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Dr Barton 
GMC Files Reviewed by KVK on 12/02/07 

2000/2047 Hampshire Constabulary v Or Jane Barton, Volume 1 {of 2) 

Document Relates to 

Screening decision form 

Letters from Hampshire Constabulary to GMC re Gladys Richards 
allegations of unlawful killing 

Witness Statement of Lesley Lack dated 31/01/00 Gladys Richards 

Witness Statement of Gillian Mackenzie dated 06/03/00 Gladys Richards 

Letter from GMC to Dr Barton inviti.ng her to appear before Gladys Richards 
roe on 21/06/01 

Letter from GMC to Dr Barton confirming IOC Gladys Richards 
determination that not necessary to impose conditions 

Note that Dr Barton will not be charged in relation to Various 
Gladys Richards' death. Police will be investigation 
another 9/10 suspicious deaths. 

Letter from police to GMC (06/02/02) confirming no Various 
further police investigations are appropriate unless further 
substantial evidence becomes available 

Police statement of Dr Barton Gladys Richards 

Expert report of Professor Ford Richards, Cunnigham, 
Wilkie, Wilson, Page 

Expert report of Professor Livesley Gladys Richards 

Expert report of Dr Mundy Cunnigham, Wilkie, 
Wilson, Page 

Letter from GMC to Dr Barton inviting her to appear before 
roe on 21/03/02 

Transcript of IOC hearing on 21/03/02 - no order made 

Letter of complaint from Bernard Page to GMC (17/05/02) Eva Page 
re death of his mother 

Letter from Gillian MacKenzie to GMC re concerns Gladys Richards 
regarding conduct of medical staff 

Letter from Charles Farthing to GMC re death of his step Arthur Cunnigham 
father, Mr Cunnigham 

Letters from lain Wilson to GMC re death of his farther, Robert Wilson 

car _libl \1776433\1 1 
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Robert Wilson 

Letter from GMC to Dr Barton informing her of PPC on 29- Page, Wilkie, Richards, 
30/08/02 Cunningham, Wilson 

Investigation into the Portsmouth Healthcase NHS Trust 
Report 

Dr Barton's written response to PPC allegations Page, Wilkie, Richards, 
Cunningham, Wilson 

Sub File: 2002/1608 CHI v Unknown: 

Letter from Mrs Batson to PCT complaining of care of Velma Gilbertson 
mother, Mrs Valma Gilbertson 

Response from PCT to Mrs Batson Velma Gilbertson 

car _lib1 \1776433\1 2 
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Annex A 

Investigation Instruction Sheet (liS) 

Post Preliminary Proceedings Committee Case 

Section A- to be completed by the GMC 
Priority Band: 
c (normal caseload) 
1. Date of instructions to 27/08/03 
solicitor: 
1. Name of doctor: LYNCH, Christopher Balogun 
2. GMC file number: 2003/0115; 2000/0643 
3. Name of GMC CW: Linda Quinn 020 7344 4700 

Direct line 
4. Type of case: Conduct 
5. Date for instructed 27/08/2003 
solicitor to complete Section 
B (one week from the date 
of these instructions): 
6. Other comments: London 

Case 2002/0707 which forms part of the papers was not 
referred forward. 
There are 2 complaints going forward - we have so far 
received agreement from one complainant to use our 
solicitors 

Section 8- to be completed by the instructed solicitor within one 
week of the date of these instructions. 
7. Name of investigator: Adrian Sever 
8. Estimated number of 7 
witnesses: 
9. Class of case (1-5, see 3 
protocol): 
10. Target date for 19th November 2003 
completion (see protocol): 
11. Earliest date case may 7th April 2004 
be listed (taking into account 
the Carlile protocol): 
12. Listing comments: 
13. Date liS submitted by 8th September 2003 
solicitor: 
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Or JA Barton Michael Keegan Assistant Registrar 
Conduct Case Presentation Section FPD 
General Medical Council 
1 78,Great Portland Street 
London Wl W SJE 

Code A 

Your Reference MK/2000/204 7 14th September 2002 

Dear Sir, 

Conduct Case Presentation Section FPD 

I acknowledge receipt of the letter reference quoted above. 

I will be unable to attend a hearing between the dates 11 th-22nd 
December 2002 as I have a holiday booked at that time. 

Yours Faithfully 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Or Jane Barton 

\ ~~.cCEliVED\ 
\ .l. f SEP 2002 

IR1LEC fE ~ VfE ID 
1 8 SEP 2002 

____________ ..,_"""' 
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Code A 
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Code A 



Medical Screening Memo: Or Malcolm Lewis 

Case: 
Doctor: 
Date: 

2000/2047 
Barton 
11th June 2001 

GMC100829-0011 

The allegations made in the statement of Lesley Lack raise issues of SPM. The 
allegation is that a decision was made to treat a post-operative haematoma by 
palliative pain relieve with use of a morphine syringe driver. There was no further 
plan to approach the problem by a surgical review. This approach would 
seriously test the boundaries of the doctrine of 'double effect' and I note that 
Hampshire Constabulary are pursuing an inquiry of unlawful killing. 

The case must be heard at PPC, but should initially be tested at IOC, in view of 
the seriousness of the allegations. 

Code A 



Memorandum Ref: 
To: 

From: 

Date: 

2000/2047 
Or Lewis 

Jackie Smith 
c·~--~--~--~--~~~-~~.li.-~.-~.-~.-~.J 

12 June 2001 

GMC100829-0012 

I Out I Back 

Information received from Hampshire Constabulary concerning Or Jane Ann 
Barton (1587920) BM BCh 1972 Oxford 

1. We received information from Hampshire Police last July stating that they 
were investigating the death of Gladys Richards at the Gosport Warn Memorial 
Hospital. 

e 2. We have now received further information from the police, and I would ask 
you to consider whether this case meets the threshold for referral to the IOC. 
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File note of telephone conversation. 

I had a lengthy conversation with Or Arthurs at RO about Or Barton. She said she 
wanted to provide a further briefing to ministers about the case. I said that I had no 
further information from that ·which I gave Mike Gill a couple of weeks ago. I stressed 
that we were awaiting information from the police, and that once received, we would 
seek a screener's view on whether it met the threshold for referral to IOC. I reiterated 
that much of the information we had was strictly confidential and that as far as We 
knew the police was still limiting their investigations to 1 suspicious death. I said that 
we would keep her fully informed as and when further information became available . 

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
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i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Jackie Smith 
22 May 2001. 
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M i,. '1 a e I H u d s pith [~~~~~~~~~§~~~e)L~~~~~~~J -
From: 
Sent: 
To: 
Cc: 
Subject: 

Michael Hudspith i~~~~~~~~~~~~~~~~~!.\~~~~~~~J 
29 May 2001 J.-3..:_3..~----·-·-·-·-·-·-· 
I sa bel N is bet ! code A i .-·-·-·-·-·-·-·-·-·-·-·-·-; 
Ger Lei hto~--,,=,='=c~d~=A""'='-·1 Jackie Smith ! Code A i 
Or J~ne ~arton L-·-·-·-·-·-·-·-·-·-·-·' ;-·-·-·-·-·-·-·-·-·-·-·-·-! 

GMC100829-0014 

Further to our conversation on Friday about Dr Barton, Det Supt Ray Burt contacted me this morning. He was 

unavailable on Friday and I had left a message on his ansaphone. 

This current position is as follows: 

So far there is one allegation agains t Dr Barton which relates to the death of a Mrs Gladys Richards. A case 

file has bee prepared and is currently with the CPS. The story of Mrs Richards' received coverage in the local 

press which prompted other people to bring concerns to the attention of the police. 

The outcome of the meeting on Monday was that there was a probability that the police inquiry would be 

widened to incorporate examination of other similar deaths although this is reliant on other factors such as the 

CPS 's opinion on the death of Gladys Richards. This information was provided strictly off the record. 

The Force Solicitor, Mike Woodford, is apparently liasing directly with Kathy Tormann at FFW. The police are 

apparently now in a position to release to us information which has already been disclosed to Dr Barton under 
caution. The police will be writing to us this week. 

Finally, responsibility for the handling of this case has now been passed to Det Supt John James. Should we 

have any further queries we are to contact either Det Supt James or the force solicitor, Mike Woodford. 

I hope this is helpful. 

Mike Husdpith 

1 
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1qckie Smith (7344 3753) 

From: lsabel Nisbet c:~~:~~~~:A:~J 
15 M.ay 20~1 1§.J.§_·-·-·-·-·-·-·-·, Sent: 

To: 
Cc: 
Subject: 

Jack1e Smith (L ..... -~<?.c!e_~·-·-·-·J ·-·-·-·-·-·-·-·-·-·-·-·-·. ··-·-·-·-·-·-·-·-·-·-·-·-·~ 
Gerry Leighton L:~:~:~:~~~ci~~~:~:~:~JSarah Bedwell L .... ~.c:>~~-·~-·-.J Stephanie Day i Code A ! 
RE: Or Jane Barton - 2000/204 7 '·-·-·-·-·-·-·-·-·-·-·-·-·" 

Jackie: 

OK. 

I sa bel 

-----Original Message----- •........ : .............. , 
From: Jackie Smith! Code A ! 
Sent: 15 May 2001 '1~~:.5.§~.~·~·~·~·~·~·· 
To: lsabel Nisbet L .. .fS?~~.tL~_! -·-·-·-·-·-·-·-·-·-·-·· ·-·-·-·-·-·-·-·-·-·-· 
Cc: Gerry Leighton [-c:;;.:i;;"A·-··: Sarah Bedwell L_._g~~.~.A. .... Ptephanie Day i Code A i 
Subject: RE: Or Jane Bai'foir:·LmJlJ/2047 '-·-·-·-·-·-·-·-·-·-·' 

I sa bel 

The police would not be willing for us to disclose even the suggestion of a possible meeting with relatives, partly 
because the decision to widen the investigation is one for the ACC, but mainly because they don't want anyone to 
know at this stage that the investigation may be widen. They fear this could potentially damage their investigation. 

Jackie 

-----Original Message-----
From: lsabel Nisbet u···e:-;,<t-;1>.--·! 
Sent: 15 Ma 2001 i3"4T·-·-·-·-·-·-

y ·-·-·-·-·-·-·-·-·-·-·-·· 
To: Jackie Smith l ..... f!?.~-~-!'!. ...... ! 
Subject: RE: Or Jane Barton- 2000/2047 

Jackie: 

Thanks. Can we tell anyone at OH that we were told that there would probably be a meeting with relatives on 
Monday? 

lsabel 

-----Original Message----- -·-·-·-·-·-·-·-·-·-·· 
From: Jackie Smith G... .. ~C!.c!e...~-·-.i 
Sent: •.. 1.~_.M\!Y...2991 13:33 
To: lsabel Ni~bet [ .~QQ~.A. .. L ,.-·-·-·-·-·-·-·-·-·, . .--·-·-·-·-·-·-·-·-·-·-, 
Cc: Gerry Lelghton·t. ... E~!!.~~-·-·~·1 Sarah Bedwell! Code A :; Stephan1e Day r. Code A ! 
Subject: RE: Or Jane Barton - 2000!2trLtr··-·-·-·-·-·" L-·-·-·-·.-·-·-·-·-·-·' 

I sa bel 

1) The police are not willing for us to disclose to anyone the fact that they will be widening their . 
investigation. The meeting planned for Monday with relatives will take place with the Assistant Chief 
Constable of Hampshire Constabulary who will ultimately decide whether to widen the investigation, 
however, DCI Burt is certain that it will happen. 

2) The HA is aware of the investigation to date, and have, I understand, cooperated with the police. 

3) lt would appear that our letter requesting disclosure has gone astray. The police have asked us to fax a 
further copy this afternoon as they are anxious to provide us with the same information and support as the 
UKCC, who will also be faxing a letter this afternoon. As soon as we have disclosure from the police 
(which I anticipate will be no later than close of play on Monday) I will prepare the case for immediate 
screening. I will also alert Richard to the fact that we may have a possible IOC referral. 

Jackie 
-----Original Message-----
From: lsabel Nisbet (7915 3575) 
Sent: 15May200113:00 
To: Jackie Smith (7344 3753) 
Cc: Stephanie Day (7915 3508); Gerry Leighton (7915 3519); Sarah Bedwell (7915 3618) 
Subject: RE: Or Jane Barton- 2000/2047 

Jackie: 

Many thanks. Three questions: 

1) Can we tell OH (at any level) what the police told you? (we have already alerted them to the 
potential high profile of the case)? 

1 
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2) Do we know whether the HA (?N & Mid Hants) are aware? I understand that Or Barton is chair 3 

PCG) 

3) What is our plan with regard to the possibility of referring Or Barton to the IOC? 

I sa bel 

-----Original Message----- ··-·-·-·-·-·-·-·-·-·-·-·-· 
From: Jackie Smith! Code A i 
Sent: 15 May 20011"Z;:2:S.=:=:=:=:=:=:=:~ .-·-·-·-·-·-·-·-·-·-·-; 
To: Gerry Leighton L----~~~~-·'L ... i Sarah Bedwell ( _____ <!'?.c.!~.~-···-! 
Cc: lsabel Nisbet r-·-·cocie·A-·-·-~tephanie Day C~~.f.i.~~~~i.~~~~J 
Subject: FW: Dr Jane trartan·::-zuua/2047 
Importance: High 

The police called this morning to update us on developments. They have had a meeting with Liz 
McNulty from the UKCC this morning and disclosed to her the same information they disclosed to 
us, verbally that is. 

The CPS have requested a case conference with the police and Senior Treasury Counsel, 
however, the police have declined the request at this stage, and instead decided to investigate 9 
other suspicious deaths. They plan to go about this by meeting on Monday 21 May 2001 with the 
relatives of those who died and who have already alerted the police to their concerns. The police 
will thereafter conduct a rapid investigation and seek a further opinion from Professor Livesley. 
Although the police are still very keen to keep the matter out of the press, it may prove much 
more difficult to do once they have their meeting on Monday. 

We still await formal disclosure from the police of certain documentation but I have no reason to 
think tliat it will not be forthcoming. 

We will be speaking to the police again after Monday. 

Jackie 

-----Original Message-----
From: Jackie Smith e-·-·-c;;;j;;-A"·-·-·: 
Sent: 03 May 2001 12:3·-r-·-·-·-·-·-· 
To: Gerry Leighton C."~."~.£~.!ii.~.-~.-:."J Sarah Bedwell C~.~."f£~~-~-~-~-~.1 -·-·-·-·~ 
Cc: lsabel Nisbet C:.~-:":.£~!\~ir.~~~~~~F>tephanie Day (7915 3508); Chief Executive C~~~f?_q~_t\ _____ .J 
Subject: Dr Jane Barton - 2000/2047 
Importance: High 

I had a meeting with DCI Burt at Winchester Police Station yesterday regarding Or Barton. 

The following information has been given to us by the police in strict confidence and 
cannot be disclosed to a third party. If it is felt that we need to disclose it to any other 
party, please could we meet beforehand to discuss our strategy. 

Or Barton is a GP who is under investigation by police for the unlawful killing of 91 year old 
patient. In July 1998, Mrs Richards, was admitted to the Gosport War Memorial Hospital following 
a problem with her hip. Mrs Richards died in August of that year. Or Barton signed the death 
certificate and certified that Mrs Richards died of pneumonia. The daughters of the deceased 
were unhappy about their mother's death and complained to police. An investigation was carried 
out and the CPS advised that there was insufficient evidence to charge. The daughters 
complained to the Police Complaints Authority who ordered the police to reinvestigate. DCI Burt 
carried out a "proper" investigation and he had submitted a file to the CPS for advice. 

The police told us yesterday, in strict confidence, that have obtained an expert opinion from 
Professor Brian Livesley, an expert in the field of geriatric care. The police would not allow us to 
have a copy of Professor Livesley's report, however, they did allow us sight of his conclusions. He 
concluded, without doubt, that Or Barton and three nurses at the Gosport War Memorial Hospital 
was responsible for the unlawful killing of Mrs Richards by injecting her with diamorphine. The 
police described the culture on the ward that Mrs Richards was on as "institutionalised 
euthanasia". 

The police also informed us that following their investigation, 10 other people have come forward 
expressing concern about care/treatment of relatives at the hospital. A former nurse has also 
provided the police with a statement detailing the type of culture in existence at the time of Mrs 
Richards' death. 

The police are currently awaiting advice from Senior Treasury Counsel and expect to receive a 
decision from the CPS, based on that advice, within the next 4/6 weeks. They said that if the CPS 
advise that there is sufficient to charge Or Barton and the 3 nurses named, they will most likely 
have to consider investigating around 950 deaths. 

There is significant interest locally from the press, but some national newspapers have also 

2 
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shown an interest. The police are very keen to keep a lid on things at the moment, particularly 
given the scale of the investigation if Or Barton is charged. They have asked that our line to a 
inquirers should be: we are working closely with the police. 

The force Solicitor, who was also present at the meeting, has agreed to provide us with Mrs 
Richards' medical notes, the statements of Mrs Richards' two daughters and Or Barton's prepared 
statement which she gave to police. Or Barton has so far refused to answer any questions. The 
police have also agreed to provide us with a letter stating that they are investigating the death and 
that the file is with the CPS advice. I believe that this would be sufficient for our purposes, at this 
stage, for the screener to decide whether the case meets the threshold for an IOC referral. We 
hope to get the material from the police next week. 

I would be gratBful if lsabel could advise me whether she thinks we should contact the UKCC and 
if so, to who I should· make contact. I will, of course, let RO know that the police are investigating 
the matter but will not, at this stage, go into detail about their investigation. 

Jackie 

3 
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File note of telephone conversation. 

I spoke with Regional Director of Public Health, Or Mike Gill, and informed him, in 
outline only, of the developments and promised to keep him updated. 

He said that Or Yvonne Arthurs was dealing with the matter, and her number is 020 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
! Code A ! 

·-·-·'=--=:..-::..-::..-::..-::..-::..-::..-::..-:-:..-::..-::..-::..-::..-::..-:-:..-::..-::..-::.:::..·.-·-·-·-·-·-·-·-·-·-·-·-·-· .. 
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i CodeA i 
! i 

~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Jackie Smith 
10 May 2001. 



From: 
Sent: 
To: 
Cc: 
Subject: 

Liz: 

lsabel Nisbet r-·-·-·-cocfe)~··-·-·-·: 
10 May 2001 ~1"1":24-·-·-·-·-·-·-·-·-·-

, Liz MeAn u lty' ,·-·-·-·-·-·-·-·-·-·-·-·-·· ·-·-·-·-·-·-·-·-·-·-·-·-·-·
Sarah Bedwell i Code A ! Jackie Smith i Code A ! 
RE: Robin He rra·r;-·-·-·-·-·-·-·-·-·-· '-·-·-·-·-·-·-·-·-·-·-·-·-·-

GMC1 00829-0019 

Our contact h"ere is Jackie Smithi-·-·-·-·-·c·ode_A_·-·-·-·-·: Otherwise, speak to Sarah Bedwell c·-·-·-C-ode-·A·-·-·-·-·i The police 
are very cagey about how much c-ar;·-ts-e-sald.Tf\IB.NO disclosure to the doctor yet, on po)fce.1nstructr6nsT The numbers 
which Robin mentioned were in local press reports. 

I sa bel 

-----0 rig in a I M essage_7.:::::::.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
From: Liz McAnulty i Code A i 
~~-n~~--Q·~-ryl_~y6~~pAU~§ .. 2!1~.-~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
s u bi'e.cF"RaEirn.}ie-rran-·-·--·-' 
Importance: High 

Dear lsabel e I've just had a meeting with Robin (what a nice man!). He said you had . 
contacted him about a doctor who may have been involved with a large number 
- possibly 600- premature patient deaths. He said the police had been in 
contact with us as there were wider issues, possibly involving nurses. Do 
you have a contact I can get in touch with as we don't seem to have heard 
anything yet. 

Best wishes 

Liz 

1 



_ .:tckie Smith (7344 3753) 

From: 
Sent: 
To: 

Jackie Smith (7344 3753) · 
03May200112:31 

GMC1 00829-0020 

Cc: 
Subject: 

Gerry Leighton (7915 3519); Sarah Bedwell (7915 3618) 
lsabel Nisbet (7915 3575); Stephanie Day (7915 3508); Chief Executive (7915 3564) 
Dr Jane Barton - 2000/2047 

Importance: High 

I had a meeting with DCI Burt at Winchester Police Station yesterday regarding Dr Barton. 

The following information has been given to us by the police in strict confidence and cannot be disclosed to a 
third party. If it is felt that we need to disclose it to any other party, please could we meet beforehand to 
discuss our strategy. 

Dr Barton is a GP who is under investigation by police for the unlawful killing of 91 year old patient. In July 1998, Mrs 
Richards, was admitted to the Gosport War Memorial Hospital following a problem with her hip. Mrs Richards died in 
August of that year. Dr Barton signed the death certificate and certified that Mrs Richards died of pneumonia. The 
daughters of the deceased were unhappy about their mother's death and complained to police. An investigation was 
carried out and the CPS advised that there was insufficient evidence to charge. The daughters complained to the 
Police Complaints Authority who ordered the police to reinvestigate. DCI Burt carried out a "proper" investigation and 
he had submitted a file to the CPS for advice. 

The police told us yesterday, in strict confidence, that have obtained an expert opinion from Professor Brian Livesley, e an expert in the field of geriatric care. The police would not allow us to have a copy of Professor Livesley's report, 
however, they did allow us sight of his conclusions. He concluded, without doubt, that Dr Barton and three nurses at 
the Gosport War Memorial Hospital was responsible for the unlawful killing of Mrs Richards by injecting her with 
diamorphine. The pol1ce described the culture on the ward that Mrs Richards was on as "institutionalised euthanasia". 

The police also informed us that following their investigation, 10 other people have come forward expressing concern 
about care/treatment of relatives at the hospital. A former nurse has also provided the police with a statement detailing 
the type of culture in existence at the t~me of Mrs Richards' death. 

The police are currently awaiting advice from Senior Treasury Counsel and expect to receive a decision from the 
CPS, based on that advice, within the next 4/6 weeks. They said that if the CPS advise that there is sufficient to 
charge Dr Barton and the 3 nurses named, they will most likely have to consider investigating around 950 deaths. 

There is significant interest locally from the press, but some national newspapers have also shown an interest. The 
police are very keen to keep a lid on things at the moment, particularly given the scale of the investigation if Dr Barton 
is charged. They have asked that our line to any inquirers should be: we are working closely with the police. 

The force Solicitor, who was also present at the meeting, has agreed to provide us with Mrs Richards' medical notes, 
the statements of Mrs Richards' two daughters and Dr Barton's prepared statement which she gave to police. Dr 
Barton has so far refused to answer any questions. The police have also agreed to provide us with a letter stating that 
they are investigating the death and that the file is with the CPS advice. I believe that this would be sufficient for our 
purposes, at this stage, for the screener to decide whether the case meets the threshold for an IOC referral. We hope 

~to get the material from the police next week. 

I would be grateful if lsabel could advise me whether she thinks we should contact the UKCC and if so, to who I 
should make contact. I will, of course, let RO know that the police are investigating the matter but will not, at this 
stage, go into detail about their investigation. 

Jackie 

1 



GMC1 00829-0021 

File Note: 2000/2047 

(Stephanie Day enquired about this case following a call from the press asking about 
this doctor.) I rang DCI Burt who gave the following summary of the investigation: 

Gladys Richards died 21 August 1998 at Gosport War Memorial Hospital (has 
facilities for elderly, no resident doctors, care provided by external GPs etc). Ms 
Richards had returned to the hospital for the second time to recuperate from a 
further fall (the first time involved a broken hip). 
In September 1998, one of her daughter's raised allegations of unlawful death and 
the matter was referred to local police in Gosport, who concluded theirinvestigation 
in March 1999, having found a lack of evidence to support the allegations. The 
daughter complained to the Police Complaints Authority and the matter was referred 
to DCI Burt in mid-1999 to be re-examined. 
Or Barton and various nurses were interviewed under caution, medical records were 
obtained along with an expert opinion. The case was passed to the CPS and DCI 

• Burt will be chasing them tomorrow for a progress report/decision. 

I explained our IOC powers and the information we need asap to determine whether 
interim orders should be considered. DCI Burt understood the need to act quickly 
and I agreed to fax my request so that he can refer it on if necessary. He would also 
be happy for us to visit and go through their paperwork. I asked him about the press 
cuttings which refer to other similar allegations. He confirmed that they have 
received several enquiries but have not yet instigated any further investigations and 
are unlikely to do so until they are notified of the CPS' decision in the original case. it 
is also unclear as yet whether the other concerns relate to the same doctor. 

Contact details: 
DCI Ray Burt 
Hampshire Constabulary 
Criminal investigation Department 
Police Headquarters 
West Hill 
Winchester 
Hampshire S022 508 
Tel: 0845 045 45 45 
Fax: 01962 871130 

Suki Sanghera, 11 April 2001 
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Screening decision form 
Section 4 

Assessing Risk and IOC referral 

FPD complaint reference! z !o !C> b I zJo! <c:lil I I 
Or's name .~J":'.O..~ ........ . Reg no \1 [?I ?f:;}C}\2\ol 
04.1 Regardless of the state of the information received so far, in 

your opinion does the doctor appear to be: 

Tick all that apply 
a. A current or imminent risk to the public or patients? 

b. At risk ifs/he continues to practise unrestricted? 
and/or 

Yes 

Yes 

c. Does it appear to be contrary to the public interest for the Yes 
doctor to continue practising unrestricted while the current 
issues are investigated? 

Date I\ 
D 

GMC1 00829-0023 

GENERAL 
.M_EDICAL 
COUNCIL 
Protcctin._q paucnrs . 

._quidin9 doctors 

[IDI~IolzJ 
D M M Y Y 

Complainant I I I I I I 

rn/./04.2 
~->04.2 

0 ->04.2 

None of the 0 
above 

->Sign and 
date. Return to 
the office 

04.2 What is the risk? 

04.3 

Tick only the main option 
Evidence that doctor: 

Is suffering from a communicable disease 0 

Appears to have been misled by a patient into acting against the 0 
patient's best interest (e.g. prescribing substantial amounts of 
controlled drugs) 

Is being investigated or has been convicted of a serious criminal O 
offence and public confidence in the profession will be seriously 
damaged ifs/he continues to practise 

Appears to have a level of skill/knowledge seriously below that 
expected and such that s/he poses a potential risk to patients 0 

Appears to have caused serious harm to a patient(s) and may / 
repeat this gt 

Other, please specify 0 

Should the IOC be asked to consider making an interim order? / 

04.3 

Yes q ->04.4 

No 0 

Please specify reasons 

Screening decision form Release 5, Version 2- 20 August 2001 

->Please give brief reasons. 

Sign & date and reiurn to the 

office 

Section 4 



04.4 In your opinion, on what basis should the IOC consider making 
an order 

Tick all that apply 

a. In the doctor's own interests ~O 
b. Protection of the public 
c. Preserving public confidence in the profession 

~-------c-oa_e ___ A _______ I 
Signed (Medica I S ere en er }i___·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-r-·-·-·-·-·-·-j . 

Date ............. J.~L?.Y ............... . 

Screening decision forrn Release 5, Version 2- 20 August 2001 

GMC100829-0024 

Sign & date and return 

to the office 

Section 4 
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Screening decision form 
Section 5 
SPM or-5DP 

Completed by the Office (categorise) and the Medical Screener ljudgement) 

GMC100829-0025 

FPD complaint reference I?JoluiO 11Jd <f:PI I I Date II I L I ul z.-ld 21 
D D ~: M Y Y 

Or's name .~A-e.-~.0.,._:) ..... . Reg no h ISJ8' tJJql2-k)l Complainant I I I I I I 
Q5.5 MUST BE COMPLETED BY THE MEDICAL SCREENER FOR ALL CASES UNLESS AN EARLIER REFERRAL 
TO IOC WAS AGREED 

05.1 Did the events complained take place after 1 July 1997? _'} 
Yes 0 Could be spm or sdp 
No 0 Cannot be sdp may be spm -Q5.2a 

Combination 0 Could be spm or sdp 

05.2a Does the complaint fall into any of the following categories which raise an issue of spm? 

SPM 
Tick all that apply 

Office Medical 
Screen er 

Sexual assault or indecency 
Indecent behaviour 0 0 
Indecent assault 0 0 
Rape/attempted rape 0 0 
Female circumcision 0 0 

Violence 
AssauiUbreach of the peace 0 0 
Attempted murder 0 0 
Firearms offences 0 0 
Murder/manslaughter 0 0 
Robbery 0 0 

Dysfunctional conduct 
-->Q5.5 

Improper sexual/emotional relationship 0 0 
Offences under the Abortion Act 0 0 
Persisting in practice when carrier of an infectious 
disease 0 0 
Controlled substance offences 0 0 

Dishonesty 
False claims to qualifications/experience 0 0 
Financial fraud/deception 0 0 
ForgJery/improper alteration of documents 0 0 
Research misconduct 0 0 
Theft 0 0 

None of the above apply 0 0 Q5.2b 

Screening decis1on fonm Release 5. Version 2- 20 August 2001 Section 5 



GMC1 00829-0026 

Q5.2b The following categories might raise an issue of spm and/or suggest there may have been sdp. 

Office: Tick all categories that apply 
Meaical Screen er: Please -make a judgement for each category 

ticked by the office, 
And any others that you judge appropriate. 

• SPM is action or inaction by a doctor of a serious kind of which no doctor of reasonable skill 
and exercising reasonable care would be responsible. The weight of the evidence and the 
intent of the doctor should not be taken into account when reaching a decision on whether a 
question of SPM is raised at this stage 

• SDP is normally indicated by a pattern of serious failure to comply with relevant professional 
Standards. When deciding whether a complaint raises an issue of sdp, evidence before 
1 July 1997 cannot be taken into account. 

