Please find attached the minutes from today's telecon. Please don't hesitate to contact me if 
you wish to make any amendments. 

Ahead of the next telecon on 24 January 2008, 11 am, I attach the agenda and dial up details. 

Best wishes, 

Bushra 

Bushra Ali 
Adjudication Co-ordinator 
General Medical Council 
T e I: C.~.~-~-~-~~~(!e~~-~-~-~-~-~-~.1 