Tick all that apply 

Dysfunctional conduct 
Abusive behaviour 
Driving under the influence of alcohol/drugs 
Failure to report dysfunctional colleague{s) 
Soliciting money from patients 

Dishonesty 
False certifications/false reporting 
False claims about effectiveness of treatment 

Sub-standard clinical practice and care 
Communication skills 
Confidentiality issues 
Consent issues 
Inadequate practice arrangements 
Inappropriate/irresponsible prescribing 
Practising beyond limits of skills or knowledge 
Relations with colleagues 
Relations with patients 
Sub-standard treatment 

Other complaints and enquiries 
Administration of nursing/residential homes 
Advertising 
Canvassing of patients/other practice disputes 
Medical reports/records issues 
Removal from practice list 
Treatment under the Mental Health Act 

Other (please specify) 

None of the above apply 

Screening decision form Release 5, Version 2- 20 August 2001 

Office Medical 
Screener 

0 0 
0 0 
0 0 
0 0 

0 0 
0 0 

0 0 
0 0 
0 0 
0 ~ 0 
0 0 --+Q5.2c 

0 0 
0 ~ 0 

0 0 
0 0 
0 0 
0 0 
0 0 
0 0 

0 0 

0 0 --+ Q5.2c 

Section 5 
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To be completed by the Medical Screener . 
05.2c The following criteria may assist in assessing whether the conduct or 

performance procedures are appropriate. This list is not exhaustive 
but may be an indicator of sdp. · -

Tick all that apply 
A doctor who has a tendency to use inappropriate techniques 
A lack of basic knowledge/poor judgement 
A lack of familiarity with basic clinical/administrative procedures 
A doctor who has failed to keep up to date records 
A lack of insight 

A range of inadequacies: 
Outdated techniques 
Attitude 
Inadequate practice arrangements 
Concerns over referral rates 
Poor record keeping 
Inadequate hygiene arrangements 
Other (please specify) 

0 
0 
0 
0 
0 
0 

0 

GMC1 00829-0027 

0 
0 
0 05.3 

oi 
oJ 

1 
I 

l 05.3 
r 

0.5.3 On the basis of information, in your opinion does the case raise an issue of spm or is there a 
suggestion there may have been sdp? / 

Please give brief reasons for your decision 

To be completed by the Medical Screener 

spm @"Refer to next PPC 
sdp 0 Send performance 

Rule 5 letter 
both 0 

cannot judge 0 

--05.5 

--05.5 
-+05.5 
--05.4 

05.4 If you cannot make a decision on the information currently available, from whom is further information 
required and what is required? 

Tick all that apply 

Complainant 

HA/NHS TrusUPCT 

GMC' solicitor's investigation 

Other (please specify) 

Signed (Medical Screener) 

Date 

Screening decision form 

Write a brief note 

0 

0 

0 

0 

0 

Release 5, Version 2 - 20 August 2001 

05.5 then 
Sign. date and 
retum to the 
office (to seek 
further 
information) 

Section 5 
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GMC1 00829-0028 

05.5 Regardless of the state of the information. in your opinion does there 
appear to be a current or i!Tlminent risk to the public? / 

Yes if~ 05.6 and SDF 4 

No 0 ~ 05.6 
Already referred. N/A 0 ~ 05.6 

05.6 Based on the information available to you at this stage, please rate the 
seriousness of the doctor's alleged behaviour/conduct. 

Tick one option only 

a. Very serious c. Not very serious 

b. Quite serious d. Not at all serious 

05.7 Do any of the following exceptions apply? 

If multiple options apply, only tick the box for the main option 
a. Doctor is terminally ill and not in active practice 
b. There is no tenable basis for taking action because: 

1. The complainant has declined reasonable requests for 
further information 

ii. There is no probative evidence to support the 
allegation(s) nor any prospect of obtaining any 

iii. The complaint is self-evidently untrue/irrational 

c. None of the above apply 

Declaration 

05.8a In my view this case raises: 

Tick one box only 

a. An issue(s) of spm and should be referred to the next available 
PPC 

b. Anissue(s) of sdp and a performance Rule 5 letter should be 
sent 

c. Issues of both spm and sdp 

d. No issues of spm or sdp 

05.8b In my opinion this case should be considered in accordance with: 

OR 

Tick one box only 

a. The conduct procedures 

b. The performance procedures 

Signed (Medical Screener) 

Date· 

Screening decision form Release 5. Version 2- 20 August 2001 

0 
0 

0 

0 

0 

) 
I 
I 

I 
I 

t 

;) 

05.7 

05.8 

~ to~-
l Sign. date below and 

0 r return to the office 

0 05.8b 

0 ~ 05.8c 

/.Refer to next Pr t:JV 

0 Performance R5 
letter 

Section 5 



05.8c In my view this case cannot proceed under either the conduct or 
performance procedures for the reasons as shown at 05.7 

Signed (Medical Screener) 

Date 

To be completed by the Lay Screener 

05. 9a Do you agree with the Medical Screener's decision at 05.8? 

GMC1 00829-0029 

0 Sign. date and return to 
the office 

Yes 0 ~ Sign. date and return 
to the office 

No 0 ~ 05.9b 

Signed (Lay Screener) 

Date 

05.9b Please state briefly why you do not agree with the Medical Screener's 
decision at 05.8 

Signed (Lay Screener) 

Date 

Screening decision form Release 5. Version 2 - 20 August 2001 

1 Sign, dateond 'etum 
t to the office 

l 

Section 5 



Vaul R. Kt:l'\l:l;;;h;m QP\1 LLH :vi\ lWP<I i\Jlf'fi 
Chid' (JJ\lj;tabk 

The F!tl!~3s:.; to Pn~<.~iic<~. flir,;;ctonHc 
(n';n::::rnl \L::dic~1i Cour,,:iL 
l 78 C:c.·<:t PorUa:\d Str(:c:L 
L\)nilon. 
W!N 6JE. 
i,·or !.he :.n.ter1tion of l'vk.:;s Bi\N>·ll.STC;R 

GMC 100829-0030 
············--------------------------------------------········· 

:··_.~· .. 

(i o n s t a h u i a r v 

' 

! bittp';h;r,,· 
J>():1 tmu 

i i 

/Code AI 
' ' i i 
i i 
i.________________________ _ _______________ / 

>.• 

Further w rny 1.ckpl10lli':' call or yc~·;t~?rday·~, dat,;, 1 \VHl.l to provide bri:::f dehti!s or an 

i.m·cstigation \vhid1 is urrrentl::/ being conduct(.:d by tht.: Hampshin:.: C'onstabui::uy 

An diq_!.Jl.lnrl has iY:.:tn :nalle by rn{;mbcrs (Jf the Eun1ly ot' a 'Vcrrr:an '!l(lr:·;ed GhuJys 
PJCHJ\RDS t<:J the cCf};;ct that she ·N~ts tlllhii.Vhtll:v k.i.lkd <l.S <l n:;sult of tre;nnw.nl n:cdvcd at !.he 
(io~;p(),., \V<'!r ·\/l<C.~nlc>rial Hospi1.:1l ((i\.V\Hl) during •.>1' ilbuut !he pc:rtod l 7'1'<: l''' August FF.>8. 
The doct~)r <:.vho <tp(lt'~trs. ro hc1Vc:: be(';O t·::.:~'-{Jonsibl.c for the crrc o C \Jrs RlC H i\RDS at the tirn,;·. 
i~< Lk .Ln:..': H !\ r<:TO>J [~~~~~~-~-~~~~_A~~~~~~) \\ ho i~; :~ (;fr~;~r:d Pr::,cti.tinnu pr:.:.c!i:,;i ng in (::iosp~)rt 
Hn.rnpshi~·::; D:. HA P..'fi.)N is :tddi1.iowdly eng<l.g.~d by !!"\<.: Portsn:o,lth Ht:!1tl:cnrG (NllS) Tru;;;t 
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'·-·-·-·-·-·-·-· Code A i, LHH 1).:-.l: HI:::· .. t J h;: lil "t;;;,l.,.:~~duUll '~' < . .!! ~~~u!L;,~ dl ,(, U..' u HHlH,•il 
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Hl:\J:S(JNS (Sd!>ci;.o;-~;) ut .. London. 

>~.o_Ut;i.fiJJK' er"~ l v. I c od-e-·A-·-·-·-·1 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

P. .. .1. BUR.T 
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HA MPS HI R, E 

Paul R. Kernaghan QPM LL.B MA DPM MIPD 
Chief Constable 

Our Ref. HQ/CID/SE/DCI/2000 

Your Ref. 

The Fitness to Practice Directorate 
General Medical Council, 
178 Great Portland Street, 
London, 
WIN6JE. 
For the attention of Miss BANNISTER 

Dear Miss Bannister, 

Re: Dr. Jane BARTON G.P. 

G MC 1 00829-0031 

;L~~ I ;J-t/L;-?

constabulary 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P028BU 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-
i i 

/Code A/ 
i ! 
i ! 

/._·-·-·-·-·-·-·-·-·-·- ____ ! 

Private and Confidential 

Further to my telephone call of yesterday's date, I wish to provide brief details of an 
investigation which is currently being conducted by the Hampshire Constabulary. 

An allegation has been made by members of the family of a woman named Gladys 
RI CHARDS to the effect that she was unlawfully killed as a result of treatment received at the 
Gosport War Memorial Hospital (GWMH) during or about the period l7111-21st August 1998. 
The doctor who appears to have been responsible for the care of Mrs RI CHARDS at the time 
is Dr. Jane BAR TON r-·-·-·-·-co-(ie-A·-·-·-·-·; who is a General Practitioner practising in Gosport, 
Hampshire. Dr. BARTOti'i~-·~ctdit1onally engaged by the Portsmouth Healthcare (NHS) Tmst 

r-·-·-·-·-·-·-·-·3R._i'L.JLi.'iitinJL.C.lh!:t~al Assistant at the GWMH. Dr. BARTON cunently practises at The 
L-·-·-·-·- Cod·e·-A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-'-·--;. The investigation is ongoing and no criminal 

·-·-·-·~i;~;:g;-5-·-·Iiav-e·-·oe.en·-·-pi"eterreu:-·-ur;·-·-m-..""-,.·=·z·~ is represented by Mr. Ian BARKER of 
HEMSONS (Solicitors) ofLondon. 

If you require any fmiher information, please do not hesitate to contact me. 

Yours sincerely, 
r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·L·-·-·-
1 CodeA 1. 
··-·-·-·-·-·-·-·-·-·-·- ·-·-·-·-/ 
R. J. BURT 
Acting Detective Superintendent 

Website- www. hampshire.police.uk 



Your reference HQ/CID/SE/DCI/2000 

In reply please quote WB/2000/2047 

19 September 2000 

R J Burt 
Acting Detective Superintendent 
Hampshire Constabulary 
Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire P02 SBU 

Dear Acting Detective Superintendent Burt 

Or Jane Ann Barton 

GMC1 00829-0032 

GENERAL 
M_EDICAL 
COUNCIL 
Protectin8 patients, 

auidina doctors 

I write regarding your letter of 27 July 2000 notifying the GMC that Or Barton was 
under investigation for alleged unlawful killing. 

lt would be most appreciated if you could update us on the current position of this 
case and in particular, the outcome of your enquiries. Also please confirm whether 
the doctor has been charged. 

Thank you for your assistance in this matter. 

Yours sincerely 

Code A 
-·-·-·-·rvrs·-v\rsail-nl'sTe·r:-·-·-·-·-·-·-·-·-·-·-· 

Fitness to Practise 
i-·-·-·-·-·-·-·-·coCie·-A-·-·-·-·-·-·-·-1 
'-·-·F~i5(·ozo·7sr5·'j's·4;.C 

178 Great Portland Street London vVIW 5JE Telephone o2o 758o 7642 Fax o2o 791<,· 36+r 

email gmc@gmc-uk:org www.gmc-uk.org 



HAMPSHIRE 
Paul R Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. HQ/CID/SE/DCI/2000 

Your Ref. 

Miss Bannister 
The Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
WIN 6JE 

IN CONFIDENCE 

Dear Miss Bannister 

GMC1 00829-0033 

Cons·tabulary 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth · 
Hampshire 
P028BU 

~--co_et_e--A--1 
! i 

~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
18/09/00 

Re: Dr Jane BARTON G.P. 

Further to my previous letter of the 271
h July 2000, may I please formally enquire as to whether 

the General Medical Council are aware of any complaints or allegations made against Dr 
BAR TON which might bring into question professional competence or standards of care. 

,.-·-·-·XQY!.§_.~!D9~r-~ly,_·_·-·-·.c.:::::t·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 
i i 

i CodeA i 
i i 

L.-·-·-RTBURt-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.: 

Detective Chief Inspector 

Website- www. hampshire.police.uk 



GMC1 00829-0034 

HAMPSHIRE Constabulary 

Paul R Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. HQ/CID/SE/DCI/2000 

Your Ref. 

Ms W Bannister 
Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
W1N 6JE 

Dear Ms Bannister, 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P028BU 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

I Code AI 
i ! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 
20/09/00 

IN CONFIDENCE 

Re: Dr Jane BARTON G.P. 

My letter of the 18/9/00, and yours of the 19/9/00, appear to have crossed in the post. 

Th~ investigation is ongoing and a file will be submitted to the Crown Prosecution Service as 
soon as possible. I would estimate that the outcome is unlikely to be known for at least 3 - 4 
months. 

Dr BAR TON has not been charged with any criminal offence. 

r·-Y.?.~~~.-~i?._~~.~.~!Y.:.-·-·-·-·-·-·-·-·-·-·-·-·-·! 

I Code A I 
l._.RTBURT·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.1 

Detective Chief Inspector 

Website- www. hampshire.police.uk 



Your reference 

In reply please quote 

26 September 2000 

R J Burt 
Detective Chief Inspector 
Hampshire Constabulary 
Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire P02 8BU 

HQ/CID/SE/DCI/2000 

WB/2000/2047 

Dear Detective Chief Inspector Burt 

Or Jane Ann Barton 

GMC1 00829-0035 

GENERAL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Thank you for your letters of 18 and 20 September 2000 respectively, the contents of 
which have been noted. 

You wanted to know whether the GMC were aware of any complaints or allegations 
made against the above-mentioned doctor. I have checked our records and I can 
confirmed that there has been no complaints made against Or Barton and she has 
not appeared before the Professional Conduct Committee. 

We shall await your further correspondence in respect of the outcome of 
investigations relating to this matter. 

Yours sincerely 
,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·4._·-·-·-·-·-·-·-·-·-·-·-· 

/Code AI 
i i 
i i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Ms W Bannister 
Fitness to Practise 

L.~--~--~--~--~--~--~--~~~~~~--~--~--~--~--~--~--~·.J 

Fax 020 7915 3642 

I 78 Great Portland Street London W1 W SJE Telephone o2o 758o 7642 Fax o2o 79 I 5 364I 

email gmc@gmc-uk.org www.gmc-uk.org 
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GMC1 00829-0036 

FITNESS TO PRACTISE DIRECTORATE 

CONDUCT & REFERRALS 

TELEPHONE MESSAGES 
Call taken by: Winnell Bannister 

Date: 30 January 2001 Time: 10:28 

Name of caller: OCI Burt of 
Hampshire Constabulary 

Caller's status: (eg MP, patient's mother) 

'Phone number of caller: 0845 045 45 45 Address of caller: 
(if necessary) 

· Doctor(s) complained/enquired about: If we have file already open - file reference: 

Or J A Barton 2000/2047 

Summary of 'phone call: 

1. OCI Burt returned my call. 

2. The case was sent to the Crown Prosecution Service (CPS) about2/3 weeks ago. 

3. He does not expect to hear from the CPS for a least a month. 

4. He will update us on the outcome in due course. 

For next action by: 



. n ne 11 sa n n is te r i·-·-·-·-·-·-·-co(ie·A-·-·-·-·-·-·-1 

From: 
Sent: 
To: 
Subject: 

Jonathan lnkpen i-·-·-·-c-o.de"J\·-·-·-·: 
16 March 2001 1 <toir·-·-·-·-·-·-·-·-·-·-·' 
Winnell Bannister L~~~~~~~~!)~~)~~~~~~~~J 
FPD/2000/2047- Dr Barton 

GMC1 00829-0037 

DCI Burt called. The papers are with the CPS for advice and they, in turn , have referred the matter to Treasury 
Counsel for advice. He does not know how long it will be before he has an answer, but he assured me he will provide 
regu.lar updates. 

From personal experience the TC's usually turn their advices around quite quickly but the CPS branches then 
procrastinate as several "senior management" lawyers get involved in making the final decision. As this matter is being 
handled by a specialist unit you may be lucky and get a reply within the month. 

1 
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©DAILY TELEGRAPH 
09(04(01 

&~~~~ 

b'&t Police look 
~ Mei'A ~~ cevJACt into deaths 
~ IN. TNst t~ GUACf of elderly 
~ ~ cfdW,t? . 

~ ~~~ <irr~~~,:~~:~,~,~~, 
,..----- allegation that a 91-year-old 

woman was unlawfully killed 
at a hospital are examining 
the Circumstances surround
ing the deaths of three more 
patients. 

Relatives of three pension
ers came forward after police 
announced their inquiry into 
the woman's death. 

Detectives have spent two 
years investigating the 
woman's death at the 
National Health Service War 
lvlemorial Hospital in Cos-
port, Hants. 

A file has been sent to the 
Crown Prosecution Service 
and if the case goes to court 
the files into as many as 600 
deaths of elderly people 
could be re-opened. 

It is thought the three new 
inquiries will involve con
c~rr:s O\'~r the use of the pain
kdlmg drug diamorphcne. 

Detectives have inter-
viewed a number of medical 
staff at the hospital, though 
there have been no arrests. 

One of the relatives in the 
fresh investigations had pro
tested to the health service 
ombudsman after his moth
er, Edna Purnell, 91, died in 
December 1998. 

I 
· Her son, Mike Wilson 
claimed his mother had 

I fallen into a· "trance-like" 
1 state before her death. 
! The ombudsman examined 
i Mr_ Wilson's complaint 
i agamst Portsmouth Health-

Care NHS Trust but cleared 
: the hospital of any blame. 
i The ombudsman con· 

clu_ded: "I have not found 
evid~nce of unsatisfactory 
medical or nursing care and 
am s~tisfied Mrs Purnell was 
not given excessive doses of 
morphine." 

Dut the report criticised 
the_ hospital for the way in 
which some of her medical 
notes were destroyed 

"The early destru~tion of 
the records was contrary to 
the trust'~ own policy and 
went .. a~ams~ official guid
ance, It said. "The trust 
expressed their deep regret 
·: · and said. it was the only 
time such act error had been 
made." 

. Detectives will also scruti
nise events surrounding the 
death at the hospital last 
September of Jack Wi!Iiam
son. 81, ofGosport. 

His son Ian, 48, said he 
thought it "rather strange" 
that his father had died days 
after his mother Ivy, 76. 

A widow from Fareham 
Har:ts, has also approached 
pohce about her husband;s 
death at the hospitaL · 

THE SUN 
09(04(0 1 

COPS PROBE 
,0-NHS DEATHS 

DETECTIVES probing 
claims that a 91-year-old 
w_oman was unlawfully 
killed at an NHS. hospi
tal are investigating three 
more pensioners' deaths. 

Relatives of the trio 
called _cops after learning 
of thetr two-year inquiry 
at the War Memorial Hos
pital in Gosport, Hants. 

A file on the 91-year
old has gone to Crown 
Prosecutors. If it goes to 
~ourt. files may re-open . 
lllto 600 patients' deaths. 

It is thought the new 
inquiries will· probe con
cerns over pain-killing 
drugs. Hospital chiefs 
pledged full co-operation. 

. \ 
. 

'J 
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'-------T-H...:...l~:.:..._/0.:__~..:....::/~...:...lE_s __ ] 8 ~ 
Police to . 
examtne 
·ho-spital 

deaths 
-~~--~-~~~~~.!.~~-~-~-~~ 
Crime Correspondent J 
POLICE investigating the 
death of a 91-year-old in a 
Hampshire hospital are inter
viewing the families of three 
other elderly patients who 
have died there. 

A report on circumstances 
surrounding the death of the 
woman has been sent to the 
Crown Prosecution Service. 

She died in 1998 in the War 
Memorial Hospital ·at Gas
port and her family later made 
a complaint of unlawful 
killing. The dead woman has 
never been named. 

Last month a detective 
inspector and a detective con
stable were criticised for their 
handling of the case after an 
internal inquiry supervised by 
the Police Complaints Authori
ty. Last week relatives of Edna 
Purnell, also 91, came forward 
to police after news of the in
vestigation was made public. 
Mrs Purnell died . a few 
months after the other wom
an. The son of Jack Williarn- , 
son, 81, and his wife, Ivy ,76. 
who died last September, has 
also complained. 

2 



11-04-2001 12:18 FROM:MEDIA SERVICES HAMPS 01952 871505 10:902079153585 

N:EWS RELEASt= 

OPERATION ROCHESTER 

Police have completed their investigation into the circumstances surrounding the death 
of a 91-year-old woman from Lee on Solent following a complaint by her family. 

She died in August 1998 at the War Memorial Hospital in Gosport after being 
transferred there from Royal Hospital Haslar. 

In line with patient confidentiality we cannot reveal the nature of her medical 
condition. 

A file has have been sent to the Crown Prosecution Service and police are awaiting its 
decision. · 

We have the full co-operation of the Portsmouth HealthCare (NHS) Trust and the 
Royal Hospital Haslar for our investigation. 

Ends 300301 

Hampshire Constabulary Madla Servll:lls 
Police Headquarters, Romsey Road, 
Winchester S022 SOB 

T: 01962 871619 F: 01962 871194 
mediaservices@ hampshire .police.uk 

Pauline navey~-·-Co-cfe-·-A-·-l 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

www.hampshire.police.uk 

GMC1 00829-0040 

11 APR 2001 13:34 01952 871505 PAGE.02 



Your reference:· HQ/CID/SE/DCI/2000 

In reply please quote: FPD/2000/2047 

11 April 2001 

First Class: Confidential 

DC! Ray Burt 
Hampshire Constabulary 
Criminal Investigation Department 
Police Headquarters 
West Hill, Winchester 
Hampshire 8022 508 

Dear Detective Chief Inspector Burt 

Or Jane Ann BARTON [_----~-~~-~---~---_-_-_~ 

GMC1 00829-0041 

GENERAL 
M._EDICAL 
COUNCIL 
ProtectinB patients, 

auidina doctors 

Thank you for the details that you provided during our telephone conversation today. 

As you will be aware, the GMC was granted additional powers by Parliament last 
summer which, in effect, allow us to consider restricting a doctor's registration 
status, without prejudice, at any stage of our proceedings if it is deemed to be in the 
public interest or the interests of the doctor concerned. All meetings of this new 
Interim Orders Committee are held in private. lt appears that, given the nature of the 
allegations against Or Barton, this case may fall into the above category. 

Before considering whether an interim order is appropriate in this case we need to 
be in poss-ession of sufficient information on which to make a fair judgement. To this 
end I should be grateful if you would furnish us, at your earliest convenience, with a 
brief case summary, copies of witness statements, transcripts of interviews 
conducted, copies of the medical expert's report and the relevant medical notes. Any 
information we consider under these new procedures would naturally be disclosed to 
the doctor beforehand to allow her to prepare a defence. We understand that Or 
Barton has not been formally charged over these allegations and it would therefore 
be useful if, when disclosing information to us, you could provide an indication of 
which documents you would permit us to disclose to Or Barton at this time and 
therefore use in connection with our proceedings. 

We appreciate that when disclosing confidential information you need to balance the 
rights of privacy ofthe individual against a necessary need to protect the public. 
However, given both the nature of the allegations against Or Barton and her public 
position, we feel our request for information is reasonable and relevant. 

178 Great Portland Street London WIW 5JE Telephone o2o 758o 7642 Fax o2o 7915 3641 

email gmc@gmc-uk.org www.gmc-uk.org 



If you would find it helpful to meet to discuss these matters further, we would be 
happy to do so at your earliest convenience. 

Thank you for your assistance. I look forward to hearing from you. 

Yours sincerely 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

I I 

i Code A i 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Ms Suki Sanghera 
,.-EHnes.s_.to._P_rac.tis.e ________________________________ , 

I CodeA I 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Protectin& patients, 

auidina doctors 

GMC100829-0042 
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Your reference 

In reply please quote 
i-·-·-·-·-·-·cacfe·A-·-·-·-·-·-i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Please address your reply to Fitness to Practise Directorate 
Fax 020 7915 3642 

20 April 2001 

First class: Confidential 

DCI Ray Burt 
Hampshire Constabulary 
Criminal Investigation Department 
Police Headquarters 
West Hill 
Winchester 
Hampshire S022 5DB 

Dear DCI Burt 

Or Jane Ann BARTON 

GMC1 00829-0043 

GENEI\_AL 
M._EDICAL 
COUNCIL 
ProtectinB patients, 

auidina doctors 

I am writing further to recent correspondence and telephone conversations with my 
colleague, Suki Sanghera. 

I have now taken conduct of this matter and would appreciate it if you could contact 
me so that we can arrange a mutually convenient time to meet to discuss matters. 
We are happy to visit you, if this would be more convenient. I wonder whether the 
~eek commencing 30 April 2001 would be convenient to you? 

I look forward to hearing from you. 

Yours sincerely 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
i i 

i CodeA i 
i i 
i i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Jackie Smith 
,._ . .Eito.~?§.JQ __ E.r~~~i?_~ __ Qir~9.1QJ_~.t.~--" 
i ! 

I Code A I 
i ! 
i ! 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

178 Great Portland Street London WI W SJE Telephone o2o 758o 76+2 Fax o2o 7915 36+1 

email gmc@gmc-uk.org www.gmc-uk.org 
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HAMPSHIRE 
Paul R. Kernaghan QPM LL.B MA DPM MIPD 
Chief Constable 

Our Ref. HQ/CID/DC I 7 410/2001 

Your Ref. 

Jackie Smith 
Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

Dear J ackie, 

GMC100829-0044 

Constabulary 

Criminal Investigation Department 
Police Headqumiers 
West Hill 
Winchester 
Hampshire 
S022 5DB 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i i 

I CodeA I 
i i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

23 April 2001 

CONFIDENTIAL 

Dr. Jane Ann Barton 

I write with reference to our telephone conversation, today, and the letter that I received from 
your colleague Suki Sanghera, dated of the 11th April 2001. 

I confirm that I have referred the matters raised to Mr. P. Close of the Casework Directorate, 
Crown Prosecution Service, 50 Ludgate Hill, London EC4M 7EX. 

You advised me, today, that you have spoken to Mr Close and that he confirmed that he has 
sought counsel's opinion as regards the disclosure of information to yourselves. 

I look forward to meeting you at Police Headquarters, Winchester on Wednesday 211
d May 

2001 at 1200 hours. 

Yours sincerely, Q 
~---co-ae- A---~ 
~~rlfLiic-·-·,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Detective Chief Inspector 

Website- www.hampshire.police.uk 
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Fax 

To DCI Ray Burt 

Fax number 01962- 871130 

From Jackie Smith 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Direct fax 
iCodeAi 
' ' i i 
i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Direct Dial 

tJlo. of pages 3 
(inclusive) 

Time 14:20 

Dear DCI Burt 

Date 15 May 2001 

GMC1 00829-0046 

GENERAL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Further to our telephone conversation earlier today, please find 
enclosed a copy of the letter sent to Mike Woodford. 

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

Kind regards. 

Jackie Smith 

178 Great Portland Street London W1W 6JE 
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Our ref: KET/GAH/3015 

Private and Confidential 

Mr Mike Woodford 
Hampshire Constabulary 
Criminal Investigation Department 
Police Headquarters 
West Hill 
Winchester 
Hampshire S022 5DB 

4 May 2001 

Dear Mr Woodford 

General Medical Council- Dr Jane Barton 

GMC100829-0047 

As you are aware, 
Medical Council, 
profession. 

this 
the 

firm is instructed by the General 
regulatory body of the medical 

It was a pleasure to meet you and your police colleagues 
on Wednesday. 

I write 
material 
DS Burt: 

to formally request disclosure of the following 
which I understand is in the possession of acting 

l. Statements made by the daughters of Gladys Richards 
deceased; 

2. Statement of Dr Jane Barton; 

3. Medical records of Gladys Richards deceased; 

The above information will be placed before the Interim 
Orders Committee of the General Medical Council as soon as 
possible so that they may decide whether to take any 
action to limit Dr Barton's registration with the General 



GMC1 00829-0048 

Medical Council, ln the interest of protecting the public 
and pending the outcome of the police enquiries. As I 
explained to DS Burt, all documents passed to us will be 
disclosed to Dr Barton. It would also greatly assist the 
Interim Orders Committee if DS Burt or one of his 
colleagues ~ould be able to provide information, probably 
ln the form of a letter, explaining that there is an 
investigating currently proceeding and that a file has 
been submitted to the CPS. The letter should indicate, if 
possible, the nature of the charge that may be brought 
against Dr Barton and when the CPS might be expected to 
make a decision as to whether the case will proceed. 

I understand that the police ha:ve .an expert report from 
Brian Li vesley. However, I further understand that this 
has not yet been disclosed to Dr Barton and that 
disclosure to us at the present time may prejudice the 
police investigation. I therefore do not request 
disclosure of this expert report. 

As you will appreciate, the GMC will wish to act promptly 
to bring this mater before the Interim Orders Committee in 
the interest of protecting the public and I would be very 
grateful to hear from you as a matter of urgency with the 
requested documentation. You have indicated that you are 
prepared to release the documents to us for which I am 
extremely grateful. 

e _________ Xo_u_+.;_;? _____ 9..i_n~_e.x_e.1.Y. ______________________________________________ _ 

Code A 
Solicitors to the General Medical Council 

N:\GMC\KET\LETS\JOJ5.DOC 2 
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GMC1 00829-0049 

I ,-,:~<',:._,. jn . .,...,.,,,!. ·1',-,-,. ,·,j'. l'~ fVj·:l'' ":':elrT.'""~ .. , ---r~~--l,,. ,-.~~-- :; !r'i'"J' i·l·::.-··rl ··1- ··\. ;_1_·,·.·1_':' _l_I_._)I .. Ji,. ,·,·l_r.·.' •• (l•_ .. .-.• _,_·:_;:_:'.':,·.l· 
-· .~~~ ......... •,• .,.•··''--!: -~"-'· .1 . • } '· -~J ....... ~ . .., ..... _.~~··t_C'~-~l.·.~:} l_t •-!-~-- ~'\.-· .. ~ ................ --:f t . .,. - ..... . 

tu 1nc I c;::n <:<.mfrrn th<;L ll1.Jd ne,; ::;cen tlh~ ··i \\Jay kncr lu>rn K:.tt.hy Torrn:ctnn ~~nd 
1h·:: J'' :!--,,, 1''"._.,,,-~., •:,.·h'-' ~: ·,-~"j·_,'i'-' \V'-1" J''C't 1·.-,v·:l····cJ>'lJ. '"·_' .. :~.,..,_. "· • ·' .., .. \,. '-•• '-.- I· { '! 1 , ) t •. . -...... '. '.} '· •• ~ , .. · . -t ~, ,1, . .... ~ J { ,:_;.' 

Vv'c: did rn,':CI. in 1hc Lkt:~·c:ti\·::.: Chid S;.lrwnntentk:nt':~ nthu.' <.;!. lhis lle:tdqu:lner; ;n~td I 
\\·Ci;.dd \VJ:';h \(l .'<lfC-S::; \hd ;h(; }·!;trnp;;h~n; (:t.m:->\:iblliMy \Vi!! do !hey ('Ill\ tO ;-t~f;b!. tiK 

("i,~P::;-nli \:Jcdi-.:<:1 C\>unc:i m n:::a•.J!ing \\'l'ldl Jl iiH.'>·il.:tbly be ;l d.;i·fi(:ult dcc~~:.iun We 
~H't' :ni ndful nf l.iH.: \\1 oulgar· (k:z-:J:'i\on C1nd h~lYf: nn cli uay· r<.':k~<lnng 1 n fc,:·;n<lti on lo 
the::: (1\J(~ <~S :,1 :cgub1ury b,>dy ;_:nnc•::>.nH:.d \Vilh hc;dth :;nd ::;.\f,~·ty, 

l::lOW(;v,;r. \.\'t' <HT' keen l.O fuvW; i!Ul' ;l.tlcntiur: on invc:::.i.ig<ltlng r:ny allcg<lUC>:t> nf <J 

cri>ninal nature :,md \-VC <~.ppn:ci:,H.c your undct">i.<tnding nbou! tlk: in:.1ppropri:itene'>~< of 
f.l>Jri1<1P~' dhcln:~ing :mrn;;thing v~ the Ui\l(: whl;_~h hl'; n•Jl ix~en Di~ICic <JV::dhbk to Dr 
fhrton. There arc dc;:1r!y prior-itlCS wf·ll:":n il C\\tnc:-; tn l.h:~i.~lm:urc: <H"id i1. is i·.lc:ttc:r 1:h;H 

ir:fcnnallcHI llht<Hntd by the pol!<:t~ ;;:•)<:\\ dn-z,·ct to Dr· B::.non rather ihnn v\~.l i.hc Giv1C 

• ••••••••••••••••••••••••••••••••••••••••••••••-ooo'"O'o'h"o"o"• ... •"•"•"o'.l>'h"o"o'o">hV."o"o"o"o"o"o"o"o"o"o"o"o"o"o"o'o'o"o"o'o"o"o"o"o"o"o"o"o"o"o"o"o"o"o"o"o"o""• ..... "• .. "o"o00°0°0°0°0"o00°0°0"o00°0°0"o"o"o"o"o•;•;•;•;y.-.;-;•:O;>:•:•:O:O;•,•:•:•:•:•:•:•:•:•:•:•:•:•:•:•:>:•:•:•:•:•:•:•:•:•:•:•:•:•:O. :•: 



GMC1 00829-0050 

2 

With this in mind, we are going. to release immediately the statements of the 
daughters of the late Gladys Richards, the statement of Dr Barton and the medical 
records of the late Gladys Richards. Those will be sent to you from Fratton Police 
Station where the officers dealing with Operation Rochester are based. We fully 
appreciate that, if you are to use the information supplied, it must be disclosed to Dr 
B arton. I can confirm that the documents you will receive are already in the doctor's 
possession having been disclosed to her by us. 

I hope this deals with the various points you raise and, if we can be of any further 
assistance, please do not hesitat~ to contact us. 

Yours sincerely 

[::::::~-~~:~:-~::::::] 
MNWoodford 

~ \ Force Solicitor 



Your reference D4/MNW/SB/misc.57/01 
In reply please quote 2000/2047 
Fax 0207 915 3642 

22 May 2001 

Private and Confidential 

M N Woodford 
· Force Solicitor 
Hampshire Constabulary 
West Hill 
Winchester 
Hampshire 
5022 508 

Dear M N Woodford 

GMC1 00829-0051 

GENEI\_AL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Thank you for your letter of 21 May 2001. We look forward to hearing from Fratton 
Police Station . 

-·-·-·-·-·Y.9.l:IF.~-·-~in.~~.r~JY_._·-·-·~ 

iCodeAi 
l·-·-·-·-·M·r~f-He~faay-·-·-·-·-·-·-l 

Fitness to Practise 

e [~:~:~:~:~~~~~~~:A:~:~:~:~J 

178 Great Portland Street London WIW SJE Telephone o2o 758o 7642 Fax o2o 7915 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
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GMC100829-0052 

FITNESS TO PRACTISE DIRECTORATE 

CONDUCT & REFERRALS 

TELEPHONE MESSAGES 
Call taken by: Seaton Giles 

Date: 25/5/01 Time: 17:25 

Name of caller: DCI Ray Burt Caller's status: DCI @ Hants Constabulary 

'Phone number of caller: 
r·-·-·-·-·c-oCie-·A·-·-·-·-·1 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Address of caller: See File 
(if necessary) 

Doctor(s) complained/enquired about If we have file already open - file reference: 

DrBarton 

Summary of 'phone call: 

1. DCI Burt called to inform us that the point of contact for this case is now the Force 
solicitor, Mike Woodford. Additionally, the senior investigating officer is now DS+
John James, based at the same office as 01 Sackman. 

2. DCI Burt said that the police are anxious to assist re: the policy agreed in respect 
of the case of Or Barton. 

3. He will be writing to us regarding these matters. 
4. However, he is more than willing to discuss this case on Tuesday 29 May if need 

be and may well phone you himself. 

For next action by: Tuesday 29 May 2001 

E:\lnform\Phone.doc 



HAMPSHIRE 
Paul R. Kernaghan QPM LL.B MA DPM MIPD 
Chief Constable 

Our Ref. HQ/CID/DCI 7410/2001 

Your Ref. 

MsJ. SMITH 
Fitness to Practice Directorate 
General Medical Council 
1 78 Great Pmiland Street 
LONDON 
WIN 6JE 

Dear J ackie, 

GMC1 00829-0053 

Constabulary 

Criminal Investigation Department 
Police Headquarters 
West Hill 
Winchester 
Hampshire 
S022 SDB 

29th May 2001 

Re: Gladys Mable RICHARDS 

I am wntmg to advise you that with effect from Monday 21st May 2001 the Senior 
Investigating Officer (SIO), in charge of the police enquiry into the circumstances ofthe death 
ofGladys Mable Richards at the War Memorial Hospital (Gosport) on the 21st August 1998 
and ·any other alleged criminal matters that may stem from this investigation, became 
Detective Superintendent John James. 

Detective Superintendent James is based at the Major Incident Complex, Police Station, 
Kingston Crescent, PortsmO'-.lth, Hampshire P02 8BU (te!ep!1cme no. 0845 045 4545 ext. 684-
214). 

Mike Woodford, the Force Solicitor, will continue to be your point of contact so far as 
disclosure of information in connection with your internal processes is concerned 

Thank: you for the assistance given to me during my tenure as SIO. 

l _ __yco~a-e--A---1-
L.-·-RafHi:irr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

Detective Chief Inspector 



GMC100829-0054 

HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. Op Rochester 

Your Ref. 

Ms J Smith 
General Medical Council 
178 Great Portland Street 
London 
W1N6JE 

Dear Ms Smith 

Fratton Police Station 
Kingston Crescent 
Portsmouth 
North End 
Portsmouth 
P028BU 

Tel . : 0845 045 45 45 

r:::::::~:~:~:~:~:::::::J 
06 June 2001 

GENERAL MEDICAL COUNCIL- DR JANE BAR TON 

I have been asked by DCI Ray BURT to provide you with the following documentation all 
previously disclosed to Dr BAR TON. 

1. Statement of Lesley LACK 
2. Statement of Gillian MACKENZIE 
3. Medical notes Gladys RI CHARDS 

Please accept my apologies for not supplying them earlier I have been on leave. 

Yours Sincerely 

Code A 

Website- www.hampshire.police.uk 
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Code A 
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Code A 
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Code A 
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Code A 



GMC1 00829-0060 

Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 



GMC1 00829-0090 

Code A 



GMC1 00829-0091 

Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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Code A 
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01705891552 

INCIDENT ROOM RF 

GMC100829-0104 

01705891552 P.01 

Major Crime Complex 
Kingston Crescent Police Station 

North End 
.Portsmouth 
Hampshire 

P028BU 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

To I Jackie SMITH j FRo1 

Code A ; 

OF I GMC I TEL I 
; 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

TEL I /FAX / ~~~JJ DATE /12tn June 01 / OR / I 
'---------' -Loc~tion Code (For 1121,,,.,,11 us~ only) plus Extension Numbers 

Pages (inc) [ / f] Aclmowledgemmt re(juireu pleus<: D TEL-1684 105 I fA.X 1684 308 J 

Jackie. 

As promised -Dr BAR TONS prepared statement 

Dave S 
\, 

~------~--~---·-_] 



Your reference 

In reply please quote JS/2000/2047 

Please address your reply to Fitness to Practise Directorate 
Fax 020 7915 3696 

13 June 2001 

Personal 
Special Delivery: First Class 

Or (Mrs) J A Barton 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

' ' i i 

I Code AI 
' ' i i 
i i 
i i 
L--·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ e Dear Or Barton 

GMC1 00829-0105 

GENER._AL 
]\\EDICAL 
COUNCIL 
Protectin& patients, 

auidina doctors 

I am writing to notify you that a person referred to in rule 4(1) ("the medical 
screener") of the General Medical Council Preliminary Proceedings Committee and 
Professional Conduct Committee (Procedure) Rules 1998(a) has considered 
information received by_ the GMC about your conduct. 

Copies of the information received are attached, as listed in the index to the bundle. 

The member, exercising his powers under rule 4 of the General Medical Council 
(Interim Orders Committee)(Procedure) Rules 2000, considers that the 
circumstances are such that you should be invited to appear before the Interim 
Orders Committee in order that it may consider whether it is necessary for the 
protection of the members of the public, or is otherwise in the public interest, or in 
your own interests, that an interim order should be made suspending your 
registration, or imposing conditions upon your registration, for a period not exceeding 
eighteen months, in exercise of their powers under section 41A(1) of the Medical Act 
1983 as amended. 

The screen er has reached this decision after considering that the information 
received from Hampshire Constabulary is of such a nature that it may be both in the 
public interest and in your own interest that your registration to be restricted -whilst 
those matters are resolved. 

You are invited to appear before the Committee at 15:00 on Thursday 21 June 2001 
at the Council's offices at 44 Hall am Street, London, W1, .if you so wish, to address 
the Committee on whether such an order should be made.in your case. You may, if 
you wish, be represented by Counsel, or a solicitor, or by a member of your family, 
or by a representative of any professional organisation of which you may be a 
member. You may also be accompanied by not more than one medical adviser. The 
Committee is, however, empowered to make an order in relation to your registration 
irrespective of whether or not you are present or represented. 

178 Great Portland Street London WlW SJE Telephone olo JsSo 7642 Fax o2o 7915 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
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GMC1 00829-0106 

You are invited to submit observations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for the attention of Richard Clifford, Committee Section (fax no 020 7915 
3696). 

You are invited to state in writing whether you propose to attend the meeting, 
whether you will be represented or accompanied as indicated above, and if so, by 
whom. 

The Interim Orders Committee normally meets in private but you may if you wish, 
under the provisions of rule 9 of the Procedure Rules, direct that the meeting should 
be held in public. If you wish for the meeting to be held in public could you please 
notify Richard Clifford, Committee Section (fax number as above), as soon as 
possible. 

If you intend to consult your medical defence society, or to take other legal advice, 
you should do so without delay. 

I enclose copies of the relevant provisions of the Medical Act, the Interim Orders 
Committee Procedure Rules, a paper about our fitness to practice procedures and a 
paper about the procedures of the Interim Orders Committee. 

The documents enclosed with this letter may contain confidential information. This 
material is sent to you solely to enable you to prepare for this hearing. The 
documents must not be disclosed to anyone else, except for the purpose of helping 
you to prepare your defence. 

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 7 days of receipt of this letter, of the name and address 
of all of your current employers including the Health Authority/Trust with which you 
have a service agreement, any locum agenCies with whom you are registered, and 
the hospital/surgery at which you are currently working. If you engage in any non
NHS work, you are also required to notify us, within the same period of time, of the 
name of the organisation/hospital by which you are employed, or have any working 
arrangements. 

Please will you write personally to acknowledge receipt of this letter quoting the 
reference above. 

Yours sincerely 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 
' ' 

\Code A\ 
i i 
i i 

!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Gerry Leighton 
Assistant Registrar 

Protectin[J patients, 

[]Uidin[J doctors 2 
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Please quote our reference when communicating with us about this matter 

Our ref: ISPB/EG-SC/9900079.Legal 

Your ref : FPD/2000/204 7 
THE 

14 June 2001 
MDU 

PRIVATE AND CONFIDENTIAL 
Ms Jackie Smith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

BY POST AND BY FAX TO FAX NUMBER: 0207 915 3642 

Dear Ms .Smith 

MDU Services Limited 
230 Blackfriars Road 

London 
SE1 BPJ 

DX No. 36505 Lambeth 

Legal Department of the MDU 

Telephone: 020 7202 1500 
Fax: 020 7202 1663 

Website www.the-mdu.com 

Re: Dr Jane Anne Barton- Interim Orders Committee 21 June 2001 

Thank you for your letter of today's date by hand with the various papers concerning Dr 
Barton. Can I also thank you for taking the time trouble to liaise with me yesterday to 
let me know of the fact that the Screener had determined that Dr Barton's case should 
be referred to the Interim Orders Committee. 

Having had an opportunity to consider the material it appears that the matter did not 
progress from 20 September 2000 when Detective Chief Inspector Burt wrote to the 
Fitness to Practise Directorate until some time the following year. As you will 
appreciate, the next documentation made available to me now is the letter from 
Detective Sergeant Sackman of 6 June 2001. I would be grateful if you could arrange 
for me to be provided with an explanation for that very significant interval of time, 
indicating precisely what steps were undertaken to investigate the matter if any. 

As you will appreciate, Dr Barton is entitled to be made aware of the documentation 
which was considered by the Screener in reaching his/her decision to refer this matter 
to the Interim Orders Committee. I would be grateful if you could let me know 
precisely what documentation was considered by the Screener, and in the event that 
documentation was considered beyond the material made available to me now, if you 
could provide me with that documentation immediately. 

Further, Dr Barton is entitled to receive written reasons for the decision of the Screener 
to refer this matter and I would be grateful once again if written reasons could be 
supplied immediately, bearing in mind the proximity of the Hearing. 

Specialists in: Medical Defence Dental Defence Nursing Defence Risk Management 

MDU Services Ltd is an agent for The Medical Defence Union Ltd (the MDU) and for Zurich Insurance Company, wliich is a member of the 
Association of British Insurers (ABI). The MDU is not an insurance company. The benefits of membership of the MD U are all discretionary 

and are subject to the 1Vfemorandum and Articles of Association. 

Registered in England 3957086 Registered Office: 230 Blackfriars Road London SEl 8PJ (9900079) 



GMC1 00829-0108 

Our ref : ISPB/EG-SC/9900079.Legal 

Your ref : FPD/2000/204 7 

14 June 2001 Page 2 of 2 

I look forward to hearing from you as soon as possible. 

Yours sincerely 

r--c-~d~--AJ 
l.,.-·-·-·~·-·-·-·-·-·-·-·-~-·-·-·-·-·-·-·-·-·-·J 

Ia:n S P Barker 
~olicitor\ 

I ' \ __/; .,. 
--~"' . .,~ 

GMC2.DOC 



In reply please quote 

14 June 2001 

Courier: Private & Confidential 

Mr lan Barker 
Medical Defence Union 
230 Blackfriars Road 
London 
SE1 8PJ 

• Dear Mr Barker 

FPD/2000/2047 

Dr Jane Ann BARTON (GMC Registration Number: 1587920) 

GMC1 00829-0109 

GENEI\_AL 
M_EDICAL 
COUNCIL 
Protecting patients, 

gujding doctors 

Further to our telephone conversation yesterday, please find enclosed a copy of the 
papers relating to the above named doctor. 

If you require any further information, please contact me. 

Yours sincerely 

Code A 

178 Great Portland Street London WlW SJE Telephone o2o 758o 7642 Fax o2o 7915 3641 

email gmc@gmc-uk.org www.gmc-uk.org 



• 

Gerry Leighton 

Assistant Registrar 

General Medical Council 

178, Great Portland Street 

London Wl W SJE 

Or Jane Barton 

Code A 

Reference JS/2000/2047 14th June 2001 

~~) 
• . I am writing to acknowledge receipt of your letter, reference above . 

GMC100829-0110 

I intend to attend the meeting on Thursday 21st June 2001, accompanied by my 

barrister. 

I am a self employed General Practtitioner with the Isle of Wight, Portsmouth and 

South East Hants Health Authority. 

I am also currently employed as the Chair of the Gosport Primary Care Group, a 

sub committee of the above Health authority. 

Yours Sincerely 

r:,J::~::~~:~~~::zs:::::::::::::J 



Your reference 

In reply please quote JS/2000/2047 

Please address your reply to Fitness to Practise Directorate 
Fax 020 7915 3642 

19 June 2001 

Confidential: By Fax 

Mr I S P Barker 
Solicitor 
MDU Services Limited 
230 Blackfriars Road 
London SE1 8PJ 

Dear Mr Barker 

Dr Jane A BARTON 

I am writing further to your faxed letter dated 14 June 2001. 

GMC100829-0111 

GENEI\_AL 
1\,\EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

In relation to the first point in your letter, after we received the letter dated 20 
September 2000 from the police we made contact with theni requesting further 
information. They supplied to us, on 6 June 2001, the documentation which was 
served on Dr Barton with the Notice of Referral to the IOC dated 13 June 2001. 

The Screener, in reaching his decision, considered the documentation which was 
supplied to us by the police on 6 June 2001 and which was served on Dr Barton on 
13 June 2001. 

The Screener decided to refer this matter to the lOG because he felt that the 
information from Hampshire Constabulary is of such a nature that it may be both in 
the public interest and in Dr Barton's own interest that her registration be restricted 
whilst matters are resolved. 

Yours sincerely 
r·-·-·-·-·-·--·-·-·-·-·-·-~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

i CodeA i 
_j ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Jackie Smith 
Fitness to Practise Directorate 

.-·-·-·P.Io..P.Io..L.-.-·..-..-..-. . ..-.-. ...... _ .... --. .--.-....-._. ___ ·-·-·-·-·-·-·-·-·~ 
' ' 

I CodeA I 
i i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

178 Great Portland Street London WlW SJE Telephone o2o 758o 7642 Fax o26 7915 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
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Please quote our reference when communicating with us about this matter 

Our ref: ISPB/EG-GP/9900079.Legal 

Your ref: 

19 June 2001 THE 

MDU 
PRIVATE AND CONFIDENTIAL 
Ms Jackie Smith 
Fitness To Practise Directorate 
The General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

BY POST AND BY F..:-\X TO FAX NUMBER: 020 7915 '3642 

Dear Ms Smith 

MDU Services Limited 
230 Blackfriars Road 

London 
SE1 8PJ 

OX No. 36505 Lambeth 

Legal Department of the MDU 

Telephone: 020 7202 1500 
Fax: 020 7202 1663 

Website www.the-mdu.com 

Re: Dr Jane Barton- Interim Orders Committee, 21 June 2001 

Thank you for your letter of today's date by fax, and I am grateful for the information 
you have provided. 

I would be grateful if you could help me with some further clarification in relation to the 
second paragraph of your letter. It would appear that, having received the letter dated 
20 September 2000, the General Medical Council then requested information from the 
police, presumably shortly after that date. I would be grateful if you could confirm that 
that indeed is the case. 

It would seem then that the police failed to respond until 6 June 2001. Again, I would 
be grateful if you could confirm if that is indeed the case, and if not, let me know of the 
intervening correspondence or communication. 

I look forward to hearing from you as soon as possible. 

Yours sincerely 

~--COde--A-1 r 
! i 
! i 

'·-·-·-·-·Ta.-n-s·r-B·a-i'KeY·-·-·' 

Solicj~:) 

Specialists in: Medical Defence Dental Defence Nursing Defence Risk Management 

MDU Services Ltd is an agent for The Medical Defence Union Ltd (the :N!DU) and for Zurich Insurance Company, which is a member of the 
Association of British Insurers (AB!). The k!D U is not an insurance company. The benefits of membership of the MDU are all discretionary 

and are subject to the 1\1emorandwn and Articles of Association. 

Registered in England 3957086 Registered Office: 230 Blackfriars Road London SEl BPJ (GMC3.DOC) 



12 July 2001 

NAT14181604/23 

Direct line: i-·-·-·-·-·-·cocfe·A:-·-·-·-·-·-i 

Mr R Beard 
GMC 

'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

178-202 Great Portland Street 
LONDON 
W1W SJE 

Dear Mr Beard 

GMC 
RecEIVED 

1 3 JUL 2001 

I 0/D I 

GMC100829-0113 

Royal! M\anll 

Customer Service Centre 
Slindon Street 

PORTSMOUTH 
P011AA 

Tel: 0845 7740 740 
Website www.royalmail.com 

Text Phone 0845 600 0606 
(for the deaf and hard of hearing) 

Thank you for your enquiry of 10 July regarding a Special Delivery letter number 
SJ0581 9662 9GB which you sent to Doctor J A Barton, 11 Village Road, Gosport, 
P012 2LD. 

I am pleased to enclose a copy of the receipting signature that was obtained when the letter 
was delivered on 28 June 2001. 

i _______ y_ogn_~_iQm_,tu( __ 
1 

iCodeAi 
i i 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

Lynne Dugan 
Customer Serrice Advisor 

To ensure that we maintain the highest possible standards, the service we provide to you is monitored on 
our behalf by a research agency. Each month telephone interviews are conducted with a sample of the 
customers with whom we have been in contact. If you would prefer not to be contacted please call 
Freephone 0800 652 5900 within 7 days of the date of this letter and quote the reference above. 

Royal Mail is a trading name of Consignia plc. Registered number 4138203. 
Registered in England and Wales. Registered oifice: 14S Old Street, LONDON, ECIV 9!-IQ. 
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Your reference 

In reply please quote 

Please address your reply to Fitness to Practise Directorate 
Fax 020 7915 3642 

22 June 2001 

Confidential: By Fax 

Mr I S P Barker 
Solicitor 
MDU Services Limited 
230 Blackfriars Road 
London SE1 8PJ 

Dear Mr Barker 

Or Jane A BARTON 

GMC100829-0115 

GENERAL 
M_EDICAL 
COUNCIL 
Protecting pmients, 

guiding doctors 

Please accept my apologies for misleading you, Or Barton and your Counsel about 
the documentation the Screener saw when he decided to refer Or Barton's case to 
the IOC. 

I overlooked the fact the Or Barton's prepared statement to the police had come in 
separately on the fax machine on 12 June 2001. This was seen by the Screener,. 
along with the other material which came in on 6 June 2001, when he considered the 
case on 12 June 2001. As previously stated the Screener saw that which was served 
on Or Barton on 13 June 2001. · 

I apologise for any distress and inconvenience caused to Or Barton and would like to 
assure that I did not deliberately intend to mislead you, Or Barton or the Committee. 

Yours sincerely 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ ! i 

I CodeA I 
! i 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Jackie Smith 
Fitness to Practise Directorate 

l~~~~~~~:~:~:~~~~~~~~~~:J 
cc: Or Barton 

178 Great Portland Street London Wl W SJ~ Telephone o2o 758o 7642 Fax o2o 791 c; 3641 

email g~c@gmc-uk.org www.gmc-uk.org 



E:\C\IOC\FOLLOWUP\BARTON 

Your reference 

In reply please quote RC/HW/2000/2047 

Please address your reply to the Committee Section FPD 
, Fax 020 7915 3696 

25 June 2001 

Special Delivery: Personal 

Or J A Barton 

Code A 

Dear Or Barton 

GMC100829-0116 

GENERAL 
i\;\_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

I am writing to confirm that, at the conclusion of the proceedings before the 
Interim Orders Committee on 21 June 2001 the Chairman announced the 
Committee's determination as follows: 

"Or Barton :The Committee has carefully considered all the evidence 
before it today. 

The Committee has determined that it is not satisfied it is necessary for 
the protection of members of the public, in the public interest or in your 
own interests that an order under Section 41 A of the Medical Act 1983 
should be made in relation to your registration." 

Yours sincerely 

~--------coae--A-------1 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Richard Clifford 
Assistant Registrar 

178 Great Portland Street London WIW SJE Telephone o2o 758o 7642 Fax o2o 7915 3641 

cmail gmc@gmc-uk.org www.gmc-uk.org 



In reply please quote NV\21JuneiOC 

Please address your reply to the Committee Section FPD 
Fax 020 7915 3696 

25 June 2001 

By fax (0113 254 5793) and 
First Class: Confidential 

Barbara Carter 
NHS Executive 
Room 2W10 
Quarry House 
Leeds LS2 7UE 

Dear Mrs Carter 

I am writing to confirm the decisions taken by the GMC's Interim Orders 
Committee at its meeting on 21 June 2001. The decisions were as follows: 

Name: NAGMOTI, Vidyashankar Gangadhar 

Registration number: c·.~--~--~~--~~~l\~--~--~·.J 

R eg i st ere d add res s : [_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-~-~-~-~--A-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_] 

Qualifications: MB BS 1973 Bangalore 

Decision: Order for the following interim conditions for a period of 18 months 
made on 20 September 2000 was reviewed, and an Order directing that it 
should remain place was made. 

GMC100829-0117 

1. Except in life-threatening emergencies, you shall undertake all 
examinations of an intimate nature upon female patients in the 
immediate presence of another GMC registered medical practitioner or 
a practitioner registered with the United Kingdom Central Council of 
Nursing, Midwifery and Health Visiting. In the event of a patient 
rejecting the presence of the qualified chaperone during the 
examination, you should not proceed unless an appropriate consent is 
signed by the patient. 

2. Your records of all such examinations must include the name and 
signature of the chaperone. 

3. You shall comply with the monitoring of the chaperone arrangements 
as set out by the Health Authority. 

4. You shall continue to display the amended practice notice on 
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chaperone arrangements to reflect these conditions. 

Name: VERMA, Surendra Pratap Singh 
··-·-·-·-·-·-·-·-·-·-·-·-: 

Registration number: 1 Code A i 
i-·-·-·-·-·-·-·-·-·-·-·_! 

!-~~d: ~:~e red add re ss 1.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:~~~-~.:.~.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:.:] 
i·-·-·-·-·-·-·-·-·i 

Qualifications: MB BS 1964 Vikram 

Decision: No order made 

Name: SA V ANI, Arjun Damjibhai 

Registration number: L~~~~~~~~~~~~~A~~~~~J 

Re g i st e red add res[_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_---~-~~-~---!_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_] 

Qualifications: MB BS 1993 Saurashtra 

Decision: Order for the following Interim Conditions made, with effect from 21 
June 2001. 

1. You shall undertake all consultations with female patients in the 
immediate presence of another GMC registered medical practitioner or 
a practitioner registered with the United Kingdom Central Council of 
Nursing, Midwifery and Health Visiting. In the event of a patient 
rejecting the presence of the qualified chaperone during the 
examination, you should not proceed with the consultation; 

2. You shall notify all current and potential employers at the time of 
application, whether for voluntary or paid work which requires 
registration with this Council, of the conditions imposed on your 
registration by this Committee; 

3. You shall notify the Registrar of the GMC of any such posts you 
undertake. 

Name: CHRISTIAN, Moses E P 

Registration number: 4564971 

Registered address: Health Centre Llanfair Caereinion Welshpool Powys 
SY21 ORT 

Qualifications: MB BS 1989 Madras 



Decision: Order for the Interim Suspension for a period of 18 months with 
effect from 21 June 2001 

Name: BARTON, Jane Ann 

Registration numberJ"C-ode--A·l 
L--·-·-·-·-·-·-·-·-·-·-·-·1 

GMC100829-0119 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Registered address:i Code A i 
··-·-·-·-·-·-·-1 ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
! Code A! 
i·-·-·-·-·-·-·-·i 

Qualifications: MB BCh 1972 Oxford 

Decision: No order made 

In new cases, the orders will be subject to review within six months of coming 
into force, and review cases will be subject to further review within three 
months. · 

Yours sincerely 

Nilla Varsani 
Committee Section 

~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

i Code A ! 
! i 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 

cc. Angela Hawley, NHS Executive 
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,~g't~'e .. inveStlgiJte. n.Jn~.\ 
deatlis;?at-COftage hOSpital 

-~j D~~ID BAMBER --~·-. with their preliminary ~quiries. . 
y···Home Affairs Correspondent' We have every confidence in the 

--·=~~~-~·-··---··""·~--~"ff."•m·=-,.····"' staf{ at the hospital arid the c~re 
'DETECTiVES Aim • i~vestigat: they provide." . - cP 
ing the deaths of nine patients at Gillian Mackenzie, whose 91- r ' e_ 
a cottage hospital following corn- year-old mother died at the hospi- (_ L\ 

.. plaints from .relai:iyes, ... :z;he: Sun- tal after being prescribed diamor- . 
' do:y Telegraph has learnt .. :. ·. f phine, contacted police in 1998. A 

~- _·;:The inquiry into .the· fatalities; file on the case has been serit·by 
::··.at the Gosport War ·Memorial Hamps.hire CID to the Grown 

".Hospital, near Portsmouth, was ·Prosecution Service. 
_prompted by __ <;QQ~erns about tl;le. . Solicitors at the CPS liave so far 

I_ death of ·an elderly -~;;-m·;n. ·y;,h-~; · re-Commended that"there-lsL~-~·. 
was prescribed, diamorphine, the ficient evidence fQr charges of 
pain-killing drug. unh:twful killing to be brought, 

Other families contacted although the case has not been 
I;fampshire Police after the initial closed by the police. 
complaint. The fatalities are said Mrs Mackenzie, 63, of East-
to have all taken place over three bourne, East Sussex, said: "I am 
years. ·a realistic woman. I knew there 

A spokesman for ·Hampshire was a· ·chance· of my mothep:: 
Police last night confirmed that dying when she was adm'itted to ? 
investigations were .continuing. hospital. It is the manner she 
One complaint has already been died that shocked me. I will · 
investig~ted a~d a fiie sent to the never know wh~t"··~·~u-ld-h~-;~ -
Crown Prosecution Service. happened if she had not been 

The spokesman said: "We have prescribed diamorphine but we 
been contacted by the relatives of must ensure that all the circum-
nine people who were concerned stances of these deaths are fully 
about deaths of their relatives at explained." · 
the hospital. The situation now is She added: "I am glad the 
that .... e are speaking to four of police are investigating these 
those people about. what their cases at the hospital. They are 
concerns are and are making pre· all similar to my mother's and 
liminary inquiries." we .must get to the· bottom of 

Ia:f.l _ _Piper, the operational what was happening.'" 

director of Portsmouth Health· 
Care NHS· Trust ·which runs the 
hospital, confirmed. that the 
authority was helping police with 
their investigations. 

He said: "I am aware that the 
police are undertaking _prelimi
nary inquiries into a 'number of 
cases.-''Eight people have come 
forward in addition to the original 
complainant. · 

"The. trust will assist the police 

20 
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File note of telephone conversation. 

I spoke with CPS lawyer Paul Close who told me that the CPS had decided not to 
pursue any matters with Or Barton and she would not be charged with any offences 
in respect of the death of Gladys Richards. 

r·-·-·-·-·-·-·-·"'"·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

! CodeA ! 
L.-·-·-·J"acrue·-smrnl-·-·-·-·-·-·-·-·-·-·-·-·-i 

7 August 2001 . 
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File note of telephone conversation. 

Det Supt James rang to say that the police are going to investigate the other 9/10 
suspicious deaths at the Gosport War Memorial, and they will be seeking an expert 
opinion but will not be using Professor Livesley again. 

Det Supt said that he would confirm the above in writing but hopes to be in a position 
,Jg_.l~L9.li __ Q§_r:1i~~L~IJQ'{'J what is happening by the end of September 2001. 

I CodeA I 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Jackie Smith 
13 August 2001 . 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 

Your Ref. 

Ms J Smith 

MIC/Det. Supt/JJ/DM 

cJ b~ 0 (JoL({" ~;/ff/ 

Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
W1N 7JJ 

Dear Ms Smith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Tel . 0845 045 45 45 
Direct Dial 
Fax . 023 9289 1504 

14 August 200 1 

Re: Dr Jane BARTON 

I am writing to notify you that on Friday 101
h August 2001, I received written confirmation 

from the Crown Prosecution Service informing me of Senior Treasury Counsel's advice 
regarding the matters about which Dr BAR TON was interviewed by the Police. 

The advice is that, based on the papers submitted to the Crown Prosecution Service by 
Hampshire Constabulary, there is insufficient evidence to support a viable prosecution against 
Dr BARTON with regard to the death ofMrs Gladys RICHARDS. 

As Senior Investigating Officer for the enquiry I have accepted this advice. 

In the absence of any other significant evidence being forthcoming no further action will be 
taken against Dr BARTON in relation to the death ofMrs Gladys RICHARDS. 

I must advise you that following publicity concerning the enquiry into Mrs RICHARDS death 
a number of members of the public have contacted the enquiry team expressing concerns 
about the circumstances attendant to the deaths of relatives who had died at the Gosport War 
Memorial Hospital. I must further advise you that we are conducting preliminary enquiries to 
determine whether or not these other matters should be the subject of a more intensive police 
investigation. 

Website- www.hampshire.police.uk 
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HAMPSHIRE Constabulary 

I anticipate that these enquiries will be completed within the next six to eight weeks. I will 
advise you at the earliest opportunity of the outcome of our investigation. 

Yours sincerely 

~--coae--A--1 
! i 
! i 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

J JAMES 
Detective Superintendent 

Website- www.hampshire.police.uk 



Your reference 
!-·-·-·-·-·-·-·-·-·c-otie·-A·-·-·-·-·-·-·-·-·1 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

.. --·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
In reply please quote 

17 August 2001 

J James 

; C d A ; 
L.---·-·-·-·-·-·-·---~----~·-·-·-·-·-·-·-·-·-·-·-·1 

Detective Superintendent 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth P02 8BU 

Dear Detective Superintendent James 

GMC100829-0125 

G ENEI\_AL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Thank you for your letter of 14 August 2001, the contents of which have been noted. 
We shall await your further correspondence and in particular the outcome of the 
further investigations. 

!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

iCodeAi 
' ' i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

... 

178 Great Portland Street London Wl W SJE Telephone o2o 71"8o 7642 Fax o2o 79'1" 1641 

ernail grnc@grnc-uk.org www.gmc-uk.org 



Your reference: MIC/Det.Supt/JJ/DM 

In reply please quote: 2000/2047 

7 February 2002 

First Class Post 

Det Supt James 
Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Dear Det Supt James 

Or Jane Barton 

GMC100829-0126 

G ENEI\_AL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

I ! 
I write further to your previous correspondence with my colleague Jackie Smith 
regarding the above case. Ms Smith has now moved to a new role within the GMC 
and responsibility for this case has passed to me. I tried contacting you by telephone 
today but was informed that you were out of the office. 

I have today been informed that your investigation is now complete and that it has 
recently been that no criminal charges should be brought against Or Barton. I should 
be grateful if you would confirm in writing, at your earliest possible convenience, that 
this is indeed the case. 

As the statutory body responsible for regulating the medical profession, we are 
obviously concerned to learn of any doctor who is, or who has been, the subject of a 
criminal investigation. Whilst acknowledging the decision not to prosecute Or Barton, 
before closing our file we must nevertheless satisfy ourselves that that there are no 
matters relating to her professional conduct or performance which may warrant 
formal action under the Council's fitness to practise procedures. I understand that 
you may be in possession of expert witness reports which are critical of the practices 
of both Or Barton and a Or Althea Lord. 

In order to assist us in this regard I should be grateful if you would arrange for the 
following documentation to be forwarded to this office: 

1. A brief case summary 

2. Copies of witness statements 

3. Copies of expert reports 

178 Great l'ortlancl Street London W!W SJE Telephone o2o 7t;8o 7642 Fax o2o 79'5 3641 

cmail grnc@gmc-uk.org www.gmc-uk.org 
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4. Copies of relevant medical records, if available 

We appreciate that when disclosing confidential information you need to balance the 
rights of privacy of the individual against a necessary need to protect the public. 

For your information I am enclosing under cover of this letter a copy of the Medical 
Act 1983 (Amendment) Order 2000. In particular I would draw your attention to 
Section 35A of the Amendment Order which, in broad terms, gives the GMC the 
right to demand disclosure of information in certain circumstances where it is 
considered necessary for the purpose of assisting us to carry out our statutory 
regulatory role. I trust that on reviewing the legislation you will agree that, given both 
the nature of the original concerns about Or Barton's practice and her public 
position, our request for information is be both reasonable and relevant. 

it may also be helpful in this respect if I draw your attention to the comments of 
Kennedy LJ in the case of Woolgar v Chief Constable of Sussex Police (2000) 1 
WLR 25 where he stated: 

Obviously in each case a balance has to be struck between competing public 
interests and at least arguably in some cases the reasonableness of the 
Police view may be opened to challenge. If they refuse to disclose, the 
regulatory body may, if aware of the existence of the information, make an 
appropriate Application to the Court." 

I· ! 
Should you have any further questions please do not hesitate to contact me. Thank 
you for your assistance in this matter. I look forward to hearing from you at your 
earliest possible convenience. 

Yours sincerely 

~---c-o_a_e ___ A ___ I 

e ~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·___1 
Michael Hudspith 
Fitness to Practise Directorate 

·-·-·-=-·.l.·-·-·-·--· ... ·-"·-·-·-·-·-· ...... - ..... ~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: 
' ' i i 

i Code A i 
i i 
i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 

Protectin& patients, 

auidina doctors 2 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPlVI LL.B lVIA DPM MCIPD 
Chief Constable 

Our Ref. 
Your Ref. 

MIC/Det. Supt/JJ/DM 
2000/2047 

Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
WlW 5JE 

Dear Mr Hudspith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Tel . 0845 045 45 45 
Direct Dial 
Fax. 02392 891884 

14 February 2002 

Re: Dr Jane BARTON 

I am writing following your letter of the i 11 February and our conversation ofthe 13th 
concerning the above named. 

As I outlined to you the enquiry at Gosport War Memorial Hospital has generated a 
significant amount of documentation. 

In the first instance, as agreed, I will arrange for you to be copied: 

• Any statements/reports referred to in the LIVESLEY, FORD, MUNDY reports. 
• Patient notes for any person referred to in the above reports. 
• Any other obvious supporting documentation. 

I will arrange for!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·cocie·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ to collate the papers. If you have any 
ueries he can be'·c-omm::rc:a·-on-r·-·-·-·-·-co·ae-A-·-·-·-·-·-r-·-·-·-·-·-·1 

q ~------------------

Website- www.hampshire.police.uk 



GMC100829-0129 

HAMPSHIRE Constabulary 

Should you, after receiving the first tranche of documents, identify further material you would 
like disclosed please contact David direct. 

If I can be of any other assistance please advise. 

Yours sincerely 

~--c-oae--A--1 
~~fJAlVIits·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.! 
Detective Superintendent 

Website- www.hampshire.police.uk 



JM ELDERLY MEDICINE 

FAX 

GMC1 00829-0130 

PHONE NO. 01705 200381 21 Feb. 2002 11:338M P1 

Portsmouth HealthCare l~l:Gj 
NHS Trust 

Department of Medicine .for Elderly Poople 
South Block 

Queen Alcxandra Hospital 
Cos ham 

Portsmouth 
P063LY 

Tel 023 9220 6000 
Fax 023 9220 0381 

Please telephone if any pag~ is missing or indistinct. 

TO: G E::.N E.(<'. A L. M6.D \GAL Co v..N c._ l 1.-

FOR THE 
ATTENTlON OF: fh I C~Af:l. 

FROM: 

TEL: 

Department of Medicine for Elderly People 
Queen Ale:xandra Hospital 
Cosh am 
PORTSMOUTH 
P06 3LY 

DATE: 

FAXNO: 020'4-

NO, OF PAGES INCLUDrNG 
THXS SfiEET: .:2 

CONFIDENTIAL 

This fax may contain confidential information and you may not be the intended recipient, you 
must not copy or make any unauthorised disclosure of such information. If you have received 
this fax in error, please destroy the original and telephone 023 9228 6919 or 023 9228 6920 
immediately. 

MESSAGE: 

\ ~ANQ__ ~ V-A.cv~ +o Got\kc} Dr. 0\J. ~o Jo..s- +o~ re... 

~ ~ +o ik-~ 'o.J- w',).A ~ ~ ~~J ~ ~ 

0:>~ ~v:k ~ . 

www.portsrnouth-healthcare.org 
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JM ELDERLY MEDICINE PHONE NO. 01705 200381 21 Feb. 2002 11:34RM P2 
_}I· I 
.JrVUi'.. c.~ 

Portsmouth HealthCare r~Tlfj 

PRlV ATE AND CONFIDENTIAL 
Dr J A Barton 
The Surgery 
148 Forton Road 
Go sport 
Rants P012 3HH 

-h~Q_---
DearDr~on 

NHS Trust 

Department of Medicine for Elderly People 
Queen Alexandra Hospit<ll 

Co$h3m 
Port$mouth 

Hants 
P06 3LY 

Tel 023 9228 6000 
f3X 023 9220 0381 

13 February 2002 

RIR/cmp 

Following our meeting I am writing to confirm what we agreed. 

We agreed that you would cease to provide in patient care, both in and out of hours. for · 
patients on Sultan Ward at Gosport \Var Memorial HospitaL 

We agreed that you would continue to use Healthcall to cover your on call commitments in 
respect of your Practice's contract to provide out of hours cover to Daedalus and Dryad 
Wards. 

\Ve agreed that we would review this arrangement after there was clarity about your referral 
(or otherwise) to the Interim Orders Committee of the General Medical Council, or in one 
months time, which ever is sooner. 

We also agreed to conduct a retrospective audit ofyour prescribing on Sultan Ward. 

Thank you very much for your co-operation in this matter. 

Yours sincerely 

Code A 
-·-·-·-·-·-·-·-· Dr R I Retd-·-·-·-·-·-·-

Medical Director 

cc: Dr Peter Old 

\\~h-svt-13.rro'EJ~c:rlyiJ'..i1nll-'i~o;'Wl-=ut\lvl~r.;.d D~tQr\Dr .RciJ1L1..:lltn\Dt I Bnrtoo..d!Jc 
www.portsrnouth-healthcare.org 
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HAMPSHIRE Constabulary 

It is my conclusion that the reports should be disclosed to you as the regulatory body for the 
named individuals for your action as appropriate. I should further advise that disclosure to 
you is for the purpose as described on the advice of our Force solicitor and disclosure to any 
third party should be referred back to us in the first instance. 

Ifl can be of further assistance, please do not hesitate to contact me. 

Yours sincerely 

~--coae--A--1 
i ! 
i ! 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

J JAMES 
Detective Superintendent 

c. c. Julie MILLER 
Investigations Manager 
Commission for Health Improvement 

Website- www.hampshire.police.uk 
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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. I 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 
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 DS J James dated 151

h 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 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 Oalton, 
W Edgar, A Fletcher, J Florio and A Funnel! . 
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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 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 3rd 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 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
mobilise her. He arranged for her transfer to Gosport War Memorial Hospital. 

2.3 Following Or Reid's entry in the notes on 3rd August two further entries are 
made in the medical notes by the on call house officer (Or Coales?) on 8th 
August 1998. 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 Daedalus ward. Or 
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. Didn't 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 haloperidol1g ? 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 1 Omg/5ml oramoroph at midday. Many thanks': 

2.6 Following readmission to Haslar hospital Mrs Richards underwent manipulation 
of R hip under ivsedation (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 17'h 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 notes record on 17'h 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 17th 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 
181h August "still in great pain, nursing a problem, I suggest se diamorphine/ 
haloperidol/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 19th 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 17'h 
August. 

2.8 The next entry in the medical notes is on 21st August by Or 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 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 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 second admission to Haslar Hospital 

14 Aug 1410h midazolam 2mg iv 
15 Aug 0325h cocodamol two tablets orally 
16 Aug 041 Oh haloperidol 2mg orally 

0800h haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
231 Oh 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 1 0 mg Ora morph 
1800h 1 mg haloperidol 
0615h 1 0 mg Ora morph 

haloperidol 
2050h 1 Omg Oramorph 
1150h 1 Omg Oramorph 
1300h 5mg Oramorph 
? 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 1 Omg Oramorph 
0230h 1 Omg Oramorph 
? 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 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
1155h diamorphine 40mg/24h, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 

GMC100829-0150 
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Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 

GMC100829-0151 

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 Or 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 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 peri
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 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. 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 tra_nsfer 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. 
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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 
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 dependent at the time of her transfer to Gosport Hospital. 

2.17 The initial entry by Or 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 Or 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'. Or 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 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 Or 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 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 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-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 Re id 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. it 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 patients. In Mrs Richards's case no such 
case conference took place because she became too unwell 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 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 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 part 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". 

e 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 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 screaming 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). Or Barton did not prescribe 
cocodamol 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 
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 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. 
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. 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 
13'h 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 orthopa.edic 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 dislocafion 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 17'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 
Oaedalus 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 18th 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 later that morning and hyoscine was added on 19th August. Both 
Or 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. Or 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 Richards were dying and that provision of fluids or 
nutrition would not change this outcome. In her prepared statement Or 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 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 patieDts 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 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 
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. 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 
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 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 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 
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 Or Lord. Or 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 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 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. PO - no worse. Diagnoses listed as sacral sore (in 
N/H), PO, old back injury, depression and element of dementia, diabetes 
mellitus -diet, catheterised for retention. Plan - stop codanthramer and 
metronidazole. looks fine. TCI Oyad today -aserbine for sacral ulcer- nurse 
on side - high protein diet- oramorph pm if pain. N/Home to keep bed open 
for next 3/52 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 Or Brook is on 25th 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 5mg 
1800h Coproxamol two tablets 

(subsequent regular doses not administered) 
2015h Oramorph1 Omg 

21 Sep231 Oh Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
22 Sep2020h 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 200microg/24hr 

midazolam 60mg/24hr infusion se 
24 Sep 1 055h Diamorphine 20mg/24hr, hyoscine 800microg/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/24hr, hyoscine 1200mg/24hr 

midazolam 1 00mg/24hr infusion 
Sine met 110 5 times/day was discontinued on 23'ct September 
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3.4 The nursing notes r~lating 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 22nct 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 On 23'ct 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 
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 251h Sept 
'All care given this am. Driver recharged at 1015 -diamorphine 60mg, 
midazolam 80mg and hyoscine 1200mcg at a rate of 50mmolslhr. Peaceful 
night- unchanged, still doesn't like being moved.' 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 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 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 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 QueenAiexander 
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 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. 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 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 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 Cunning ham's condition with medical 
staff at this stage. 

3.9 When Or Lord reviewed Mr Cunningham 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 Or 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 
consequences of opiates and sedative drugs on respiratory function in frail 
older individuals. 

Evaluation of drugs prescribed and the administration regimens 
3.10 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 Or 
Lord that he should be prescribed intermittent (underlined instruction) doses of 
oramorph earlier in the day. I consider the undated prescription by Or 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 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 

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 Dr Lord on 21st 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 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 Dr Barton on 21st September 1998 
that she was happy for nursing staffto 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 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 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 

17 



• 

• 

stage to diagnose the cause of symptoms and to consider treatment with 
antibiotics or reduction in the dose of diamorphine and midazolam. 

GMC1 00829-0162 

3.16 Again I consider it very poor practice that the midazolam was increased from 
20mg/24hr to 60mg/24 hr at 2000h on 23'd 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 midazolam dosewas 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 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 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 Or 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 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 subsequent alteration in infusion rate of diamorphine, hyoscine 
and midazolam was discussed with and sanctioned by Or Lord or Or Barton. I 
consider the increase in midazolam from 60mg/24 hr to 80mg/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 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 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 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 
Cunning ham. I 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 Or Lord that Mr Cunning ham 
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 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 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, Or Barton and the 
ward staff appear to have considered Mr Cunningham 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 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 contributed to his death through pneumonia and/or respiratory 
depression. 

20 



GMC1 00829-0165 

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 
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 3rct 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 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 4-6/52 only. On Augmentin for UTI". Or 
Lord writes on 1oth August 1998 'Barthel 2120. Eating and drinking better. 
Confused and slow. Give up place at Addenbrooke's. RIV (review) in 1/12 
(one month) -if no specialist medical or nursing problems D (discharge) to a 
N/Home. Stop fluoxetine: The next entry" is by Or Barton on 21st 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 Phi!lip 
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 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 paid'. There is no entry in the notes on 201h 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 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 prescribed and received zopiclone (a sedative 
hypnotic) 3.75mg nocte and co-danthramer 5-10ml (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 1oth 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 1oth 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 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 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 1 01

h August 1998 is the only satisfactory 
medical note entry during her 15 day stay on Oaedalus 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 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 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 24th September he was 
given 5mg 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': Or Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Dr 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. 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). 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. 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 (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, 
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. !frusemide 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 Omg/5ml given. Continent 
of urine- uses bottles". On 15th October "Commenced oramorph 10mg/5m/4 
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 80mgdaily. 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 comfortable': 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 
condition. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed at 15.50 sic diamorphine 40mg, midazolam 20mcgs, 
hyoscine 800 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, 
hyoscine 1200mcg. Continues to require regular suction". 

5.5 The medication charts record administration of the following drugs: 
14 Sep 1445h oramorph 1 Omg 

2345h oramorph 1 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 SO 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 Wilson during his admission to Dryad ward 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 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 Wilson 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 ofdiagnosis and prognosis including risk assessments 
5.8 Or 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 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 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 and investigations 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 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 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 oramorph 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 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 consider the prescription of 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 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 i'n 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 (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 
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 (? Or Shain) 'In view of 
advanced age aim in the management 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 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 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 251h 
February Or 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 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 
2Jlh 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 281h February 
an entry in the medical notes by Or Laing (duty GP) record 'asked to see: 
confused. Feels 'lost' agitated esp. nighUevening, 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. 

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 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 2"ct March the nursing notes record "commenced on Fentanyl 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 i/m given for syringe 
driver with diamorphine loaded'. On 3rct 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 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 
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 

Ora morph (1 Omg/5ml) 4hrly prn. On 2nd March Or 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 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 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 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 oforamorph on 281

h 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 do not understand why subcutaneous diamorphine and midazolam infusions 
were commenced on 3rd 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 ofthe 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 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 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 
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 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 
prescribed. In my opinion this duty of care was adequately met except 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 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 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. 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 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 
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 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 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 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 .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 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. 
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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). 

GMC100829-0181 

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 pai'n 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 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 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 benzodiazepine 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 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 result. 

Hyoscine 
8.4 The British National Formulary describes hyoscine hydrobromide as an 

antagonist (blocking drug) of acetylcholine. it reduces salivary and respiratory 
secretions and provides a degree of amnesia, sedation and antiemesis 
(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 BN F 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 with a non-opioid analgesic at adequate dosage 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 5-1 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' 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 5-1 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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APPENDIX 2 

BNF Prescribing in palliative care 

• 

40 



• 

GMC1 00829-0185 

Richard:;- BLI med rep Jul 0 l 
Po.ge l of 34 

~ledical Report: 
concerning the case of Gladys ~lable 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 of London's Professor in the Care of the Elderly. 
Imperial College School of Science, Technology, & Medicine 
The Chelsea and Westminster Hospital, London SWlO 9NH 

For the purpose of ... providing an independent view about treatment given to Nlrs Gladys 
RICHARDS and the factor(s) associated with her death. 

Synopsis 

1. At the age of91 years, Nlrs Gladys RICHARDS was an in-patient in Daedalus ward at 
Gosport War Memorial Hospital. 

l. 1. A registered medical practitioner prescribed the drugs diamorphine, haloperidol, 
midazolam, and hyoscine for Nlrs Gladys RICHARDS. 

1.2. These drugs were to be administrated subcutaneously by a syringe driver over an 
undetermined number of days. 

1.3. They were given continuously until Mrs RICHARDS became unconscious and died. 

14. During this period there is no evidence that Mrs RICHARDS was given life sustaining 
fluids or food. 

1.5. It is my opinion that as a result of being given these drugs, :Nlrs RICHARDS's death 
occurred earlier than it would have done from natural causes. 

Professor Bri.o.n Liveslev 
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The writer's declaration 

1. This report consisting of thirty-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. 

2.1. 

2.2. 

I..., 
- . .J. 

2.4. 

2.5. 

The documents with which I have been provided and the visits I have made to the 
hospitals involved in this enquiry are listed in the Appendix A 

Appendix B contains facts of the environment provided by the statements of .Nirs 
Gillian MACKENZIE (the elder daughter ofMrs Gladys RICHARDS (deceased)) and 
J\llrs Lesley Frances LACK (the younger daughter). 

I have indicated any medical 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. 

Appendix E contains details of my qualitications and experience. 

This report has been presented on the basis ofthe information available to me-should 
additional information become available my opinions and conclusions may be subject 
to review and modification. 

Information relating to Mrs Gladys Richards (deceased) 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

3. .Nlrs Gladys Mable RI CHARDS (nee Beech) was born on l Code A land died on 
21st August 1998 aged 91 years. '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

3. 1. Mrs Richards has two daughters. They are Mrs Gillian MACKENZIE (the elder 
daughter) and Mrs Lesley Frances LACK. 

3.1.1. Mrs Lack is a retired Registered General Nurse. She retired during 1996 after 
41 years continuously in the nursing profession. 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 o{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 Brirm Livesk' 
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3.3. The Royal Hospital Haslar is an acute general hospital in Gosport, Hampshire serviced 
by the Armed Forces at the time of the incident but available as a National Health 
Service facility to local people. 

3.4. Gosport War Memorial Hospital is part of the 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 cliJ?.ical assistant in elderly medicine. This post became centered at Gosport 
War Memorial Hospital. She retired from this part-time post in the year 2000. 

• 3. 6. Mr Phi lip J ames BEED is the clinical manager and charge nurse on Daedalus ward at 
Gosport War Memorial Hospital. .Nls Margaret COUCI-llvlA.l'J 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 consultant physician, within the department of 
elderly medicine of Portsmouth Healthcare NHS Trust, who was usually responsible for 
the patients on Daedalus ward and who was on study leave on 17/18 August 1998. 

3. 7.1. Other consultant physicians from 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. i:vlrs RICHARDS 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 noted that she also had a past medical history of bilateral deafness for which she 
required hearing aids. 

4. 1.1. Unfortunately both ofher hearing aids were lost by December 1997 while 
she was at the Glen Heathers Nursing Home and had not been replaced by 
July 1998 vvhen she was admitted to Daedalus ward at Gosport War 
Memorial Hospital). 

4.1.2. It is noted that on 8th July 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 [tvlrs RI CHARDS] with two new 
hearing aids .... Since her poor hearing probably contributes to her 
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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 l\llrs RICHARDS had had operations for the removal of cataracts 
and required glasses. 

4.2.1. 

4.2.2. 

4.2.3. 

Unfortunately her spectacles were also lost at the Glen Heathers Nursing 
Home and had not been rep laced by August 1998 when she was admitted to 
Daedalus ward at Gosport War Memorial Hospital. 

As Dr BASSETT had noted :l\llrs RICHARDS poor hearing probably 
contributed to her confusional state. The absence ofher spectacles would 
also make it difficult ±or Mrs RICHARDS to be aware of what was going on 
around her, further aggravate her confusional state due to lack of sensory 
stimulation, and increase her dependency on others for her11ormal daily 
activities. 

The absence ofboth her hearing aids and her spectacles would make the 
assessment of and communication with :l\!Irs RI CHARDS extremely difficult. 

4.2.3.1. It is noted that such sensory deprivation can produce and 
aggravate confusional and disorientated states. 

4.3. At the beginning of 1998, she had become increasingly forgetful and less able 
physically but was inclined to wander and she had about a six months' history of falls. 

4.4. On 29111 July 1998, at the Glen Heathers Nursing Home, :l\!Irs.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 2.5rng of morphine 
and 50 mg of cyclizine at 2300 hours to relieve her pain and distress. She 
was known to be taking haloperidol 1mg twice daily and Tradazone 100rng 
at night. 

4.5. On 301
h July 1998 .Mrs RICHARDS had a right cemented hemiarthroplasty [an artificial 

hip joint inserted]. 

4.5.1. 

4.5.2. 

Post-operatively she was given 2.5 mg morphine intravenously on July 301
h 

~ . ~ at 0230 hours, 31 at 0150 and 1905 hours, and on August 1" at 1920 hours 
and 211ct at 0720 hours. From August 1st -7tl1 she was weaned over to two 
tablets of co-codamol, requiring these on average twice daily for pain relief 

On 3rd August 1998 it was noted 'All well. Sitting out early mobilization'. 

Professor Brian LiveskY 
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4.6. On 5th August 1998, Dr 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 Go sport Memorial Hospital.' 

4.6.1. Dr REID also noted that l\llrs 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 lOth August 1998, was sent by the sergeant staff nurse at the 
Royal Hospital Haslar and addressed to 'The Sister in Charge Ward [sic] l\!Iemorial 
Hospital, Bury Road, Gosport, Hants.' It contained the following information:-

4.7.1. After the operation Mrs RICHARDS 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 11th August 1998, Mrs RICHARDS was transferred to Daedalus ward at the 
Gosport War Memorial Hospital. She was not in pain and had been fully weight bearing 
at the Royal Hospital Haslar walking with the aid of two nurses and a Zimmer frame. 

4.8.1. 

4.8.2. 

At the Go sport 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 30111 July 1998 in Glen Heathers Nursing Home. 
She has had a right cemented hemi-arthroplasty and she is now 
tltlly weight bearing, walking with the aid oftwo 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 .... ' 

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.' 

Professor Brian Livesky 
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4.8.3. The 'Patient Medication Information' states, '11.8.98 ... Haloperidol 
O[rally] 1 mcg [looks like 'mcg' 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 written in the medical case 
records '11-8-98 Transferred to Daedalus Ward Continuing Care .... 0/E [on 
examination] Impression frail demented lady [paragraph] not 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.' 

4.10. At 1300 hours on the 13th August 1998 the Nursing Contact Record states 'Found on 
floor at 13.30hrs [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 Al\11 [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 intormed.' 

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[?] Cdr [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 
herR[ight] hip .... She has had 2.5ml of10mg/5ml Oramorph at midday.' 

4.12. 1. According to the letter signed by Philip BEED, Mrs RICHARDS was given 
1 Omgs of Oramorph at 1150 hours on 14th 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 14th August 1998] Notified that dislocation has 
been reduced. [Mrs RlCHARDS] To stay in Haslar [hospital] for 48 hours 
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 2 mgs of midazolam 

Professor Brian Livesle-'· 



GMC1 00829-0192 

Richards - BLI mecl rep Jul 0 l 
Page 8 of 34 

allowed the dislocation to be corrected by traction. 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 [She] gradually became more responsive .... ' She was then admitted 
the Royal Hospital for 48 hours observation. 

4.15. Apart from two tablets of co-codamol on the 15th August 1998, she did not need to be 
given any pain relief following the reduction of her hip dislocation. 

4.15 .1. Two days later, on 17th August 1998, it was recorded that 'She was fit for 
discharge that day and she was to remain in straight knee splint for four 
weeks. In the discharge letter from Haslar Hospital it was also recorded that 
I'vlrs RI CHARDS was to return to Daedalus \V ard. It was further stated that 
'She has been given a canvas immobilising 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 bearing.' 

4.16. On 17th August 1998 it was also recorded that she was 'Fit for discharge today 
(Gos[port] \Var I'vlem[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 War Memorial 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 legs at night (abduction) No follow-up unless complications.' 

4.17.1. Mrs RlCHARDS was given Oramorph 2.5 mg in 5mls. The nursing record 
for 17th August 1998 further states '13 05 [hours] ... Daughter reports 
surgeon to say her mother must not be left in pain if dislocation occurs again. 
Dr Barton contacted and has ordered an Xray. M. COUCIDviAN. [paragraph] 
pm Hip Xrayed at 1545 [hours] Films seen by Dr PETERS & radiologist & 
no dislocation seen. For pain control overnight & review by Dr BAR TON 
mane [in the morning]. ?[illegible nurse signature] 

4.17.1.1. This radiograph was reported by Dr. DOMJAN, Consultant 
Radiologist as showing 'RIGHT HIP: The right hemiarthroplasty 
is relocated in the acetabulum.' 

4.18. On lih August 1998, Dr BARTON noted 'Readmission to Daedalus from RHH [Royal 
Hospital Haslar] 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.' 
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4.19. On 18th August 1998, DrBARTON recorded 'Still in great pain [paragraph] Nursing a 
problem. [paragraph] I suggest se[ subcutaneous] diamorphine!HaloperidoVmidazo lam 
[paragraph] I will 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 [iV1rs LACK and 
iV1rs iVIACKENZIE]. They agree to use of syringe driver to control pain [It 
is noted that :N1rs LACK has disagreed with this statement] & allow nursing 
care to be given. [paragraph] 1145 Syringe driver diamorphine 40 mg. 
Haloperidol 5 mg, :Nledazolam [midazolam] 20 mg commenced' 

4.20.2. '18/8/98 20.00 Patient remained peaceful and sleeping. Reacted to pain when 
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 iV1rs 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 [Mrs 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] '19/8/98 am Mrs Richards 
comfortable. [paragraph] Daughters seen. Unhappy with various aspects of 
care, complain[t] to be handled officially by Mrs S Hutchings Nursing co
ordinator [initialled signature]' 

4.20.4. It is noted that there is no continuing nursing Contact Record for the 20111 

August 1998. 

4.20.5. The contiguous nursing Contact Record states '21/8/98 12.13 [hours] 
Patient's [Mrs RI CHARDS] overall condition deteriorating, medication 
keeping her comfortable. Daughters visited during the morning. C JOICE' 

4.21. Dr BARTON's next contiguous medical record was on 21st August 1998 when she 
wrote 'Much more peaceful [paragraph] needs Hyoscine for rattly chest'. 
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4.21.1. It is noted that J\llrs RICHARDS was already being given hyoscine at this 
time and had been doing so continuously since 19th August 1998. 

4.21.2. Nurse GRIFFIN 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:-

4.22.1. '12.8.98 Requires assistance to settle and sleep at night. ... 12.8.98 
Haloperidol given at 2330 [hours] 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]' 

4.22.3. '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. 
Daughters stayed. [initialled signature]' 

4.22.7. 'Daughters stayed with Gladys [Mrs RICHARDS] overnight. [initialled 
signature J' 

4.22.8. 

4.22.9. 

There is no record of continuance of the Nursing Care Plan for 20th and 21st 
August 1998. 

After Mrs RICHARDS had been readmitted to Daedalus ward on 17th Awmst 
1998, there is no record bet~.-veen l i 11 and 21st August 1998 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 i 11 and 21st August1998. On 21st August the record states 'BNO [bowels not 
open] [initialled signature r 

4.22.11. The Nursing Care Plan for 'Personal Hygiene' states:-· 
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4.22.1 1. 1. "18.8.98 Complete Bed Bath given plus oral [Signature] Hygiene 
[second signature]' 

4.22.1 1.2. '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]' 

4.22.11.4. It is noted that there is no record of.Nlrs Richards being attended to 
for 'Personal Hygienel on 20111 August 1998. 

4.22.11.5. '21.9.98 General care and oral hygiene given [initialled signature]' 

4.23. The drugs prescribed for l\!lrs RICHARDS at Gosport 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 
Hospital 

5. Dr BAR TON wrotethe following drug prescriptions for .Nlrs RICHARDS. 

5 .1. On 11 thAugust 1998:-

5 .1.1. Oramorph 1 Omgs 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 li11 August (lOmg at 0615); 

5.1.1-.3. once on 131
h August (1 Omg at 2050); 

5.1.1.4. once on 14111 August (5ml [lOmg] at 1150); 

5.1.1.5. four times on 1 i 11 August (2.5ml [5mg] at 1300, 2.5ml [5mg] at 
')???[time illegible], 2.5ml [5mg] atl645, and 5ml [lOmg] at 
2030); and, 

5.1.1.6. twice on 18111 August 1998 5ml [lOmg] at 01230[sic and') meaning 
0030 hours] and 5ml [lOmg] at (?]0415). 

5.1.2. Diamorphine at a dose range of20- 200 mg to be given subcutaneously in 
24 hours. 
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5.1.2.1. None ofthis diamorphine prescription is recorded on the 
Administration Record as having been given between 11th- 14 u1 

August inclusive. 

5.1.3. Hyoscine at a dose range of200- 800 mcg [micrograms] to be given 
subcutaneously in 24 hours. 

5.1.3.1. None ofthis hyoscine prescription is recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive. 

5.1.4. Midazolam at a dose range of20-80 mgs to be given subcutaneously in 24 
hours. 

5 .1.4. 1. None of this midazolam prescription is recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive. 

5.1.5. Haloperidol 1mg orally twice daily. It is noted that at the top of this 
prescription chart 'TAKES .MEDICINE OFF A SPOON' [sic] is clearly 
written. 

5 .1. 5 .1. She was give 1 mg of haloperidol at 1800 hours on 11111 August 
1998, at 0800 and 2330 hours on 12111 August 1998, at 0800 and 
1800 hours on 13th August 1998. 

5.1.5.2. In addition, on 13th August 1998, Mrs RICHARDS was prescribed 
haloperidol 2mgs in 1 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 'IFNOISY' [sic]. She was given a dose 
[quantity not stated bearing in mind the altered prescription] at 
1300 on 13th August 1998. 

5.1.5.3 She was also given lmg of haloperidol at 0800 hours on 14th and 
also at 1800 hours on 17 August 1998. 

5.1.6. lt is noted that, apart from 2330 hours on 12 August 1998, at the above times 
when Mrs RI CHARDS was given haloperidol she was also give 1 Oml of 
Lactulose [a purgative]. 

5.2. On 12th August 1998:-

5.2.1. Oramorph lOmgs in 5mls to be given orally in a dose of2.5 mls four hourly 
[equivalent to 5mgs of oramorph]. 
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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 PRl'J [meaning 
that the prescription is to be administered as required]. 

5.2.2. Oramorph 10mgs 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]. 

- th A ).3. 18 . ugust 1998:-

5.3.1. 

- .., ') ) . .).~. 

Diamorphine at a dose range of 40-200mg to be administered subcutaneously 
in 24 hours 

Haloperidol a dose range of 5-l 0 mgs to be administered subcutaneously in 
24 hours. 

5.4. On 18th' 19th, 201h, and 21st August 1998, l\llrs RICHARDS was given simultaneously 
and continuously subcutaneously diamorphine 40mgs, and haloperidol 5mgs, and 
midazolam 20mgs during each 24 hours. 

5.4.1. 

5.4.2. 

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 181

\ 19th, 20th' and 21st August 1998 respectively. 

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 of 18th, 19th, 201h, 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 for as 
being administered to Mrs RICHARDS via the syringe driver by 
tvlr Philip BEED on 181h and 19th August 1998, by Ms Margaret 
COUCHMAN on 201h August 1998, and by Ms Christine JOICE 
on 21st August 1998. 

It is noted that on the 191h, 20111
, and 21st August 1998 the drugs midazolam 

20mgs, diamorphine 40mgs, and haloperidol 5mgs were also eo-administered 
subcutaneously in 24 hours with 400mcg of hyoscine [this last drug had been 
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prescribed by Dr BAR TON to be given as required on 11th 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 .l. It is not known who selected the dosages to be given. 

Death certification and cremation 

6. The circumstances ofMrs RICH.A..RDS 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 Or BAR TON [sic]. Deceased had undergone surgery for a fractured neck 
of femur. Repaired. Death cert[ificate] issued. [paragraph] THONlAS [sic] 

6.2. The cause of death was accepted by the Coroner on 24th August 1998 as being due to:-

6.2.1. '1(a) Bronchopneumonia'. 

6.2.2. The death was certified as such by Dr J A BARTON and registered on 241h 
August 1998. 

6.2.3. It 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 
pneumoma. 

6_ 3. The body was cremated. 

Conclusions 

7. ivlrs Gladys Mable RICH.I\_._RDS died on 21st August 1998 while receiving treatment on 
Daedalus ward at Gosport \tVar Memorial Hospital. 

7.1. Some fours years earlier, on 51
h August 1994, Mrs RICHARDS 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. 
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7. 3. On 291h July 1998, Tvlrs RI CHARDS developed a fracture of the neck of her 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 RI CHARDS was considered by medical staff at the 
Royal Hospital Haslar to be suitable for implantation of an artificial hip joint. This took 
place on 30th July 1998. 

7. 5. On 11th August 1998, and having been seen by a consultant geriatrician, "Nlrs 
RICHARDS was transferred for rehabilitation to Daedalus ward at Gosport War 
Memorial Hospital. 

7.6. At that time Dr BAR TON recorded that "Nlrs RICHARDS was not obviously in pain but 
despite this Dr BAR TON prescribed Oramorph [an oral morphine preparation] to be 
administered orally four hourly. 

7.6.1. At that time also Dr BARTON prescribed for Mrs RICHARDS diamorphine, 
hyoscine, and midazolam. These drugs were to be given subcutaneously and 
continuously over periods of24 hours for an undetermined number of days 
and the exact dosages were to be selected from wide dose ranges. 

7.6.2. Also on 11th August 1998, at the end of a short case note, Dr BARTON 
wrote 'I am happy for nursing staff to confirm death'. 

7. 6. 3. 1t is noted that although prescribed on the day of her admission to Daedalus 
ward at Gosp ort War Memorial Hospital these drugs ( diamorp hi ne, hyoscine, 
and midazolam) were not administered at that time. 

7.7. On 131h August 1998, Mrs RICHARDS's artificial hip joint became dislocated. 

7.8. The following day, 14th August 1998, although DrBARTON had recorded 'Is this lady 
well enough for another surgical procedure?' she arranged for Mrs RICHARDS to be 
transferred back to Haslar Hospital where the dislocation ofthe hip was reduced. 

7 8.1. It is noted that at the age of 91 years, and despite Dr Barton' s comment about 
Mrs RICHARDS, and her confused mental state, i\lfrs RICHARDS vvas 
considered well enough by the staff at the Royal Hospital Haslar to have tvvo 
operations on her right hip within about two weeks. 

7.9. Three days later, on 17th August 1998, Mrs RICHARDS was returned to the Gospon 
War Memorial Hospital on a sheet and not on a stretcher. She was very distressed when 
she reached Daedalus ward. 
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7.10. There is no evidence that .Nlrs 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. 

7.11. Despite this, and on 18th August 1998, DrBARTON, 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. 

7.11.1. Neither midazolam nor haloperidol is licensed for subcutaneous 
· administration. 

7.11.2. It is noted, however, that iri clinical practice these drugs are administered 
subcutaneously in the management of distressing symptoms during end-of

. life care for cancer. 

7.11.3. It is also noted that Mrs RI CHARDS was not receiving treatment for cancer. 

7.12. There is no evidence that in fulfilling her duty of care Dr BAR TON reviewed 
appropriately .Nlrs 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 RICHARDS 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 
COUCIDv1At~ and Ms Christine JOICE reviewed appropriately 1vlrs RICHARDS'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 subcutaneous administration of dru?,s 
by syringe driver continued without modification and during every 24 hours from 18t' 
August 1998 until Mrs RI CHARDS died on 21st August 1998. 

7.16. Dr Barton recorded that death was due to bronchopneumonia. 

7. 16.1. 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 
pneumoma. 
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8. When ~Irs RICHARDS was first admitted to Daedalus ward at Gosport War Memorial 
hospital on 11th 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 recording 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. 

8.1.1. Dr Barton also recorded that 'I am happy for nursing staff to confirm death.'· 
when l\!Irs RICHARDS had been admitted for rehabilitation and her death 
was not obviously imminent. 

8.2. When, at the. age of91 years, Mrs R.ICHARDS 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 of the first operation. 

8.3. There is no evidence to show that after her second operation l\!Irs RI CHARDS, 
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. 

8.4. It is my opinion, and there is evidence to show, that Mrs RlCHARDS was capable of 
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 
midazolam. 

8. 6. Despite this, and from 18th August 1998 for an undetermined and unlimited number of 
days, Or BARTON prescription led over 24-hours periods to the continuous 
subcutaneous administration to Mrs RICRA.RDS of diamorphine 40mgs, haloperidol 
Smgs, and midazolam 20mgs to vvhich was added hyoscine 400mcg from 191

h August 
1998. 

8.7. The administration ofthese dmgs continued on a 24-hours regime without their dosages 
being modified according to l\!Irs RI CHARDS's response to them and until Mrs 
RICHARDS 9ied on 21st August 1998 

8. 8. There is no record that Mrs RI CHARDS was given any food or fluids to sustain her 
from the 18tJ1 August 1998 until she died on21'1 August 1998. 
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8.9. As a result ofthe continuous subcutaneous administration ofthe prescribed drugs 
diamorphine, haloperidol, midazolam, and hyoscine Mrs RlCHARDS became 
unconsciousness and died on 21st August 1998. 

8.10. No other event occurred to break the chain of causation and in my opinion Mrs 
RlCHARDS' s death was directly attributable to the administration of the 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 RlCHARDS's death occurred earlier than it would 
have done from natural causes and was the result of the continuous administration of 
diamorphine, haloperidol, midazolam, and hyoscine which had been prescribed to be 
administered continuously by a syringe driver for an undetermined number of days . 

APPENDIX A 

14. I have received and read the following documents:-

14.1. The letter ofDCI BURT dated 2211
d November 1999 that gave an initial overview of the 

case. 

14.2. The documents in 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 HUN1PHREY. 
2) Copy ofPEC (NHS) T Health Record (LH/1/C). 
3) Copy ofRHH Medical Record (AF/1/C). 
4) Draft (unsigned) statement (lv1Gll) of Gillian MACKENZIE. 
5) Draft ;(unsigned) statement ofLesley LACK 

14 3. The documents in the file DCI BURT presented at our meeting on 8th March 2000 
including those pursuant to my request of28rh January 2000 (documents WX1, WX2, 
and YZ were forward to me on 9 March 2000) as follows:-

14.3.1. A 

14.3.2. B 

14.3.3. c 

14.3.4. 0 

Typed copy ofNotes prepared by N[rs LACK and given to 
Portsmouth Healthcare NHS Trust 

Typed copy of additional page of notes which was prepared by ~'lrs 
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 respect ofletter 
from Portsmouth Healthcare NHS Trust which represented a 
response to her Notes of complaint (A) 
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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 
14.3.12. 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) 

14.3.21. s (3) 
14.3.22. s (4) 

14.3.23. T 

14.3.24. t..rv· 
14.3.25. WX1 

14.3.26. WX2 

14.3.27. YZ 
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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 ivlrs MACKENZIE 
As E above but made by ivlrs MACKENZIE 
Copy of letter written by Mrs 1v1ACKENZIE to DI ivlORGAN (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 ofReport made byDr LORD during original investigation 
Copy of additional newspaper cutting 
Typed copy of signed statement of Anne FUNNELL (Rlill) 
Typed copy of signed statement ofLesley HUNIPHREY 

(Portsmouth Healthcare NHS Trust) 
Copy of signed statement ofLesley LACK 
Copy of final draft of Gillian MACKENZIE's statement 
Copy of schedule ofx-ray images (RHH) 
Copy ofRisk Event Record (Portsmouth Healthcare NHS Trust) 
Copy ofletter which DCI BURT has sent to Lesley HillviPHREY 

(Portsmouth Healthcare NHS Trust) raising various issues 
Copy of entries in medical directories 1998/1999- Dr Jane Ann 

BAR TON 
Copy of letter from Mrs MACKENZIE to DCI BURT 
Copy of documents which accompanied the two Portsmouth 

Healthcare NHS Trust x-ray images 
Copy of various documents which featured in a Social Servi.ces Case 

Conference stemming from receipt ofMrsLACK's Notes of 
complaint (C above) 

Copy ofDeath Certificate- Mrs RICHARDS 
Witness Statement ofMrs Gillian MACKENZIE dated March 6 

2000 
Copy ofletter from DR J.H. BASSETT to Mrs .NlACKENZIE with 

an addendum oftive pages being a photocopy from 'Toxic 
Psychiatry' a book by Dr Peter BREGGEN published by Harper 
Collins. 

Two extracts from 'Criminal Law. Diana Rowe. Hodder & 
Stoughton 1999.' 

14.4. On 81
h March 2000, in the presence ofDCI BURT, I visited:-

14.4.1. the Gosport Memorial Hospital and follow·ed 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 ivlrs 
Richards was conveyed and the ward area in which she was treated. 

Protessor Brian Livt:sk,. 
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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 twelve (12) radiographs relating 
to Mrs Richards' treatment there on 12th April 1998, 1 ih July 
1998, 14t11 August 1998, 29th July 1998, and 31st July 1998. 

14.5. In addition I have read the following the documents given to me by DCI BURT on l21
h 

May 2000 consisting of the following which are numbered below as listed in the two 
containing ring binders: 

14.5.1. 

14.5.2. 

14.5.3. 

14.5.4. 

14.5.5. 

14.5.6. 

14.5.7. 

14.5.8. 
14.5.9. 

E 25 

E 22 

E24 

D 63 

Copy of Glen Care Homes file Re: Gladys RI CHARDS supplied by · 
Glen Care Homes 

Copy ofHampshire County Council Social Services file Re: Gladys 
RI CHARDS 

Copy of Glen Care Homes file Re: Gladys RI CHARDS supplied 
Nursing Homes Inspectorate 

Copy Portsmouth and South East Hampshire Health Authority GP 
Patient Records of Gladys RICHARDS 

Police letter 090300 to Miss CROSS, Haslar Hospital with further 
questions 

D 65 Letter l 00400 from Miss CROSS at Haslar including Patient transfer 
order and further medical records 

D 104 Letter 080200 from Mrs. MACKENZIE with notes Re: draft. 
statement 

D 108 Portsmouth NHS Trust Dept. ofDiagnostic Irnaging report folder 
D 110 Copy typed Gladys RICHARDS Death Certificate dated 240898 

14.6. I have also read the documents given to me by DCI BURT on 19111 July 2000, consisting 
of copies of the statements made by:-

14.6.1. JOlCE Christine 
14.6.2. GIFFIN Sylvia Roberta 
14.6.3. PULFORD Monica Catherine 
14.6.4. WALKER Fiona Lorraine 
l4.6.5. MARJORAlvl Catherine 
14.6.6. BALDACCHINO Linda Mary 
14.6.7. PERKJNS Margaret Joan 
14.6.8. TUBBRITT Anita 
14.6.9. COUCHN1AN Margaret 
14.6.1 0. W ALLINGTON Kathleen Mary 
14.6.11. FLETCHER Anne 
14.6.12. COOK Joanne 
14.6.13. MOSS JEAN Kathleen 
14.6.14. TYLER Christina Ann 
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14. 7. I have also read statements, provided on 30th August 2000 by DCI BlTRT, made by: 

14.7.1. Doctor Jane Ann BARTON 
14.7.2. 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 181
h August 2000 from l\IIrs Gillian NIACKENZIE to DCI 

BURT. 

14.8.1.1. Enclosed with this letter was a copy of a letter dated 91h August 
2000 from Ms Jill BAKER to Mrs 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 HUlVIPHREY, Quality l\l[anager at Portsmouth Healthcare 
.NriS Trust Central Office to l\!Irs Gillian .NIACKENZIE. This had enclosed 
with it a copy of a letter dated 22nd September 1998 from l\!Ir Max 
NIILLETT, ChiefExecutive of Portsmouth Healthcare NHS Trust. 

14.10. Copies of Witness Statements (taken by Mrs S HUTCHINGS who led the initial 
Internal Inquiry as Investigating Officer of Portsmouth Healthcare NHS Trust) as 
follows:-

14.1 0.1. On 3rd September 1998 statement consisting of four pages from .Nirs Jenny 
BREWER- StaffNurse Daedalus vVard to which is attached an 
additional statement (three pages) by StaffNurse Brewer (the first page 
of this three pages is headed Portsmouth Health care NHS Trust and has 
been signed on page three by S. N J Brewer RGN and dated 9-9-98 
(Reference D142)). 

14.1 0.2. On 8th September 1998 statement consisting of five pages from Mr Philip 
BEED- Clinical Manager Daedalus Ward (Reference Dl43). 

14.10.3. On 9th September 1998 statement consisting ofthree pages from Ms 
Christine JOICE- StaffNurseDaedalus Ward (ReferenceD 144) 

14.1 0.4. On 8th September 1998 statement consisting of two pages from Ms Monica 
PULFORD- Enrolled Nurse Daedalus Ward (ReferenceD 145 ). 

14.10.5. On :;rd September 1998 statement consisting of four pages from Ms 
rv'largaret COUCHMAl"l"- StaffNurse Daedalus Ward (Reference 
D 146). 
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14.11. A copy of the National Council for Hospice and Specialist Palliative Care Services 
paper entitled 'Ethical decision-making in palliative care'. 

14.12. On 5th and 6th October 2000 1 received from Hampshire Constabulary and subsequently 
read:-

14.12.1. The records of the interviews conducted with Dr Anthea Everista Geredith 
. th 

LORD on 27 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 ±1uid replacement as 
approved by the Elderly Medicine and Formulary & Medicines 
Group of.Portsmouth Hospitals and Portsmouth Healthcare 
updated for 1998. 

14.12.2.2. Consultants' Rota for August 1998 of the Department ofMedicine 
for Elderly People (Ref: Cl/28.7.98). 

14.12.2.3. Memorandum from lVlrs. L HUMPHREY of Portsmouth Health 
Care NHS Trust to Dr. LORD dated 17111 December 1998 and 
headed 'Mrs. Richards deceased, Gosport War Memorial Hospital, 
21st August, 1998.' 

14.12.2.4. Letter from Dr R 1 REID, Medical Director ofPortsmouth 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 ofthe 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. Mrs MACKENZIE is the elder ofMrs RICH~t\RDS's two daughters. It is noted that her 
sister, Mrs LACK, is a retired Registered General Nurse. 

15. 1. 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. 
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15.2. By July 1998, 1\llrs RlCHARDS had been resident at the Glen Heathers Nursing Home 
for some four years. She had a past medical history of bilateral 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, 1\llrs RlCHARDS 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 29th July 1998. 

15.3. 1. During this period Mrs MACKENZIE decided to meet and question her 
mother's general practitioner, Dr BASSETT. 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 T razodone and the other was haloperidol. Foil owing this 
meeting she sent him a copy of a book entitled Toxic Psychiatry. 

15.3.2. Dr BASSETT replied, in a hand-written letter, thanking .Nlrs MACKENZIE 
and stating' ... I have a reputation in Lee [ -on-Solent] of being 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 .Nlrs .NlACKENZIE and .Nlrs 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 Home. 
She reported, on 26th August 1998, that 'From the written records obtained 
and discussions held, I can find no evidence to substantiate that i\tlrs 
RI CHARDS 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 23rd November 1998 when Mrs LACK was present. The 
conclusion was that 'There was no evidence of deliberate abuse [ ofLI/J:rs 
RICRI\RDS] 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. I\llrs 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 11th August 1998. 
[paragraph] I visited my mother every day during this period and, 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 sense.' 

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 considered 
appropriate to discharge her and transfer her to the Go sport 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 12th August 1998, the day after her mother's admission to the Gosport War 
Memorial Hospital, i'vlrs LACK visited her mother there and has recorded ' ... I was 
rather surprised to discover that I could not rouse her [Mrs RIC1-LL\...WS]. 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 dn1g 
'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 unrousable, by the etrects 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 
morning (14th August 1998), ]\;Irs LACK noted that while her mother was being taken 
to the X-ray department at the Go sport War Memorial Hospital 'She was still deeply 
under the effects ofthe 'Oramorph' drug.' 

15.9. As described above Mrs RICHARDS was then transferred to the Royal Hospital Haslar 
for the reduction of her dislocated artificial hip. She was returned to the Gosport War 
Memorial Hospital on 1 7rJ1 August 1998 having been noted the previous day ( 16rJ1 

August) by Mrs LACK [a nurse experienced in the care of elderly people] to be 'easily 
manageable'. 

15.9.1. In accepting that he would transfer Mrs RICHARDS to the Gosport War 
Memorial Hospital, Dr REID (consultant geriatrician) had stated that ' ... 
despite her dementia, she [Mrs RICHARDS] should be given the opportunity 
to try to re-mobilise.' 

15.1 0. On visiting her mother at the Go sport War Memorial Hospital at about 1215 hours on 
17th August 1998, ]\;Irs LACK accompanied by her sister [Mrs MACKENZIE], found 
her mother to be screaming and in pain. The screaming ceased 'within minutes' when 
Mrs LACK and a registered general nurse repositioned Mrs Richards. 

15 .11. Subsequently, the X -ray at the Go sport War Memorial Hospital showed no fresh 
dislocation of the artificial hip. 

15 .12. Following this further X-i-ay, l\!Irs LACK told Dr BAR TON that Haslar Hospital would 
be prepared to readmit her mother. Dr BAR TON is reported to have ' ... felt that was 
inappropriate.' Nirs 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 rv·IrsLACK that, ' ... "It was not 
appropriate for a 91 year old, who had been through two operations, to go 
back to Haslar Hospital where she would not survive further surgery." ' 

15.13. Mrs LACK states that, on 18rJ' 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 all times' so that she would not suffer when 
washed, moved, or changed in the event she should become incontinent. ]\;frs LACK 
has also described in her contemporaneous notes (as well as in her Witness Statement, 
see below) that 'A little later Dr BARTON appeared and confirmed that a haematoma 
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was present and that this [the use of a syringe driver] was the kind est way to treat my 
mother. She [Dr BAR TON] also stated "And the next thing will be a chest infection." '. 

15.13 .1. ln her Witness Statement, Mrs LACK has recorded 'The outcome of the 
syringe driver was explained to my sister and I fully. Drawing on my 
experience as a nurse I [l\;lrs LACK] knew that the continuous use of 
morphine, as means of relieving her pain, could result in her death. She [Mrs 
RI CHARDS] was, at the time, unconscious from the effects of previous 
doses of' Oramorph' .... [paragraph] As result of seeing my mother in such 
great pain I was becoming quite distressed at this stage. My sister asked the 
Ward Manager, "Are we talking about euthanasia? It's illegal in this country 
you know." The Ward .Nianager 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 of her. She had 
not had anything by mouth since midday Monday l71

h August 1998. 
[paragraph] A little later Dr BARTON [sic] appeared and confirmed that a 
haemetoma [sic] was present and that this was the kindest way to treat my 
mother. She also stated, "And the next thing will be a chest infection." .... 
[In her witness statement Mrs Mackenzie has stated that' DR BAR TON [sic] 
then said, "Well, 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'. 
[paragraph] I wanted my mother's pain to be relieved. I did not 'agree' to my 
mother being simply subjected to a course of pain relief treatment, at the 
Gosport War Memorial 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 BARTON [sic] more 
strongly on this issue. [paragraph] In my severe 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 been depleted. However, she had, during 
the preceding days and weeks, demonstrated great courage and strength. I 
believe that she should have been given a further chance of recovery 
especially in the light of the 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 
following 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 .lvlrs 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 within them a series of questions which focused 
on particular areas of concern in respect of which 1 sought an explanation or 
clarification from the hospital authorities. Following presentation of my notes we were 
visited on the ward by J\!lrs Sue HUTCHINGS [sic] on 20.8.98.' 

l5 .14 .1. .lvlrs LACK also made a further one page of contemporaneous hand-written 
notes. In these she states she was so appalled about her mother's condition, 
discomfort and severe pain that she visited Haslar Hospital at about 
lunchtime on 1 f 11 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 Gosport War Memorial Hospital. She learned that, prior to . 
her discharge from Haslar Hospital on 1 fh August 1998, her mother had 
been eating, drinking, using a commode and able to stand if aided. J\!lrs 
LACK also states in this contemporaneous 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 onFriday 141

h [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 seeher." 

15.15. It is noted that a Discharge Letter from the Royal Hospital Haslar describes Mrs 
RICHARDS' condition on discharge on l7r'n 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 constantlv at the 
Gosport War Memorial Hospital, day and night, from 17th August 1998 until th.e time 
their mother died. 

15 .16.1. Mrs MACKENZIE has stated that 'I stayed with my mother until very late 
that Tuesday night [18th 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. rvtrs MACKENZIE has also stated that although she did not sign the 
contemporaneous notes made by :rvlrs LACK she ' ... was a party, at times, to 
the preparation process and where, on occasions, my sister has referred to 'I' 
in fact it could read 'we' as we were together when certain events occurred.' 

15.16.3. Ivirs Iv1ACKENZIE continues 'It seems to me that she [Mrs RICHARDS] 
must have had considerable resel'Ves of strength to enable her to survive from 
Monday until Friday, five days, when all she had was a diet ofDiamorphine 
and no hydration whatsoever, apart from porridge, scrambled eggs and a 
drink, at the Royal Hospital Haslar, before transfer to the Gosport War 
Memorial Hospital.' 

Appendix C 

Glossary 

Acetabulum is the name given to the hvo deep socket into which the head of the thigh bone 
(femur) fits at the hip joint. 

ADL [activities of daily living] are those physical activities of daily life necessary for 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 relief of mild to moderate pain. 

Cyclizine 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 all 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 functioning joint. 

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 mouth 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 larger. 

wlidazolam is a sedative drug about which there have been reports of respiratory depression. It 
has to be use with caution in elderly people. It is used for intravenous sedative cover 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). 

Morphine 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. 1 Omls of Oramorph at a strength of 1 Omgs of morphine sulphate in 5mls 
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 \vhich 
leads to asphyxia and, if uncorrected, to death. 

Subcutaneous means beneath the skin. 
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A syringe driver is a power driven device tor pushing the plunger of a syringe torward at an 
accurately controlled rate. It is an aid to administering medicinal preparations in liquid 
form over much longer periods than could be achievedby injecting by hand. In this case 
the syringe driver used was a Sims Graseby MS 26 Daily rate syringe driver which operates 
over periods of24-hours. 

Tradazone is a drug used in the treatment of depressive illness, particularly when sedation is 
required. 

Unlicensed medicines. In order to ensure that medicines are safe, effective and of sui tab le 
quality, they must have a product licence (now called a market authorisation) before being 
marketed in the United Kingdom. Unlicensed drugs are not licensed for 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 aiways 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. 

APPENDIX 0 

Texts used for reference have included: 

1. Adam J. ABC of palliative care: The last 48 hours. British iV!edical Jonrnaf 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 diamorphine) should be individually tailored, the etfect revievv·ed, 
and the dose titrated accordingly. 

2. ABPJ Compendium ofdata sheets and .Yllmmahes (?fproduct characteristics 1998-99: 
\Vith the code qfpracticefor the Pharmaceuticallm .. iusfly. Datapharm Publications 
Limited, 12 Whitehall, London SWlA 2DY. 

3. Breggin PR. Toxic psychictfl}'. Drugs and electroconvulsive therapy: the truth and rhe 
better alternatives. 1993. HarperCollins Publishers. London. pp. 5 78. 

4. British Medical Association and the Royal Pharmaceutical Society of Great Britain. 
British National Formulmy. Number 32 (September 1996). The Pharmaceutical Press. 
Oxford. 

Professor Brian Livesk1 
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5. Cecil Textbook ofl'viedicine. eds. J.C. Bennett & F. Plum. W.B. Saunders Co. 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 of this letter has already been supplied to the Police and reports that the 
product licence does not cover the administration ofHypnovel® (midazolam) 
by subcutaneous injection. 

7. Roche Pharmaceuticals. Hypnovel® [ midazolam J. 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 
Serenace™ (haloperidol) ampoules are not licensed for subcutaneous 
administration. 

10. MeReC. Pain control in palliative care.l'vfeReC Bulletin Nabonal Prescribing Centre. 
1996; 7 (7); 25-28. 

10.1. 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. 

i i. Sims Graseby Limited. iviS 16A Syringe Driver. i'vf,S' 26 ~v6nge Driver: Insrrucrion 
manual. Sims Graseby Limited. 1998. 

Appendix E 

The writer's qualifications and experience including the management of dying 
patients 
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Code A 

References as numbered above: 

l. Livesley B, Ellington S. Report on the independent comprehensive review ofthe care of 
elderly people at St. Christopher's Nursing Home, Hatfield. East and North Hertfordshire 
Health Authority, 1996. (by invitation) 

Prokssor Brim1 Li vc.:sk\ 
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2. Livesley B. Memorandum of recommendations and evidence submitted to the Health 
Committee on long-term care provision and funding. Volume II; pp. 114-22. London: 
.HNISO, 1996. (by invitation) 

!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 
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signed .. [ ___________ BRIA1'-Tfl:\iE3tEY.J . date / O 'fro )My ( 

Prot~ssor Bri.fm LiveskY 
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Frimley Park Hospital f\ 1 /l~j 

Elderly Care Unit 
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1 0 e rto Secretaries' office) 
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KIM/gnt/gosport 

18 October 2001 

CONFIDENTIAL 

Detective Superintendent J James 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
North End 
PORTSMOUTH 
P02 8BU 

Dear OS James 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT 1/lfAR MEMORIAL HOSPITAL 

Por:smouth ?.oad 
Frimiey 

Camberley 
Surrey 

GU167UJ 

Tei: 01276 604604 
Fax: 01276 604148 

Thank you for asking me to give a report on the management of four patients who 
died at Gosport 'vVar Memorial Hospital. I have based my personal opinion on ;:-;y 
qualification as a specialist in geriatric medicine, my 13 years experience as c:~ 

Consultant Geriatrician with several years experience working at the local hospice. 

USE OF OPIOID Ai'lALGESICS 

Opioid analgesics are used to relieve mod~rate to severe pain and also cc:~n :::e 
used to relieve 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 cc:' 

curative treatment) is described in the British i'lational Formulary which is 7r.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 shoL!d 
be used as first line treatment and occasionally non-steroidal anti-inflammatcry 
drugs may help in the control of bone secondaries. If these drugs are incdequcte 
to control the pain of moderate severity then a weak opioid such as Codeine er 
Dextropropoxyphene should be used either alone or in combination with the simpie 
pain killers in adequate dosage. If these weak opioid preparations are rot 
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 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 the pain. 

I' 



Sometimes modified release preparations of Morphine are given twice daily once 
the required dose of Morphine is establi~hed, 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 fhe patient unnecessary 
distress. This is standard treatment in Hospices and other medications can be added 
to deal with anxiety, agitation and nausea as they can safely be mixed with 
Diamorphine (such as Haloperidol, Cyclizine and Midazolam). 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 occasionally if the patient dces 
not wish to take regular medication by mouth. 

The BNr nos a table showing the equivalent doses of oral Morphine and parenteral 
Diamorphine for intramuscular injection or subcutaneous infusion as a guide to the 
dosage when switching from the oral to the injection route, eg 10 mg of oral 
Morphine 4 hourly is equivalent to 20 mg of Diamorphine by a subcutaneous infusion 
every 24 hours, and l 00 mg oral Morphine 4 hourly is equivalent to 240 mg of 
Diamorphine subcutaneously every 24 hours. 

SUMMARY 

it is deer 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 (or unwilling) to take Morphine by mouth and would otherwise need regular 
painful injections of Diamorphine 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 t;\crphine to the subcutaneous route. Finally the dose of 1'v\orphine er 
Diamcr;:;hine should be reviewed regularly end only increased if the symptom of 
pain is ;,ot adequately controlled. 
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CASE NOTE REVIEWS 

ARTHUR CUNNINGHAM 

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 r"enal stone removed. 
and bladder stones, and had a previous 1rans-urethral prostatectomy. 
Myelodysplasia had been diagnosed (a bone marrow problem affecting the 
production of the blood constituents). Mr Cunningham had a one month 
admission under the cere of Dr Banks for depression in July and August 1998. 

Mr Cunningham was admitted by Dr 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 10 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. 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 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 following 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 i 
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 made without any clear 
reason and the dose was increased without any clear indication. 
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2 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 
urinary tract infection and immobility under the care of Or Lord and a 
decision was made to transfer her to Daedolus ward at Gosport War 
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 Cunningham's case which I assume is Dr Barton's. A dose of 
30 mg was given on 20 08 1998 with Midazoiam and an entry in the 
notes, again apparently by Or Barton, comments on a "marked 
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 

There was no clear indication for an opiod analgesic to be prescribed, and 
no simple analgesics were given and there was no documented attempt to 
establish the nature of her pain. In my view the dose of Diamorphine that 
wcs 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 rng to 200 mg in 24 hours. 

3 RC2ERT WILSOI'I 

Mr ·Nilson was known to suffer with clcohol abuse with gastritis. 
hypothyroidism and heart failure. He was originally admitted via Accident 
& ::mergency on the 22 September with a fractured left humerus and 
transferred to Dickens Ward under the care of Or Lcrd. His fracture was 
managed conservatively. In view of the severe pain he received several 
doses of Morphine and was prescribed regular Paracetamol. 

He 'NOS reviewed by Dr Luznat, Consultant Psychogeriatrician, who feit he 
hod an early dementia and depression and recommended an anti
depressant. He was also noted to have poor nutrition. 

Or Lord made 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 rehabilitate him. He was accordingly moved to Dryad ward at Gosport 
'vVar 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 had "difficulty in swallowing medications". Oramorph was also 
prescribed 5 mg to 10 mg as required 4 h<!>urly and four doses were given, 
suggesting Mr Wilson was in persisting pain. on 16 1 0 1998 the patient was 
seen by Or Knapman. The patient was said to be unwell, 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 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 Or Peters and the dose of Diamorphine was increased to 60 mg 
in 24 hours 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 en 
entry earlier in the episode of care that !vir Wilson 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 Diamorphine in appropriate dose as judged by the 81'-lF 
guidelines. The patient was reviewed by a doctor prior to the final increcse 
in Oiamorphine. Once again the Diamorphine prescription had a tenfold 
dose range as prescribed. 

it is clear thct !vir 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 Or Lord on 29 09 1998. 

4 EVA PAGE 

Mrs Page was known to suff~r with hypertension, ischaemic heart disease 
with heart failure and paroxysmal atrial fibrillation, depression, episodic 
confusion and .had sustained a minor stroke in the past. 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 
W crd on 19 02 1998 and had been noted to have a 5 cm mass on chest 
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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 
Thioridazine (a tranquilliser) but this did not relieve her distress and she was 
prescribed Oramorph 5 mg to 10 mg as required 4 hourly, I believe, by 
Or 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 03 1998 it is recorded that Mrs Page "spat 
out medication", on 02 03 1998 there was-en entry, I believe by Or Barton, 
stating "no improvement on major tranquillisers. I suggest adequate opioids 
to control fear and pain". He prescribed a Fentanyl patch 25 mg (another 
opioid which can be given as a skin patch) and the prescription was 
countersigned by Or Lord, I believe. The nursing records state she was 
"very distressed", she was reviewed by Or Barton and Diamorphine 5 mg 
intramuscularly was given. She was then seen by Or Lord and a further dose 
of intramuscular 5 mg Diamorphine was given. On 03 03 1998 a syringe driver 
wcs started, prescribed, I believe, by Or Bcrton, at a dose of 20 mg to 
2CO mg in 24 hours. The initial dose given was 20 rr.g of Diamorphine with 
Midc:izolam which was started at 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 
wcs stopped but she required sedative medication because of her distress 
and anxiety. t'-lo psychogeriatric advice was taken regarding her symptom 
central and she was started on opioid analgesia, in my view, inappropriately. 
Following her spitting out of medication she was given a topical form of an 
opioid analgesic (Fentanyl). A decision wcs taker. to start c syringe driver 
because of her distress. This included Micazolam which would have helped 
her agitation and anxiety. 

The prescription for subcutaneous Diamcrphine inf:..:sion again showed a 
ter:fold range from 20 mg to 200 mg. lt was clear inat her physical condition 
deteriorated rapidly and I suspect she may have r-.ad a stroke from the 
description of the nursing staff shortly prier to death. 

COI'lCLUSlOt'-IS 

I felt that the nursing records at Gospcrt War Memorial Hospital were comprehensive 
on the whole. The reason for starting opioid therapy was not apparent in several of 
ihe cases concerned. There had been no mention of any pain, shortness of breath 
or cough requiring relief. In several of the cases concerned oral morphine was not 
given fer !cng enough to ascertain the patient's dose requirements, the reason fer 
switching to parenteral Diamorphine via subcutaneous infusion was not 
socumented and the prescription cf a tenfcid range (20 mg to 200 mg) of 
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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 increased 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 Dr Barton ere necessary to confirm the identity 
of the prescribers and doctors making entries int<~ Jhe clinical notes. 

I believe that the use of Diamorphine as described in 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 or 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 let me 
I< now if you wish me to give any further comment. 

Yours sincerely 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

/CodeAI 
i ! 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

OR K I MUNDY FRCP 
CONSULTANT PHYSICIAN AND GERIATRICIAN 
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In reply please quote 2000/2047-

Please addre~>s your reply to the Committee Section, FPD 
Fax 020 7915 7406 

25 February 2002 

Special Delivery 

Or J A Barton ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Code A 

Dear Or Barton 

GMC100829-0226 

GENERAL 
M_EDICAL 
COUNCIL. 
Protectin& patients, 

auidina doctors 

I am writing to notify you that a person referred to in rule 4(1) ("the medical 
screener") of the General Medical Council Preliminary Proceedings Committee and 
Professional Conduct Committee (Procedure) Rules 1998(a) has considered 1 

information received by the GMC about your conduct 

Copies of the information received are attached and listed at page 2 of the enclosed 
bundle of papers. 

The screener, exercising his powers under rule 4 of the General Medical Council 
(Interim Orders Committee)(Procedure) Rules 2000, considers that the 
circumstances are such that you should be invited to appear before the Interim 
Orders Committee in order that it may consider whether it is necessary for the 
protection of the members of the public, or is otherwise in the public interest, or in 
your own interests, that an interim order should be made suspending your 
registration, or imposing conditions upon your registration, for a period not exceeding 
eighteen months, in exercise of their powers under section 41 A(1) of the Medical Act 
1983 as amended. 

The screener has reached this decision after considering that the information 
received from Hampshire Constabulary is of such a nature that it may be both in the 
public interest and in your own interest that your registration to be restricted whilst 
those matters are resolved. 

You are invited to appear before the Committee at 09.30 on 21 March 2002 at the 
Council's offices at 44 Hallam Street, London, W1, if you so wish, to address the 
Committee on whether such an order should be made in your case. You may, if you 
wish, be represented by Counsel, or a solicitor, or by a member of your family, or by 
a representative of any professional organisation of which you may be a member. 
You may also be accompanied by not more than one medical adviser. The 
Committee is, however, empowered to make an order in relation to your registration 
irrespective of whether or not you are present or represented. 

I 78 Great Portland Street London Wl W SJE Telephone o2o 758o 7642 Fax o2o 79 Is 364.I 

email gmc@gmc-uk.org www.gmc-uk.org 
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You are invited to submit observations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for the attention of Adam Elliott, Committee Section (fax no 020 7915 
7406). 

You are invited to state in writing whether you propose to attend the meeting, 
whether you will be represented or accompanied as indicated above, and if so, by 
whom. The Interim Orders Committee normally meets in private but you may if you 
wish, under the provisions of rule 9 of the Procedure Rules, direct that the meeting 
shou!c; be held in public. If you wish for the meeting to be held in public could you. 
please notify Adam Elliott, Committee Section (fax number as above), as soon as 
possible. · 

The GMC is under a statutory duty to publish the outcome of IOC hearings. lt is our 
usual practice to do so by placing the outcomes of hearings on our website. If you 
do not attend the hearing could you please supply Adam Elliott (fax number as 
above) with a telephone or fax number where you can be contacted on the day of the 
hearing so we can let you know of the decision before placing the information on our 
website. If you do not provide such a contact number, or we are unable to contact 
you, the outcome of the hearing will still be published. 

I enclose copies of the relevant provisions of the Medical Act, the Interim Orders 
Committee Procedure Rules, a paper about our fitness to practice procedur~s and a . 
paper about the procedures of the Interim Orders Committee. 

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 7 days of receipt of this letter, of the name and address 
of all of your current employers including any locum agencies with whom you are 
registered, and the hospital or surgery at which you currently work. If you engage in 
any non-NHS work, you are also required to notify us, within the same period of time, 
of the name of the organisation or hospital by which you are employed, or have any 
working arrangements. Please return this information in the envelope provided. 

• If you intend to consult your medical defence society, or to take other legal advice, 
you should do so without delay. The documents enclosed with this letter may contain 
confidential information. This material is sent to you solely to enable you to prepare 
for this hearing. The documents must not be disclosed to anyone else, except for the 
purpose of helping you to prepare your defence. · 

Please will you write personally to acknowledge receipt of this letter quoting the 
reference above. 

Yours sincerely 

r·-·c~·d·~·-·A-·1 
!.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Gerry Leighton 
Assistant Registrar 

Protectin[] patients, 

9uidin8 doctors 



• 

Your ref: RIR/cmp 

Our ref: 2000/204 7 

25 February 2002 

First Class Post 

Or RI Reid 
Medical Director 
Portsmouth Healthcare NHS Trust 
Queen Alexandra Hospital 
Cosh am 
Portsmouth P06 3L Y 

Dear Or Reid 

Dr Jane Barton 
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GENEI\_AL 
M._EQICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Further to our previous communication, I am writing to notify you that on 
21 March 2002, in accordance with Section 41A(2) of the Medical Act 1983 as 
amended, the Council's Interim Orders Committee (IOC) is scheduled to consider 
information provided by Hampshire Constabulary concerning the deaths of 5 
patients at Gosport War Memorial Hospital. The IOC has the power to suspend 
or impose interim conditions on Or Barton's registration until such time,as the 
issues raised by this information are resolved. 

We shall inform you of the Committee's decisions once known. If, in the 
meantime, I can be of any further assistance, please don't hesitate to contact me. 

i-·-·-·-·-·-·-·-·-·-V--.... -.-~.":..·-·-·-·-·-·-·J.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·"1 
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/ Michael Hudspith 
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Our ref: 2000/2047 

25 February 2002 

First Class Post 

Or Peter Old 
Acting Chief Executive 
Isle of Wight, Portsmouth & 
South East Hants Health Authority 
Finchdean House 
Milton Road 
Portsmouth P03 6DP 

Dear Or Old 

Or Jane Barton 

GMC100829-0229 

G ENEI\_AL 
M._EDICAL 
COUNCIL 
Protectin& patients, 

auidina doctors 

Further to our previous communication, I am writing to notify you that on 
21 March 2002, in accordance with Section 41A(2) of the Medical Act 1983 as 
amended, the Council's Interim Orders Committee (IOC) is scheduled to consider 
information provided by Hampshire Constabulary concerning the deaths of 5 
patients at Gosport War Memorial Hospital. The IOC has the power to suspend 
or impose interim conditions on Or Barton's registration until such time as the 
issues raised by this information are resolved. 

We shall inform you of the Committee's decisions once known. If, in the 
meantime, I can be of any further assistance, please don't hesitate to contact me. 

·-·-·-·-·-·-···--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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IOC REFERRALS 

DOCTORS FULL NAME : Jane Ann BARTON 

FPD REFERENCE : 2000/2047 

CASE WORKER: Mike Hudspith (ext 3617) 

DOCTOR'S PLACE OF PRACTICE: Southampton area- currently practising 
with locally agreed restrictions 
DOCTORS SPECIALITY : General Practice 

DATE OF REFERRAL TO IOC : 14/02/02 

REFERRED BY : Or Lewis 

MEMBER(S) THAT HAVE SEEN CASE: Or Lewis and IOC panel on 21/06/01 

SUMMARY OF ALLEGATIONS : 

Or Barton is a General Practitioner who was also engaged by Portsmouth 
Healthcare NHS Trust as a visiting clinical assistant at Gosport War Memorial 
Hospital. Concerns about Or Barton's use of pain relieving drugs became the 
subject of a police investigation into the unlawful killing of elderly patients at 
Gosport War Memorial Hospital. 

The case was considered by the IOC in June 2001. At that time the police 
investigation was at an early stage and only 1 death was being investigated. 
The information available to the Committee was therefore limited. The 
Committee decided to make no order. 

The police investigation is now over. No charges were brought but the police 
case papers were forwarded to the GMC for consideration. The information 
now in our possession refers to 5 deaths, all of which are covered by 'expert' 
reports. The papers have been reviewed by the screener who considers that 
the new information is of such a nature that the case warrants the referral back 
to the IOC. 
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TO: 

TO FAX 
NUMBER: 

FROM: 

Isle of Wight, Portsmouth and [~[;bj 
South East Hampshire 

Health Authority 

Finchdean House 
Milton Road 

Portsmouth P03 6DP 

Switchboard: 023 9283 8340 

o1rect oial: fc-~~~ie-·A·1 

From Fax Number: 023 92-~r:~r"!)l9T--1 

PRIVATE & CONFIDENTIAL 

FAX TRANSMISSION 

Mr Hudspith 

DATE: 21 February 2002 

Or Peter Old PAGE 1 OF 2 

If you do not receive all pages of this tax, please phone 023 9283 5000 immediately 
Thank you 

MESSAGE: 

. e Dear Mr Hudspith 

Following our recent telephone conversation please find attached letter to Or Barton as 
promised. 

Regards 

i Or Peter Old 
Acting Chief Executive 
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Isle of Wight,- Portsmouth and fi'J:fj 
South East Hampshire 
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Our Ref: POiJi5/62T362]6:a·cx; 

13 February 2002 

Private & Confidential 
Or Jane Barton 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
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Dear Or Barton 

Health Authority 

finchdean House 
Milton Road 

Portsmouth P03 6DP 

Tel: 023 9283 8340 
Fax: 023 9273 3292 

Following our meeting last night I wish to set out the basis of our agreement. · I have shared this 
letter With Dr I an Reid since it relates, in part, to the Gosport War Memorial Hospital. 

• We agreed that you would cease to provide medical care both in and out of hours for adult 
patients at Gosport War Memorial Hospital. · 

• We agreed that you would voluntarily stop prescribing opiates and benzodiazepines with 
immediate effect. 

.. We were unable to put a timescale on these restrictions but agreed to review the situation 
monthly. 

In view of t;he anticipated press interest, the Health Authority and Portsmouth HealthCare NHS Trust 
have prepared a draft statement which we have attached for your perusal. 

Many thanks for your CO:-Operation. 

Yours sincerely 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. 
' ' 
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Or Peter Old 

Actl n g C h Jet I;~~~!Jt!Y~.---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
Emall Address: j Code A ! 

t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Attachment 

TOTRL P.02 
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TO: 

TO FAX 
NUMBER: 

FROM: 

Isle of Wight, Portsmouth and fi!/;pj 
South East Hampshire 

Health Authority 

Flnchdean House 
Milton Road 

Portsmouth P03 6DP 

Switchboard: 023 9283 8340 
Direct Dial: r-·-·coc:i"e·-A-·-·1 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

From Fax Number: 023 9283 5197 

STRICTLY PRIVATE & CONFIDENTIAL 
FAX TRANSMISSION 

Michael Hudspith 

020 7915 3642 DATE: 15 March 2002 

Dr Peter Old PAGE 1 OF 3 

If you do not receive all pages of this fax, please phone 023 9283 5000 immediately 
Thank you 

MESSAGE: 

As per our telephone conversation please find attached letters to Of Jane Barton. 

Regafds 

Peter Old 
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Isle of Wight,· Portsmouth and fi!/J~j 
South East Hampshire 

Direct line r·-c·-·-·-·-·-·-d·-·-·-·-·-·-A·-·-·-·-1 

Direct Fax ! 0 e i 
i ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Our Ref: PO/JD/021302jb,doc 

13 February 2002 

Private & Confidential 
Or Jane Barton r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Dear Or Barton 

Health Authority 

Finc:hdean House 
Milton Road 

Portsmouth P03 60P 

Tel: 023 9283 8340 
Fax: 023 9273 3292 

Following our meeting last night I wish to set out 1he basis of our agreement I have shared this 
letter with Or lan Reid since it relates, in part, to the Gosport War Memorial Hospital. 

11 We agreed that you would cease to provide medical care both in and out of hours for adult 
patients at Gosport War Memorial Hospital. · 

• We agreed that you would voluntarily stop prescribing opiates and benzodiazepines with 
immediate effect. 

11 We were unable to put a tlmescale on these restrictions but agreed to review the situation 
monthly. 

In view of the antidpated press interest, the Health Authority and Portsmouth HealthCare NHS Trust 
have prepared a draft statement which we have attached for your perusal. 

Many thanks for your co-operation. 

Yours sincerely 

r·-·c-o-cfe·-·A-·! 
i ! 
i..-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Or Peter Old 
Acting Chief .Exe.r.utlv.P _____________________________________ , 

Ernail Address:[_·-·-·-·-·-·-·-·-·--~~~-~--~·-·-·-·-·-·-·-·-·___\ 
Attachment 
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Isle of Wight, Portsmouth an·d lfll&j 
South East Hampshire 

Direct line :-·-C·-·-·-·-·-·d-·-·-·-·-·-·A-·-·-·-i 
Direct Fax ! 0 e i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---~ 
Our Ref: PO/JD/031502Jb-doc 

15 March 2002 

Private & Confidential 
Or Jane Barton 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
i i 

I Code AI 
' ' i i 

L-·-·-·-·-·-~·-·-·z-·-·-yv~ 
Dear pr-aanon 

Health Authority 

Finchdean House 
Milton Road 

Portsmouth P03 6DP 

Tel: 023 9283 8340 
Fax: 023 9273 3292 

I wrote to you on 13 February 2002 setting out our agreement on restrictions to your medical 
practice. At that time it was not possible to put a timescale on these restrictions, but we agreed to 
review the situation monthly. 

I understand that you are due to appear before the GMC In the very near future. Therefore I 
propose that we continue with the current restrictions until we have the result of the GMC's 
deliberations. 

Thank you for your continued co-operation. 

a Yours sincerely 
• r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: 

t1 Code A\ 
i i 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Or Peter Old 
Acting Chlef_.~-~S!.Y.ii.Y_~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
Emau Addres~ Code A i 

t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
cc: M!chael Hudspith, GMC 

TOTI=ll P.03 
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Please quote our reference when communicating with us about this matter 
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14 March 2002 

Mr Adam Elliott 

Committee Co-ordinator 

Interim Orders Committee Secretariat 

General Medical Council 

178 Great Portland Street 

London, W1 W 5JF 

DearAdam 

Interim Orders Committee 09:30 on 21st March 2002 

THE 

MDU 
MDU Services Limited 

230 Blackfriars Road 
London 

SE1 8PJ 

Legal Department of The MDU 

Freephone: 0800 
Telephone: 020 7202 1500 

Fax: _020 7202 1663 

Email: i-·-·-·-·-·cacfe·A-·-·-·-·-i 
webs ite·www~ffle~ma"Li·.-c-6-rr( 

I write with reference to your letter to my client Dr Barton of 12th March and the 
forthcoming hearing before the Interim Orders Committee at 9.30am on 21st March 
2002. Can I confirm through this letter that I act on her behalf, and that she will be 
represented by me and by Mr Alan Jenkins of Counsel at the forthcoming hearing. 

Please do not he.sitate to contact me ifl can be of further assistance. 

!·-·-·-·-·-·-.YQ.!l:.r:.~.-~jJ19.?J.:~.l.Y _____________ ; 
! i 

I Code AI 
! i 
! i 

L·-·-·-·-·-Tai1·s.~p~-"Har1.fer·-·-·-·-·J 

- SolicitU 

Specialists in: Medical Defence Dental Defence Nursing Defence Risk Management 

MDU Services Ltd is an agent for The Medical Defence Union Ltd (the MDU) and for Zurich Insurance Company, which is a member of the Association 
of British Insurers (ABI). The MDU is not an insurance company. The benefits of membership of the NJDU are all discretionary and are subject to the 
lv!emora.ndu.m and Articles of Association. 

Registered in England 3957086 Registered Office: 230 Blackfriars Road London SE1 BPJ 
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Professor Severs 
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Dt 

Our rc1 

DJ/LB 
Your rd 

D;tll-

16 Febmary 2000 
['(! 

6920 

The bed crisis at Queen Alexandra hospital continues unabated. Routine surgical operations 
have been cancelled now. It has fallen on us to try and utilise all our beds in elderly medicine 
as efficiently as possible. There has been some underutilisation of continuing care beds. 

· · . From. 16 F ebroary I propose that we use vacant continuing care beds for post acute patients. A 
policy offering guidance is enclosed. We shall trial the flexible use of the beds for a few 
weeks and I would be happy to co-ordinate any comments. · 

Thank you for your help. 

Yours sincerely 

Code A 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..,_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

DA VID JARRETI FRCP 

DEPARTMfNT Of M£DIC!NF. FOR ELDERlY PH)PU: 

Queen Alcxandra Hospital 
lp>:h;lm. Pnmmnuth. H<~nls P06 .1lY 
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EMERGENCY USE OF COMMUNtTY HOSPITAL BEDS 

Due to current crisis with the acute medical beds at Queen Alexandra Hospital 
and the detrimental effect on surgJcal waiting lists, the Department of Medicine 
for Elderly People is making some urgent changes . to the management of 
beds in the small hospitals. Some continuing care beds remain underutilised 
in Petersfietd Community Hospital. Gosport War Memorial Hospital and St 
Christopher's Hospital Fareham. These beds have·no resident medical staff 
and weekly, or less than weekJy, Consultant ward rounds. There is basic 
nursing care and c:mly minimal rehabilitation staff and facilities. 

Therefore patients referred to these beds for post acute care should be: 

1 Waiting for placement having had a full care management assessment 
2 Medically stable with no need for regular medical monitoring 
3 No outstanding investigations or· need for -close medical or nursing 

monitorrng 
4 No interventional therapy such as intravenous lines or need for IV 

medication 
5 The patient lives near the community hospital and/or are willing to go 

there for temporary placement awaiting permanent placement 
6 The patient and family consent to the move 
7 The patient, family and staff of referring ward clearly understand that the 

pJacement ;s in a post acute bed. not continuing care bed; this placement 
does not entitle patient to NHS continuing care 

8 GP beds in community hospitals are independent of the department's 
continuing care provision and their ftexible use should be negotiated with 
the patient's general practitioner 

This policy will be operational from 16.2.00 and will be reviewed after one 
month. Unda Butchers in the Elderly Medicine Offices will keep a list of 
names of patients from referring ward and consultant, discharge destination 
and any problems encountered. 

g:llnda.ldifcon\tn.nosp.bedsl9.:z.oo 



Or David Jarrett 
Elderly Medicine 

Portsmouth Healthcare Trust 
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Dr Jane Barton 
Clinical Assistant in Elderly Services 
The Surgery 
1481 Forton Road 

Gosport 
HANTS P0123HH 

f-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·"1 
! CodeA ; 
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22nd February 2000 

CLINICAL ASSISTANT ELQERk Y. MJ;QJQINE GOSPOBT WAR MEMORIAL HOSPITAL 

I was very disappointed and atso quite concerned to be shown a tetter from 

yourself dated the 16th February on the subject of the bed crisis at Queen Alexandra and 

addressed to the various ward managers and Sisters. 

Less than a month after I wrote a letter to the Clinical Director expressing my 

concerns about the situation in our continuing care unit., I find that we are being asked to 
take on an even higher risk category of patient . 

. These post acute patients have a right to expect a certain standard of medical 

care, appropriate levels of therapy and supervision and appropriate out of hours cover 

during this period of time in hospital. 

I find myself without a consultant or seamless locum consultant cover for a period 

of a further month on one of the wards and the other consuHant cannot be expected to 

provide anything other than firefighting support during this time. 

As a result f am unable to do the clinical Assistant job to a safe and acceptable 

standard which will inevitably lead to further serious and damaging complaints about the 

service given in my wards. In addition my staff are subjected to ever increasing pressures 

from patients and relatives , causing stress and sickness levels to rise. 

1 would also question the term understilisation in a unit which is handl~g 

approximately 40% or the continuing care dontby Elderly Services at this time. 

I hope you will give this serious consideration, 

Yours Sincerely 
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Dr Jane Barton 
Clinical Assistant 
Elderly Medicine 

PORTSM()LJTH 

Healttcare 
----~=~---TRUST 

Gosport War Memorial Hospital 
Go sport 
Hants 

Dear Jane 

RE: CLINICAL ASSISTANT ELDERLY MEDICINE GWMH 

GMC100829-0240 

DJ/MW 

07 March 2000 

6590 

Thank you for your letter dated from the 22Dd February making me aware of your concerns 
about the use of continuing care wards. 

My original1etter was an attempt to ease some of the acute pressures at Queen Alexand:ra 
Hospital. As you know there are a huge number of elderly patients as outliers who are 
blocking the surgical beds. There has effectively been little elective surgery from the 
Christmas crisis period. 

A brief survey, a few weeks ago showed that there were some continuing care beds that were 
unfilled. 

After discussion between John Bevan and my consultant oolleagues, we felt it might help the 
dire situation here if we used some of those unfilled continuing care beds for patients who are 
clinically stable and awaiting placement in say a rest home or nursing home. It was envisaged 
that the patients would requite little medical input and that we would only move patients who 
they themselves and their families were happy to the move. 

I understand that the continuing care workload at Gosport War Memorial Hospital is quite 
large certainly in comparison with other community hospitals. Gosport is busy in other areas 
with an ever increasing number of referrals from Haslar bo'Spital and an increasing need for 
consultant input to the GP beds. With.that m mind we will need to look at ways oftrying to 
improve consultant cover for the Gosport peninsula. l will try and incoxporate this into our 
plans to try and expnnd consultant numbers, 

Thank you for letting me know of your concerns. 

Yours sincef-~1X ...... · ................................................ 
1 

\Code A\ 
L.---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

DavidJaq:~ 
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IOC Attendance Sheet E 

Doctor present and represented by Counsei/QC 

Or Barton is present and is represented by Mr Jenkins, Counsel, 

instructed by the Medical Defence Union . 

Mr Lloyd, Counsel, instructed by the Solicitor to the Council, represents 

the Council. 
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Dr J.Barton 
The Surgery 
148 Forton RDad 
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Dear Jan.e, 

PORTSMOUTH 
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Our rd 
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19 May2000 
l:xr 

214 

I have been passed a copy of your letter of 28th April2000 tendering your resignation from the 
post of Clinical Assistant in Elderly Services at Gosport Wai memorial, to which I believe 
Peter King has formally responded. 

1 am writing to offer my thanks for your commitment and support to Gosport W~r Memorial 
Hospital over th.e last seven years. There is little doubt that over this period, both the client · 
. group and workload have changed and I fully ackn.owledge your contn"bution to the service 
whilst working uudcr cvnsiderable pressure. 

Acceptance ofthe above pressures coupled with your resignation has led to a review paper 
being produced which outlines the current service at Gosport War Memorial Hospital for 
Elderly Medicine patients, the medical support to this and the issues and pressures arising. 
The paper proposes enhanced medical input and rationale for that, which is in keeping with 
current .intermediate care discussions. · 

I hope that you ·will be able to give your support to this proposal, given your knowledge of the 
current situation, -wDen the paper is presented to the PCG. 

My thanks for yom contribution to Gosport War Memorial Hospital and my good wishes for 

continued succe~JJ.L.YQ.Mr . .Qtb.~_f9.l.~s,.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Yours sincerely 

~ 
; 
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representatives.] 

GMC100829-0246 

MR LLOYD: Or Barton was previously before this Committee in June of last 
year, when she was subject to police investigation into the death of an elderly lady 
by the name of Gladys Richards at Gosport War Memorial Hospital in 1998. The 
only evidence before the Committee in June of last year were statements taken by 
police from her two daughters, the medical notes of Mrs Richards and exculpatory 
statements by Or Barton herself, and by Or Lord, the consultant geriatrician of the 
ward to which Mrs Richards was admitted. Those documents appear at pages 7 
to 278 of the Committee's bundle. There was at that time no independent medical 
expert opinion indicating any fault on the part of Or Barton and, in those 
circumstances, the Committee found no grounds on which to make an order 
concerning her registration. The transcript of the proceedings is at pages 280 to 
289 of the bundle. 

As I say, at the time of that hearing the police investigation was still continuing, not 
only into the death of Mrs Richards but into the deaths of four other patients as 
well. The police subsequently received three experts' reports on these five cases: 
the report of Professor Livesley, which is at pages 294 to 327 of the bundle, into 
the case of Mrs Richards only; the report of Or Mundy, which is at pages 328 to 
334 of the bundle, which relates to the other four patients; and the report of 
Professor Ford, at pages 335 to 373 of the bundle, which deals with all five cases. 

Having received advice from counsel, the police decided not to prefer criminal 
charges against the doctor, but the reports were forwarded to the Fitness to 
Practise Directorate in the light of very serious concerns raised about the standard 
of care given by Or Barton and, in the light of those matters, it has been referred 
back to this Committee. 

At the relevant time Or Barton was working as a clinical assistant in elderly 
medicine at Gosport War Memorial Hospital. Can I deal with the reports, first of all 
insofar as they relate to Gladys Richards? Mrs Richards was a 91-year-old patient 
who was operated on for a fractured femur on 28 July 1998 and transferred to 
Daedalus ward at the hospital on 11 August 1998. She was further operated on 
on 14 August 1998 and returned to the ward on 17 August. 

Professor Livesley's opinion is at pages 307 to 311 of the Committee's bundle. 
Perhaps I can summarise the opinions which I appear in those pages, I hope 
accurately. lt says first of all that, despite recording that Mrs Richards was not in 
pain on 11 August 1998, she was prescribed wide dosage ranges of opiate and 
sedative drugs to which Mrs Richards was known to be sensitive. Secondly, when 
she returned to the ward on 17 August 1998 in pain, but not suffering any 
life-threatening condition, she was not given oral pain relief but continuous 
subcutaneous administration of diamorphine, haloperidol and midazolam from 
19 August until her death on the 21st_ During that time at no time did Or Barton 
appropriately review Mrs Richards' condition. Also, thirdly, during this period there 
is no record of Mrs Richards being given fluids as food in an appropriate manner. 

1 



A 

B 

D 

E 

F 

G 

H 

TA Reed 

&Co 

GMC100829-0247 

So far as Or Ford's report is concerned, he deals with this case at pages 341 to 
34 7 of the Committee's bundle. I would ask the Committee to refer to the 
paragraphs at 345-6, "Evaluation of drugs prescribed and the administration 
regimens". I shall not read out passages from those paragraphs but I shall, if I 
may, refer to the summary conclusions at page 347, in which the doctor says, 

"During her two admissions to Daedalus ward there was inappropriate 
prescribing of opiates and sedative drugs by Or Barton. These drugs in 
combination are highly likely to have produced respiratory depression 
and/or the development of bronchopneumonia that led to her death". 

Perhaps I can move on to the second patient, Arthur Cunning ham. He was aged 
79 when he was admitted to the hospital on 21 September 1998, to attempt to 
heal and control pain from a sacral ulcer. His case is dealt with by Doctors Mundy 
and Ford. Or Mundy's comments are at pages 330 to 331 of the bundle. Perhaps 
I can summarise his criticisms. He said, "Morphine was started without any 
attempts to control the pain with less potent drugs"; the use of a syringe driver was 
started without clear reason, and the dose of diamorphine increased without clear 
indication. 

So far as Or Ford is concerned, his report into the case of Mr Cunningham is at 
pages 348 to 354 of the bundle. Again, may I refer the Committee, without 
reading it, to the passage which is headed "Evaluation of drugs prescribed" at 
pages 350, and the summary at page 354., which I will read if I may. 

"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 C_unningham. 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 depression." 

Moving on to the case of Alice Wilkie, she was an 81-year-old lady who was 
admitted to Gosport on 6 August 1998 with urinary tract infection, complaining of 
pain, and she was prescribed diamorphine. Or Mundy deals with this patient at 
page 331 of the Committee's bundle and his comments are these: 

"There was no clear indication for an opioid analgesic to be prescribed and 
no simple analgesics were given, and there was no documented attempt to 
establish the nature of her pain. In my view the dose of diamorphine that 
was prescribed ... initially was excessive and there is no evidence that the 
dose was reviewed prior to her death". 

Dr Ford deals with this at pages 355 to 358. His conclusion at 358 is this: 
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"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". 

The case of Robert Wilson, aged 75. He was admitted to Gosport on 14 October 
1998, having suffered a fractured arm. He was also known to suffer with alcohol 
abuse, gastritis, hyperthyroic~ism and heart failure. 

Or Mundy deals with that at pages 331 to 332. He has no significant criticism of 
Or Barton. 

Or Ford is more critical at pages 359 to 363. Again I would refer the Committee to 
the "Evaluation of drugs prescribed and the administration regimens", and perhaps 
I can read some extracts from those paragraphs. 

"The initial prescription and administration of oramorph to Mr Wilson 
following his transfer to Dryad ward was in my opinion inappropriate." 

At paragraph 5.12, 

"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". 

Paragraph 5.13, 

"The increase in diamorphine dose .. .is not appropriate ... and potentially very 
hazardous. Similarly the addition of midazolam ... was ... highly inappropriate 
and would be expected to carry a high risk of producing profound 
depression of conscious level and respiratory drive". 

' 

Finally, the case of Eva Page. She was an 87-year-old lady who was admitted to 
Gosport on 27 February 1998 for palliative care, having been diagnosed with 
possible lung cancer. Or Mundy deals with her case at pages 332 to 333 of the 
bundle. He says that, in the absence of any symptoms relevant to the cancer and 
of any pain, she was inappropriately started on opioid analgesia. 

Or Ford deals with the matter at pages 364 to 368 of the Committee's bundle. 
Again, I ask the Committee to refer to his evaluation and to the summary at 
page 368. He says, 

"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 3 March. In my view this was an inappropriate, potentially 
hazardous prescription". 

That deals with the reports of those three experts. 
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The most recent developments in relation to the doctor's practice insofar as they 
relate to her hospital practice are revealed in letters from the NHS Trust, which are 
at pages 378 to 380 of the bundle. I would ask the Committee to have regard to 
those. They are both dated 13 February 2002. 

lt is clear that Or Barton has entered an arrangement with the Trust, and we can 
see at page 380 that it has been agreed that she "would cease to provide medical 
care- both in and out of hours for adult patients at Gosport War Memorial Hospital" 
and that she "would voluntarily stop prescribing opiates and benzodiazepines with 
immediate effect". lt would appear from page 378 that the arrangements that have 
been come to with her would be reviewed subsequent to this hearing. 

So far as any conditions upon this doctor's registration are concerned, clearly the 
Committee will have regard to the issues of protection of the public and public 
confidence in the profession. lt is our submission that it would not be appropriate 
that this doctor's registration should remain unrestricted, and that the voluntary 
arrangement into which she has entered should be formalised by conditions, 
perhaps along the lines of those imposed by the NHS Trust. 

I know not whether the doctor has any private practice outside of her NHS 
practice, but it may be that the Committee would wish to consider imposing a 
condition which restricts her to NHS practice, for the purpose of her ongoing 
supervision. Those are my submissions on behalf of the Council. 

THE CHAIRMAN: There may be questions from members of the panel. 

MR WARD ELL: Is your last point that you certainly are not seeking for the 
Committee to consider suspending this doctor? I wanted to clarify that. 

MR LLOYO: lt is a matter of course for the Committee, but I have taken 
instructions on it this morning to clarify the position. The position is as I have set it 
out. 

MR WARD ELL: There is another matter, and it may be that Mr Jenkins wants to 
develop this. I have no idea what is in his mind, but I wanted to seek clarification 
as to whether the Committee is entitled to know what is Or Lord's role in this 
matter, as is set out in the Hampshire Constabulary letter which is in front of us at 
page 292. There is implicit criticism there of the consultant in charge. Are we 
entitled to know whether that particular consultant has been referred to the 
Council, or whether the police are continuing their investigations into him, or 
whatever? lt may be that could be relevant to the part that this doctor has played 
relative to the consultant. 

MR LLOYD: I can certainly say that, so far as any police investigations are 
concerned, they are concluded, and there are no police investigations ongoing into 
Or Lord. I wonder if I may take instructions on the other matter? [Having taken 
instructions] I have no instructions on any other action taken against Dr Lord. 

4 



A 

B 

c 
e 

D 

E 

F 

G 

H 

TA Reed 

&Co 

GMC100829-0250 

THE CHAIRMAN: The working relationship between Or Lord and Or Barton 
might be explored through Mr Jenkins. 

In the absence of further questions, Mr Jenkins, would you like to begin? 

MR JENKINS: Sir, what I propose to do is ask Or Barton to give evidence before 
you. 

JANE ANN BARTON, Sworn 
Examined by MR JENKINS 

Q Or Barton, I want briefly to go through your curriculum vitae. The 
Committee will see from the front page of their blue papers that you qualified with 
the degree MB BCh 1970 in Oxford and that your home address is in Gosport. If 
we turn to page 266 of the bundle, we can see a statement produced by you to the 
police at a stage some months ago. I want to go through it with you, if we may. 

You say in the second paragraph there that you joined your present GP practice, 
initially as an assistant, then as a partner and, in 1988, you took up the additional 
post of clinical assistant in elderly medicine on a part-time session basis. You say 
the post originally covered three sites but, in due course, was centred at Gosport 
War Memorial Hospital. You retired from that position this year. I think you retired 
in the spring 2000, is that right? 
A Yes, that is right. 

Q How many sessions were you doing at the War Memorial Hospital? I think 
we have the answer at paragraph 4, but I will just ask you about it. Tell us how 
many sessions you were doing. 
A The health care trust allocated me five clinical assistant sessions, of which 
one and a half were given to my partners in the practice to cover the out-of-hours 
aspect of the job; so that I remained with three and a half clinical assistant 
sessions in order to look after 48long-stay geriatric beds. I would visit each of the 
wards at 7.30 each morning, getting to my surgery at nine. Towards the end of 
the time doing the job, I was back very nearly every lunchtime to admit patients or 
to write up charts or to see relatives. Quite often, especially if I was duty doctor 
and finished my surgery at about seven in the evening, I would go back to the 
hospital in order particularly to see relatives who were not available during the day 
because they were working. That became a very important time commitment in 
the job. 

Dryad ward had no consultant cover for the 10 months that you are considering 
these cases. Or Lord was trying to cover both wards as well as her commitments 
on the acute side and the other hospital in the group, and found it very difficult to 
be there very often. 

Q I will break it up and take it in stages, if I may. You would be there from 
7.30 to nine o'clock each weekday morning, is that right? 
A Yes. 
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Q You have mentioned two wards. One was Daedalus; the other was Dryad 
ward. 
A Yes. 

Q Were you in charge of both of the wards? 
A Yes. 

Q 

A 
How many beds were there? 
Forty-eight in total. 

Q Over the period with which this Committee is concerned, what was the 
level of occupancy typically of those 48 beds? 
A We were running at about 80 per cent occupancy, but of course that was 
not enough for the health care trust towards the end of my time there. They 
attempted to increase it up to 90 per cent, which is running a unit very hot, when 
you have one part-time jobbing general practitioner and no increase in resources 
of nursing staff, support staff, OT and physio, and no support from social services. 

Q How many other doctors would be there throughout the day to treat these 
48 patients if all the beds were full? 
A None. 

Q So yours was the medical input? 
A Mine was the medical input. 

Q Between half-past seven in the morning and nine o'clock each weekday 
morning. 
A Time to see each patient, to actually look at each patient, but not time to 
write anything very substantial about very many of them. 

Q If you wanted to see relatives, were you able to see relatives at those early 
hours in the morning? 
A No, except for that one particular case where they spent the night in her 
single room with her, with their notebooks. Generally, relatives preferred to see 
me either at lunchtime or in the evening. I would see them in the morning if it was 
that urgent, but it was generally not appropriate. 

Q · When you first started this job in 1988, what was the level of dependency 
typically of patients who were under your care? 
A This was continuing care. This was people who - now, because their 
Bartell or dependency score is less than four, are a problem -went to long-stay 
beds and stayed there for the rest of their natural lives. So I had people that I 
looked after for five years, for 10 years, in these beds. The sort of people that I 
was given to look after in these beds generally were low dependency; they did not 
have major medical needs, but were just nearing the end of their lives. The 
analogy now, I suppose, would be a nursing home. 

Q 

A 
Did that position change as time went on? 
That position changed. 
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Q Tell us how. 
A Continuing care as a concept disappeared. The National Health Service 
was-no longer going to look after people who were as dependent as that. lt was 
going to go into the private sector. I cannot give you an exact year, but it 
happened in the 1990s. At the same time, social services found that, with their 
budget constraints, they had difficulty placing people with a Bartell of less than 
four. So there was constant conflict between what we were supposed to be 
looking after and doing with the patients and what the private sector was going to 
take from us. 

Q Just explain to us, what does a Bartell of less than four mean? What is the 
range of the Bartell scores? 
A You or I have hopefully a Bartell of 20. That means we are able to take 
care of ourselves; do all the activities of daily living; cut up your food and eat it; go 
to the loo; change your clothes; walk about. Most of these people in the places 
mentioned have a Bartell of zero; I think one chap had one of four. So these were 
very dependent people. 

Q That is an indication of the requirements made of nursing staff? 
A Nursing requirements. They could not do anything for themselves, 
basically. 

Q What you have told us is that, over time, the level of dependence of the 
patients increased. 
A lt escalated enormously: to the point where I began to be saying to my 
employers, "I can't manage this level of care for this number of patients on the 
commitment I have". But there wasnot anybody else to do it. -During 1998, when 
the consultant on Dryad went on maternity leave, they made the decision not to 
employ a regular locum, so that I did not even have full consultant cover on that 
ward and so that Althea was left to attempt to help me with both, although she was 
not officially in charge. 

Q 
A 

Althea is ... ? 
Dr Lord, the other consultant. 

Q Did she have other clinical commitments outside the two wards with which 
we are concerned? 
A She had her acute wards up on the Queen Alexandra site; she had a day 
hospital and outpatients to run down at the St Mary's site in Portsmouth - so she 
was a very busy lady. 

Q How often was she able to undertake a ward round on the two wards with 
which you were concerned? 
A She did not ward rounds on Dryad ward. She came to Daedalus on the 
Monday to do a continuing care round. Towards the end of my job she designated 
six of her beds as slow stream stroke rehab' beds, and she did a Thursday ward 
round - which I could not always make because it was my antenatal day. She 
was in the hospital and doing outpatients on Thursday as well, so she was in my 
hospital twice a week- but available on the end of a phone if I had a problem. 
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Q You have told us that over a 1 0-month period there was no consultant 
cover at all. 
A Yes. 

Q That is 10 months during 1998, which is the period essentially within which 
the cases that this Committee have been asked to consider fall? 
A Yes. 

Q Were your partners in your GP practice able to help at all? 
A My partners provided the out-of-hours cover- those who were not using 
Healthcall. They would admit patients who arrived from the district general 
hospital and see that they had arrived safely. They were in general unwilling to 
write up pro-active opiate prescribing or any prescribing for patients because they 
felt that I was the expert and it should be left to me to do it. I think they felt it was 
not part of their remit, providing cover for me, to prescribe for the patients. 

Q So if anyone was to prescribe opiates or other forms of strong analgesic to 
patients, would it always be you? 
A lt was generally me. 

Q We know that your time at the War Memorial Hospital was limited to the 
mornings, lunch times and evenings, when you told us you would see relatives. If 
you were not in a position to prescribe for the patient and the patient was 
experiencing pain, what provision was there for another doctor to write up a 
prescription? 
A They would have to either ask the duty doctor to come in or they would 
have to ask the duty Healthcall doctor to come in. That is why, in one of the 
cases, you see somebody has written up "For major tranquillisers" on one 
occasion, because that duty doctor obviously either felt it inappropriate or was 
unwilling to use an opiate and he wrote up major tranquillisers instead. 

The other alternative was, of course, that they would ring me at home. If I was at 
home - and I am only at the end of the road in the village - I would go in and write 
something up for them, outside the contracted hours. 

Q You have said that your partners regarded you as the knowledgeable one 
about opiates and palliative care. 
A Yes. 

Q Tell us what your experience may be in those areas. 
A In 1998 I was asked to contribute to a document called the Wessex 
Palliative Care Guide, which was an enormous document that covered the 
management of all major types of cancer and also went into management of 
palliative care and grief and bereavement. Each month, another chapter would 
arrive through the post for you to make comments on, contribute your experience 
to and send it back. This document was published in 1998 as the Wessex 
Palliative Care Guide and we all carry the Wessex Palliative Care Handbook 
around with us, which contains a sort of----

8 



A 

B 

c e 

D 

E 

F 

G 

H 

TA Reed 

&Co 

Q 
A 

Is that it? 
Which you carry in your coat pocket. [indicates document] 

Q You contributed towards that? 

GMC100829-0254 

A I contributed to the writing of that and I am acknowledged in the thanks in 
the major document. I attended postgraduate education sessions at the Countess 
Mountbatten and also at the other hospice locally, The Rowans. 

Q Just remind us, where is the Countess Mountbatten? 
A The Countess Mountbatten is part of Southampton University Hospitals 
and it is in Hedge End, which is about 10 miles from Gosport. The Rowans is a 
similar distance in the other direction. I am still in very close contact professionally 
with both the director and the deputy director of Countess Mountbatten. l still go 
to their postgraduate sessions and I still talk to them about palliative care 
problems. They are always very available and helpful, and of course they provide 
district nursing, home care nursing input into our community, which is enormously 
helpful in general practice. 

Q Are you - perhaps I can use the expression - up to date in developments 
locally in primary care and matters of that nature? · 
A I was also, at the time of these allegations, chairman of the local primary 
care group which, on 1 April this year, becomes a primary care trust, so that I was 
very involved in the political development of our district. I knew only too well that 
the health care trust could not afford to put any more medical input than I was 
giving them, on the cheap as a clinical assistant, into our cottage hospital at that 
time. I knew what the stresses and strains were on the economy and I knew 
where the money needed to go. 

I could have said to them, "I can't do this job any more. lt's too difficult; it's 
becoming dangerous", but I felt that I was letting them down. I felt that I was 
letting down the nursing staff that I had worked with for 12 years, and I felt that I 
was letting patients down, a lot of whom were in my practice and part of my own 
community. So I hung onto the job until 2000. In the thank-you letter I got for my 
resignation letter they said that I "would consider, wouldn't I, the three quarters of 
a million they were looking for, to beef up community rehabilitation services in the 
district" - which included replacing my job with a full-time staff grade, nine-to-five, 
every weekday in Gosport. 

Q We will come to some correspondence shortly. After you resigned, your 
. job was taken over by another doctor? 
A Yes, a single, full-time staff grade. I hear on the grapevine that the bid has 
gone in for two full-time staff grades to do that job now. 

Q Is this to do the job that you were doing within three and a half clinical 
assistant sessions? 
A In three and a half clinical assistant sessions. lt is just a measure of the 
difference in the complexity and the workload that is being put into a cottage 
hospital. 
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Q Can I ask about your note-keeping? You had a significant number of 
patients; it was at 90 per cent oceupancy. Clearly that is----
A Between 40 and 42 patients, yes. 

Q What time would you have during your clinical session to make notes for 
each of the patients? 
A You could either sit at the desk and write notes for each patient, or you 
could see the patients. You had that choice. I chose to see the patients, so my 
note-keeping was sparse. 

Q You accept, I think, as a criticism that note-keeping should be full and 
detailed? 
A I accept that, in an ideal world, it would be wonderful to write full and clear 
notes on every visit you pay to every patient every weekday morning. 

Q But the constraints upon you were such, I think, that you were not able to 
do so? 
A Yes. 

Q Were the health authority aware of your concerns as to staffing levels and 
medical input? 
A Yes. 

Q Were they aware of your concerns over the increasing level of dependency 
that patients had who were transferred to your unit? 
A Yes. In the dreadful winter of 1998, when the acute hospital admissions -
admissions for acute surgery and even booked surgery- ground to a halt because 
all their beds were full of overflow medical and geriatric patients, my unit received 
a letter asking us to improve the throughput of patients that we had in the War 
Memorial Hospital, accompanied by a protocol for the sort of patients we should 
be looking after: how they should be medically stable and everything like that. 
I wrote back to the then acting clinical director and said, "I can't do any more. 
I can't really even look after the ones that I have got, because of their dependency 
and medical needs. Please don't give me any more". I got a bland reply, saying 
that we were all going to try to help out with this crisis in the acute sector. 

Q We will look at the correspondence. Can I come to nursing staff, your 
relations with them, and the experience of the nursing staff? Clearly you started 
12 years before you retired. Did the number of nurses increase over the period of 
time that we are talking about? 
A Marginally. 

Q What about the level of experience of the nursing staff? The impression 
that we have is, towards the end of the period, you are dealing with patients who 
had very high dependency. Was the experience of the nursing staff raised in 
order to meet that increase in need? 
A By an large they were the same people and they learned in the same way 
that I did: by having to deal with these more difficult needs. I do not think I can 
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comment on how much input the Trust put into improving their skills. I think that 
would be inappropriate for me to do. 

Q Perhaps I can ask this. Was it apparent that the Trust were seeking to 
raise the level of experience and qualification of the nursing staff in the War 
Memorial Hospital? And the answer should go on the transcript. 
A Does it? 

Q Was it apparent? 
A lt was not apparent that they were making any great attempts to improve 
the cover, the experience and the training of some of the nurses. 

Q Were the health authority aware of your concerns, both as regards nursing 
levels and levels of medical staff? · 
A Yes. I did not put anything in writing until1998- or was it 2000? 

Q I think it was 2000. 
A 2000 -- but I was in constant contact with the lower echelons of 
management. Any remarks you made about the difficulties you were having, the 
worries you had and the risk of the patients you were covering, would definitely fall 
on stony ground. 

Q You chose to prescribe opiates. lt is something which is criticised by the 
experts whose reports are before the Committee. You chose to prescribe over a 
range, and quite a wide range, for certain of the opiates that we have seen. 
A A professor of geriatrics in a teaching hospital, or even a big district 
general hospital, will have a plethora of junior staff. There will be never any need 
for any opiate dose to be written up for more than 24 hours, because somebody 
will either be on the end of the bleep or be back on the ward. That was not the 
case in Gosport War Memorial. If there was a weekend, if I was on a course, if I 
was on sick leave, if I was on holiday, I have already explained that there was not 
the cover for someone else to write drugs for me, and therefore I wrote a range of 
doses. I implicitly trusted my nursing staff never to use any of those doses 
inappropriately or recklessly. You will see from each of the documents that there 
is no question that any of these people received enormous amounts of opiate or 
benzodiazepine. 

Q If the nurses wished to move from one level of administration of opiate up 
tot he next stage, but within the range that you had already prescribed----
A They would speak to me. · 

Q How would that happen? 
A Because I was in, if it was a weekday morning. I was on the end of the 
phone in surgery or, if I was at home and it was a weekend and they were worried, 
they would ring me at home. I did not have any objection to that. 

Q Did you feel that your relationship with the nursing staff was such that such 
informal communication could take place? 
A I trusted them implicitly. I had to. 
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Q What we see again and again in the comments of Professor Ford and 
others is that the expert can see no justification for raising the level of prescribing. 
The expert in each case will have looked at the notes. Was there always 
recorded a justification for increasing the level of prescribing or the level of 
administration? 
A Not always in my notes. I would hope that the nursing notes would be 
copious enough. In particular, interestingly, the night staff tend to make more of a 
full record of what the patient has been like through the night. lt was quite often 
their feeling, night sister's feeling, that the patient was less comfortable or was 
beginning to bubble, or something like that, that would suggest to me that we 
needed to move up a step or in a step with the drugs we were using. 

Q I will ask you to turn to page 370, which is the final couple of paragraphs of 
Professor Ford's report. Paragraph 7.5, two-thirds of the way down that 
paragraph, he says, 

"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". 

What do you say about levels of nursing staff on the ward during the period with 
which we are concerned? 
A He is absolutely right. These experienced, caring nurses had the choice 
between tending to patients, keeping them clean, feeding them and attending to 
their medical needs, or writing copious notes. They were in the same bind that I 
was in, only even more so. As you can· see from the medical records you have 
had, the health care trust produces enormous numbers of forms, protocols and 
guidelines, and sister could spend her whole morning filling those out for each 
patient or she could nurse a patient. 

Q He goes on, 

"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". 

Do you have a comment on that? 
A I agree entirely. There was inadequate senior medical input. 

Q 
A 

During 1 0 months of 1998 was there any senior medical staff input? 
No. 

Q lt is not apparent that Professor Ford was aware that you were doing three 
and a half sessions----
A In a cottage hospital. 

Q 

A 
... in the cottage hospitaL 
No. 
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Q lt may be that Professor Ford believed that you were permanent staff. 
A Failed junior staff! His last comment in paragraph 7.5- his review of 
Or Lord's medical notes- is absolutely correct. She was caring and thoughtful 
and considerate, and with a considerable workload - probably more than she 
should have been carrying. Therefore it is difficult to criticise. She did what she 
could, within the constraints that she had available to her. 

Q I am not going to go through the individual cases. This is not a trial; this 
Committee is not here to find facts proved or not proved. But I think it fair to you 
to invite you to comment on Professor Ford's next paragraph. He says, 

" ... the level of skills of nursing and non-consultant medical staff' - it was 
only you- "and particularly Or Barton", 

-the word "particularly" suggests he may have believed there were other medical 
staff-

"were not adequate at the time these patients were admitted". 

How do you respond to that? 
A I find it very upsetting. I was only a clinical assistant. The definition of a 
clinical assistant is in fact that it is a training post, and the only training that I 
received was that I went to get for myself as a part of my postgraduate learning, 
and I did my best at that time. In my opinion they were probably adequate. 

· Q Can we turn to the last page of the bundle, page 380? This is a letter 
dated 13 February 2002 and sets out matters that were agreed between you and 
the acting chief executive, Or Old. Yes? 
A Yes. 

Q Attention has already been drawn to this document, but is it right that you 
agreed to cease to provide medical care, both in and out of hours for adult 
patients at the Gosport War Memorial Hospital? 
A Yes. 

Q And you agreed voluntarily to stop prescribing opiates and 
benzodiazepines. 
A I did. 

Q Had you not agreed those, were you threatened with any action? 
A Or Old told me that, under the change in Government legislation on 
14 December last year, he was entitled to suspend me from general practice; but 
he did not wish to do that and, provided we came to this voluntary agreement, he 
would wait to see what the GMC had to say on the matter. 

Q This is the same health authority who had been putting througn a 
significantly higher volume of patients to your cottage hospital and with much 
higher levels of dependency? 
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A This is the employers of the health care trust who had been putting through 
significant.... The health authority in fact purchase work from the health care trust 
and, theoretically, employ general practitioners. So this was my employer telling 
me that he could suspend me from the day job as well. So I agreed to the 
voluntary restrictions on my practice. At that time I had four patients in general 
practice on opiates and approximately 15 on any form of benzodiazepine. 
I handed the four patients over to my partners and said I felt no longer able to treat 
them. I no longer sign any prescriptions for sleeping tablets in general practice; 
the other partners do that for me. 

Q You have given us the figures. Do you describe yourself as a high 
prescriber of benzodiazepines? 
A I was quite surprised at how few of my patients got benzodiazepines from 
me. 

Q And of those prescribed opiates----
A One was for terminal care. She went into hospital a couple of days after I 
was suspended and died there. The other three are maintained by the partners 
for longstanding chronic pain. 

Q Just to remind the Committee, in your statement at page 266 you say in 
paragraph 3, 

"As a general practitioner, I have a full-time position; I have approximately 
1,500 patients on my list". 

A Yes. 

Q The Committee can see, of the 1,500 patients, precisely how many are 
prescribed benzodiazepines and/or opiates. 
A Yes. 

Q [To the Committee] Sir, we have a small bundle of correspondence. I am 
sorry that you have not been given it in advance. 

THE CHAIRMAN: We will refer to it as 01. [Same handed] 

MR JENKINS: Sir, we are giving you a number of letters. I am happy if they are 
collected in 01, or we can number them sequentially. 

THE CHAIRMAN: I assume they have been circulated. Shall we put them in 
chronological order? 

MR JENKINS: I would be happy with that. The first letter you should have is one 
dated 16 February. lt is from the consultant physician, Or Jarrett. He talks of a 
"bed crisis at Queen Alexandra Hospital continues unabated". "lt has fallen on 
us", he says, 
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"to try and utilise all our beds in elderly medicine as efficiently as possible. 
There has been some under-utilisation of continuing care beds. From 
16 February I propose that we use vacant continuing care beds for post
acute patients. A policy offering guidance is enclosed". 

You should see a document, enclosure 2, "Emergency use of community hospital 
beds". You will see it reads, 

"Due to current crisis with the acute medical beds at Queen Alexandra 
Hospital and the detrimental effect on surgical waiting lists, the Department 
of Medicine for Elderly People is making some urgent changes to the 
management of beds in the small hospitals". 

Can I break off and remind the Committee, this relates to the year 2000. The 
situation with which you are concerned for the five patients whose records you 
have were treated in 1998. So this is after, but we hand these documents to you 
to give you the continuing picture. You will see, 

"Therefore patients referred to these beds for post-acute care should be: 

1. 
2. 

Waiting for placement. .. 
Medically stable with no need for regular medical monitoring ... ", 

and the other matters that you see listed. 

The next document is a letter from Dr Barton dated 22 February to Dr Jarrett. The 
letter reads, 

"I was very disappointed and also quite concerned to be shown a letter from 
yourself dated 16 February on the subject of the bed crisis at Queen 
Alexandra and addressed to the various ward managers and sisters. 

Less than a month after I wrote a letter to the clinical director expressing my 
concerns about the situation in our continuing care unit, I find that we are 
being asked to take on an even higher risk category of patient.. 

These post-acute patients have a right to expect a certain standard of 
medical care, appropriate levels of therapy and supervision, and 
appropriate out-of-hours cover during this period of time in hospital. 

I find myself without a consultant or seamless locum consultant cover for a 
period of a further month on one of the wards, and the other consultant 
cannot be expected to provide anything other than firefighting support 
during this time. 

As a result, I am unable to do the clinical assistant job to a safe and 
acceptable standard, which will inevitably lead to further serious and 
damaging complaints about the service given in my wards. · In addition, my 
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staff are subjected to ever-increasing pressures from patients and relatives, 
causing stress and sickness levels to rise. 

I would also question the term 'under-utilisation' in a unit which is handling 
approximately 40 per cent of the continuing care done by Elderly Services 
at this time". 

The next document in time is a letter from Or Jarrett dated 7 March, by way of 
response. I do not need to read it to you, but you have heard Or Barton suggest 
that there was a request, effectively, for three quarters of a million pounds from 
the primary care group to go towards the local hospital. You may find a hint of that 
in the last paragraph of this letter. 

The next document is the one with the fax strips down the centre of it. lt is a letter 
from Or Barton dated 28 April 2000, tendering her resignation. lt is addressed to 
Peter King, personnel director, and it reads as follows: 

"Over recent months I have become increasingly concerned about the 
clinical cover provided to the continuing care beds at Gosport War 
Memorial Hospital. I have highlighted these worries on two occasions 
previously in the enclosed letters. 

I returned from my Easter leave this weekend to find that the situation has 
deteriorated even further. For example, on one of the wards I will only be 
having locum consultant cover until September. In addition, an increasing 
number of higher risk 'step down' patients continue to be transferred to the 
wards, where the existing staffing levels do not provide safe and adequate 
medical cover or appropriate nursing expertise for them. 

The situation has now reached the point that, with the agreement of my 
partners, I have no option but to tender my resignation". 

You will see a reference to the original contract of employment in 1993. 

The last letter, dated 19 May from Fiona Cameron, is one responding to the letter 
we have just read. The second paragraph reads as follows: 

"I am writing to offer my thanks for your commitment and support to 
Gosport War Memorial Hospital over the last seven years. There is little 
doubt that over this period both the client group and workload have 
changed and I fully acknowledge your contribution to the service whilst 
working under considerable pressure". 

Sir, that is the evidence I seek to place before you. I have called Dr Barton and, if 
there are questions for her, the Committee or Mr Lloyd may wish to ask those 
questions now before I go on to sum up, if I can put it that way. 

THE CHAIRMAN: Mr Lloyd, do you wish to ask questions? 
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THE LEGAL ASSESSOR: I have no questions, sir. 

Questioned by the COMMITTEE 

DR RANSON: Did you have consultant cover during 1998? 
A I had a lady called Dr Jane Tandy, who became pregnant, who 
commenced her annual leave on 27 April 1998 and followed on with maternity 
leave from 1 June until 8 February 1999. So basically she was very pregnant, and 
then she was gone for the rest of the year. 

Q And no replacement or locum cover? 
A No. 

Q 
A 

So you were in fact on your own in a training grade post? 
Yes. 

MR WARDELL: I would like to ask some questions in order to have a feel for the 
48 beds you were looking after with regard to patients. You mentioned the Bartell 
Score, that I am not familiar with at all but I am pleased that I am at 20. 
A On a good day! 

Q Absolutely! You said that the bed occupancy rate was about 80 per cent 
when you were there. Perhaps you were looking after about 38,. up to 40 
patients? 
A Yes. 

Q With regard to your looking after those patients, could you give us a feel of 
what you did? You said you were there for an hour and a half in the morning. 
Can you run through fairly quickly the typical kind of week you would have at the 
hospital? 
A I would arrive as they opened the front door of the hospital at 7.30 and I 
would go straight to Dryad ward first. I would walk round the ward with the nurse 
who had just taken the night report, so it was the most senior nurse on. We did 
not, fortunately, have these named nurses at that point. I would stop by every bed 
and I would ask, "Are they in pain? Have they had their bowels open? Do I need 
to see the family? Is there anything I should know?". So I got a report at the foot 
of each bed. That was Dryad. 

Daedalus liked to do it slightly differently, in that I did the report with the person 
who had taken the hand-over in the office, and then was invited to look at any 
patients they had concerns about. They preferred to do it in front of their 
paperwork. But the concept was the same: you went through all the patients in 
your care each morning, and that took until just before nine. 

Q How many days a week did you do that? 
A That was five. That was each weekday morning. 

Q Was that your total involvement with the hospital? 
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A That is when it started. Generally, with the rate at which we were running 
admissions in 1998, I think an average week would contain five admissions. I had 
to try to get them to bring them down to my hospital before four o'clock in the 
afternoon. Lunchtime was better, because (a) they get very cold and stressed if 
you carry them round the countryside and bring them in after dark and (b) it gave 
me time to clerk them and to check whether any further investigations, bloods or 
anything needed doing, and to get them settled into the ward. So I would go back 
most lunch times, unless I had a PCG or purchasing meeting or something like 
that. In those days I was only on duty once a fortnight, but I would quite often go 
back in the evening if I felt there was somebody I was particularly worried about -
to talk tot he relative or to support the nursing staff. 

Q Mr Jenkins put in front of us a number of documents, including the second 
one, which is "Emergency use of community hospital beds". In point 7 there, the 
second sentence reads, " .. :this placement does not entitle patient to NHS 
continuing care". 
A There was no such thing in 2000. If your condition became medically 
stable and you could persuade social services to either fund you or agree to have 
you at all, then you would be moved on - even though your dependency score 
might be very low. 

Q In that period, say 1998 to 2000, were you experiencing dilemmas whereby 
-and I use the word "conspiracy" advisedly, because I have the evidence from a 
report that I chaired during that period when I was in another post in the House of 
Commons - in evidence we had it said that there was a conspiracy between social 
services, doctors and management with regard to trying to push people who were 
entitled to have NHS care out of hospitals into nursing homes, where they would 
have to pay out of their own resources? Were you in that horrible dilemma? 
A If you knew anything about Gosport, you would realise that (a) there is not 
much potential for private practice and (b) there were not vast numbers of patients 
who were self-funding. Self-funders were not the problem then. If they were 
stable and social services would agree that they could go to a nursing home at all, 
that was not the problem. I would never conspire with anyone in social services. 

Q I was not levelling that at you. I was just thinking about the dilemma, that if 
you had patients in beds, such as the patients you were dealing with, then they 
would be covered in terms of the NHS system---- _, 
A They were not. 

Q They were not? 
A They were not. They were not entitled to stay in any of those beds. In 
order to keep them in those beds, you had to write in the notes. "Requires ongoing 
medical care". Despite a Bartell of zero, if they required no further medical input 
and their medical condition was stable, you then had to find them a nursing home. 
But the sort of people we are talking about here were not going to become stable. 

MR WINTER: You refer to raising concerns in 1998 verbally with lower levels of 
management about your working situation. Would you be prepared to say a little 
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more about what you actually did and whether you considered putting your 
concerns in writing at that point? 
A I should have put my concerns in writing, because I was sitting on these 
strategic bodies. We were talking about how the health community was going to 
move forward, how we were going to improve step-down care, and how we were 
going to make available more beds for acute surgery so that the Trust achieved its 
waiting list targets and therefore its money from region. But I did not put anything 
in writing. I became increasingly concerned. I spoke to lower management, who 
probably did not even relay those concerns further up. I spoke to my clinical 
colleagues. 

Or Lord tried at that time to get more funding and was unsuccessful. The first time 
we got any extra funding was in 2000 when I resigned and we got an extra three
quarters of a million for St Christopher's and Gosport War Memorial to do more 
post-acute rehabilitation work. So they knew we were in trouble, but I did not go to 
print at that stage. 

Q Could you say approximately how many times you raised these matters 
with people in lower management? 
A Once every couple of months. 

THE CHAIRMAN: I wonder if I might be allowed to ask a few questions, just so 
that I understand the situation? Am I correct in assuming that Gosport War 
Memorial Hospital is a stand-alone community hospital? 
A lt has no theatre facilities; it now has no A&E or minor injuries facility; it has 
a little X-ray department with basic, standard equipment in a Portacabin. lt has a 
little outpatient department to which consultants come down from the centre to do 
peripheral clinics, and it has approximately 100 beds. 

Q These are including the 48 long-term care beds? 
A We have long-stay elderly medical patients; we have babies; we have a 
maternity unit and we have a small GP ward. 

Q Can you tell me roughly what the average length of stay was in, say, 1989, 
about 10 years ago, and then in the later part of the 1990s? How had the average 
length of stay changed? 
A I had patients I had had for five years. I had some very ill patients 
transferred from the Royal Hospital, Haslar, after orthopaedic surgery or 
transferred from the main unit because they lived in Gosport and their relatives 
lived in Gosport. But those were the minority. The majority of patients were long 
stay. 

Q Was there a calculation of the average length of stay in the early 1990s? 
A lt would be difficult to do, because we also did shared care and respite 
care in those days. I was looking at the figures the other day. You would find it 
very difficult to get a feel for the average length of stay, but it was generally 
reckoned to be a good long time. Then in the late 1990s - I could not find any 
research on this subject, but there are two major risk times for these elderly 
transferred from a nursing home to an acute unit and then down to a long-stay 
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unit. They may well die in the first two, three days- something to do with the 
shock of being moved really makes them quite poorly. If they survive that----

Q While you do not have a specific figure for average length of stay, you are 
quite convinced that the dependency level increased over the decade? 
A Massively, yes. 

Q We are aware of how the Gladys Richards case came to the surface. lt is 
not clear to me from the papers how the other cases were identified. Can you 
help me with that? [Or Barton conferred with counse~ 

MR JENKINS: Sir, you will recall from what I said to an earlier constitution of this 
Committee that the relatives of Gladys Richards complained. What I said to an 
earlier Committee was that they complained about everybody, including the police 
officers who conducted the inquiry. They generated some publicity locally about 
their concerns, as a result of which relatives of ottier patients - and I think the four 
with which you are concerned - expressed concerns. I think that is how the police 
became involved in those other cases. 

DR BARTON: The health care trust also decided to invoke CHI, the Commission 
for Health Improvement, and CHI produced a lot of local publicity saying, "If you 
have any concerns about your hospital, this is the phone number, these are the 
people to get in touch with". And of course I have no input as to how much and 
where they got their information from; but they must have received an enormous 
amount of positive and negative feedback from the people of Gosport. 

THE CHAIRMAN: Technically, as a clinical assistant you did not carry ultimate 
responsibility for the clinical care of patients? 
A No. You will see in a couple of the reports that we were using the Fentanyl 
skin patch for opiate pain relief. I was not allowed to sign for that. That had to be 
countersigned by a consultant. I was working for a consultant. 

Q And the consultants under whom you worked reviewed the prescribing 
practices that you indulged in, djd they? 
A I do not know. Not with me. 

Q So you did not do the ward rounds with the consultant? 
A Yes. 

Q You did? 
A Yes, but no comments were made at any time at this point about reckless 
prescribing or inappropriate prescribing. 

Q They did not raise any questions about the prescribing that was being done 
for these patients? 
A They did not raise any concerns, no. 

Q 
A 

Were there any audit meetings in the hospital? 
I did not go. I was not invited to go to audit meetings. 
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Q Turning to page 380, I would also like some clarification. lt implies in the 
first bullet point there that there is still some relationship to the Gosport War 
Memorial Hospital. What was the continuing relationship you had? 
A In Gosport there is something called the Gosport Medical Committee, 
which is made up of all the practising doctors on the peninsula, which I think at the 
moment is about 36. We are employed by the health care trust to look after 20 
GP beds upstairs from my erstwhile geriatric beds. We have admitting rights to 
those beds and we are allowed to look after our own patients. We are also invited 
to look after step-down patients from the acute unit. Although, as a GP you can 
be much more hard-nosed about refusing to accept somebody who you feel is 
beyond the capability of the hospital to look after than I could as a clinical assistant 
downstairs in the wards. That is why you will see something about, "a 
retrospective audit of your prescribing on the Sultan ward". That is, what I was 
doing -whether I was prescribing inappropriate opiates upstairs on the GP ward. 

Q That has been helpful clarification. Was I correct in assuming -this is the 
· second bullet point - that you told us this was in relation to your primary care 

duties? 
A The voluntary stopping prescribing opiates? 

Yes. Q 

A Yes, I am not prescribing any opiates or benzodiazepines at the moment. 

THE CHAIRMAN: I think these are the points I wanted to raise. Are there any 
further points from members of the panel? In the absence of further points, 
Mr Jenkins? 

MR JENKINS: There is one, sir, and it was raised by Mr Uoyd. Do you have any 
private patients? 
A No. 

MR JENKINS: Sir, may I sum up very briefly? You may think that this is plainly 
an excellent and dedicated doctor. lt may appear to you, and I would encourage 
this view on your behalf, that it may have been problems with the allocation of 
resources at the Gosport War Memorial Hospital which has led to a situation 
where best practice was not followed. 

You will have to consider the reports of the various experts placed before you. 
You will have to consider as well whether they are considering Or Barton's position 
as it was. I may have missed it, but it is not apparent from my reading of the 
reports that there is shown to be an understanding by Professor Ford and the 
other doctors that they were well aware that Or Barton was working three and a 
half sessions; that she was effectively, during the period with which we are 
concerned, the only medical input into the care of these patients; that she had a 
significant number of patients to see and to evaluate and to continue to care for, in 
a very restricted period of time. 
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You have to consider whether it is necessary for the protection of members of the 
public to impose conditions. I do not deal with the question of suspension 
because I say that it is plainly not appropriate in this case. 

Is it necessary for the protection of members of the public to impose conditions? 
Or Barton is no longer undertaking the job that she started in 1988. You know the 
reasons why. I say she poses absolutely no threat to members of the public, 
either in her general practice or in any form of hospital medicine. She does not 
undertake any of the latter. 

Is it necessary in her own interests to impose conditions? I say not. The last 
issue is whether it is otherwise in the public interest. You will know that there has 
been a police investigation, in fact two, arising out of the complaints in this case. 
You will know the results of the police investigation: that a decision has been 
taken not to charge. 

I repeat what I have said. lt is slightly troubling that it is not apparent that the 
experts instructed by the police have been presented with the full picture of 
Or Barton's clinical involvement with these patients before being invited to express 
a view. But I say that it is not in the public interest either for this body to impose 
conditions upon this doctor in the circumstances in which you know she practises.· 
She does not pose a risk to patients. lt is not necessary in her interests, and it is 
not otherwise in the public interest. 

If, however, you feel that because of police investigation, because of the possibility 
of press coverage, that it is necessary to demonstrate that this body is able to 
make decisions, I would invite you to do no more than reimpose what Or Barton 
has voluntarily agreed with the health authority. 

Those are the submissions that I make. 

THE CHAIRMAN: I now turn to the legal assessor. 

THE LEGAL ASSESSOR: The advice I give the Committee is as follows. They 
may make an order restricting this doctor's registration only if they are satisfied it 
is necessary to do so for the protection of members of the public, otherwise in the 
public interest, or in the interests of the doctor. In addition they must be satisfied 
that the consequences of any restriction that they might impose of her registration 
will not be disproportionate to the risks posed by the doctor remaining in 
unrestricted practice. 

Mr Jenkins, Mr Lloyd, unless there is anything else on which you would like me to 
advise the Committee, that is the advice I give. 

MR JENKINS: Sir, I have mentioned the little green book with which Or Barton has 
helped. I leave it with you. 

THE CHAIRMAN: Thank you. 
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The parties withdrew by direction from the Chair and the Committee deliberated in 
camera. 

The parties having been readmitted: 

THE CHAIRMAN: Dr Barton, the Committee has carefully considered all the 

evidence before it, including the submissions made on your behalf. 

The Committee has determined, on the basis of the information available to it 

today, that it is not satisfied that it is necessary for the protection of members of 

the public, in the public interest or in your own interests that an interim order under 

Section 41A of the Medical Act 1983 as amended should be made in relation to 

your registration. 
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GENEI\_AL 
M._EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

The GMC's Interim Orders Committee (IOC) considered the case of 
Or Barton at its meeting 21 March 2002. 

Or Barton attended the meeting, and was legally represented.· 

After considering submissions from Counsel instructed by the GMC, and also 
from Or Barton's legal representatives, the IOC considered that it was not 
necessary for the protection of members of the public and in the public interests 
or in Or Barton's own interests to make an order affecting her registration. 

Yours sincerely 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
i i 
i i 
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Committee Section 

(-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

i ! 

I CodeA i 
i ! 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

178 Great Portland Street London WJW SJE Telephone o2o 7s8c 7642 Fax o2o 791 s 3641 

· email gmc@gmc-uk.org www.gmc-uk.org 
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In reply please quote NV/HJ/MHu//FPD/2000/2047 

Please address your reply to the Committee Section FPD 
Fax 020 7915 7406 

25 March 2002 

GMC1 00829-0270 

Special Delivery 

Or J A Barton 

GENERAL 
M._EDICAL 
COUNCIL 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Dear Or Barton 

Notification of Decision of the Interim Orders Committee 

Protecting patients, 

guiding doctors 

On 21 March 2002 the Interim Orders Committee of the GMC considered 
whether it was necessary for the protection of members of the public or was 
otherwise in the public interest or in your own interests to make an Order 
under Section 41A(1) of the Medical Act 1983 as amended (the Act). · 

You were present at the meeting, and were represented by Mr Jenkins, 
Counsel, instructed by the Medical Defence Union. 

At the conclusion of the proceedings of the Interim Orders Committee in your 
case on 21 March 2002 the Chairman announced the Committee's 
determination as follows: 

"Or Barton: The Committee has carefully considered all the evidence 
before it including the submissions made on your behalf. 

The Committee has determined on the basis of the information 
available to it today that it is not satisfied that it is necessary for the 
protection of members of the public, in the public interest or in your 
own interests that an interim order under Section 41A of the Medical 
Act 1983 as amended should be made in relation to your registration." 

;_YQ~~ __ §tu_G~_r~ly _______________________________ ., 

i CodeA i 
L.~-~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.1 
Scott Geddes 
Assistant Registrar 

cc: Mr Barker, The MDU, 230 Blackfriars Road, London SE1 8PT [Ref: ISPB!TOC/0005940/Legal] 

17 8 Great Portland Street London W I W 5 JE Telephone o2 o 7 s 8o 7 642 Fax o2 o 791 s 3 641 

email gmc@gmc-uk.org www.gmc-uk.org 
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E:\C\IOC\FOLLOWUP\2002\MARCH\BARTON 

In reply please quote NV /HJ/MH u//FPD/2000/204 7 

Please address your reply to the Committee Section FPD 
Fax 020 7915 7406 

25 March 2002 

Or P Old 
Acting Chief Executive 
Isle of Wight, Portsmouth & SE Hampshire HA 
Finchdean House 
Milton Road 
Portsmouth P03 6DP 

Dear Or Old 

Dr Jane Ann Barton, BM BCh 1972 Oxfd 
Registration No: C:~:~~~~:~~p;:~:J 

I am writing to you in connection with Or Barton. 

GENEI\_AL 
M._EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

The GMC's Interim Orders Committee (IOC) considered the case of 
Or Barton at its meeting 21 March 2002. 

Or Barton attended the meeting, and was legally represented. 

After considering submissions from Counsel instructed by the GMC, and also 
from Or Barton's legal representatives, the IOC considered that it was not 
necessary for the protection of mernbers of the public and in the public interests 
or in Or Barton's own interests to make an order affecting her registration. 

Yours sincerely 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
i i :c : 
i odeAi 
' ' i i 
i i 
i..·-·-~·-·-·~·-·-·-·-·-·-·-·i 

Nilla Varsani 
fCn.rnm.itte£LSec.ti_on. __________________ 
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E\Committee\IOC\Followup\2002\March\NHSExec 

In reply please quote NV/HJ/IOC/FPD/21 Mar02 

Please address your reply to the Committee Section FPD 
Fax 020 7915 7406 

GMC100829-0272 

25 March 2002 

Mrs Barbara Carter 
NHS Executive 
Room 2W10 
Quarry House 
Leeds LS2 7UE 

GENEI\_AL 
M_EDICAL 
COUNCIL 

Dear Mrs Carter 

Protecting patients, 

guiding doctors 

I am writing to confirm the decisions taken by the GMC's Interim Orders 
Committee at its meeting on 21 March 2002. The decisions were as follows: 

Name: 
Registration Number: 
Qualifications: 
Registered address: 

BARTON, Jane Ann 
1587920 
BM BCh 1972 Oxfd 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' ; 

! CodeA i 
! I 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Decision: The Committee directed that no order be made. 

Name: 
Registration number: 
Qualifications: 
Registered address: 

LATIF, SurrayaWajahat (formerly Nabi, S Ghulam) 

1482812 
MB BS 1961 Punjab SR 
(-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

; ' 

! CodeA ! 
i ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Decision: The Committee directed that no order be made. 

Name: 
Registration number: 
Qualifications: 
Registered address: 

HOLDSWORTH, Darren Scott 
4614560 
MB ChB 1999 Glasg 

[~~~~~~~~~~~~~~-~~~-~~-~~~~~~~~~~~~] 
Decision: The Committee reviewed the order for interim conditions imposed 
on 14 December 2001 and directed that for the remainder of the duration of 
the order Or Holdsworth's registration should be suspended. 
(until 13 June 2003) 

178 Great Portland Street London WJW SJE Telephone o2o 758o 7642 Fax o2o 7915 3641 

email gmc@gmc-uk.org -...vww.gmc-uk.org 
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Name: 
Registration Number: 
Qualifications: 
Registered address: 

BIHARI, Kailash 
2363635 
MB BS 1973 Patna 

[~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~-~~~--~~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~·.] 
Decision: The Committee directed that no order should be made. 

New orders made by the Committee are subject to review within six months. 
Orders which have been reviewed will be subject to review within three 
months. 

Yours sincerely 

1-C~~~-~-~ 
l·-·-···-·-·-·c:;r·-·-·-·-·-·-·-J 

Nilla Varsani 
.~_'?._'!!.~_i_~~~~--~-~-~-~~!~_ry _______________________ , 

i·-·-·-·-·-·-·-·-·-·-·--~-~~~---~---·-·-·-·-·-·-·-·-J 
cc: Angela Hawley, NHS Executive 

Protecting patients, 

guiding doctors 
2 
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Or Barton 

IOC 21 March 2002 

Or Barton: The Committee has carefully considered all the evidence before it 

including the submissions made on your behalf. 

The Committee has determined on the basis of the information available to it 

today that it is not satisfied that it is necessary for the protection of members 

of the public, in the public interest or in your own interests that an interim 

order under Section 41A of the Medical Act 1983 as amended should be 

made in relation to your registration. 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPNI MCIPD 
Chief Constable 

Our Ref. MIC/Det.Supt/JJ/DM 

Your Ref. NV /HJ/Mhu/FPD/2000/204 7 

Ms Varsani 
Committee Section 
General Medical Council 
178 Portland Street 
LONDON 
W1W 5JE 

Dear Ms V arsani 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Tel. 
Direct Dial 

0845 045 45 45 

Fax. 02392 891562 

08 April 2002 

I am writing in response to your letter of the 25 111 March addressed to Detective Sergeant 
BURT concerning Dr Jane Anne BAR TON, which has been forwarded for my attention. 

I have noted the contents of your letter regarding the outcome of the meeting of the 21st 
March. 

For your infonnation I am now the officer with responsibility for any enquiries concerning Dr 
BARTON and any correspondence should be addressed as shown on this letterhead. 

Yours sincernly 

~--c-ocie---A--1 
~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

J JAMES 
Detective Superintendent 

Website- www.hampshire.police.uk 



Friday 17th May 2002 
Tel: 

29 Foster Road 
Alverstoke 
Gosport 
Hampshire 
P012 2JH 

02392 365555 

GMC1 00829-0276 

Home 
Work 

[.~.~-~-~-~-~-~~~~-~-~-~~-~-~-~-~-~] 
The Director 
Mr Mike Hudspith 
The General Medical Council 
178 Great Portland Street 
London 
WlW 5JE 

Dear Mr Hudspith 

RE: GOSPORT WAR MEMORIAL- DEATH OF Mrs E I PAGE 

I wish to make a fmn1al complaint against two doctors working at The Gosport War Memorial in 
Gosport, Hampshire, during the time that m;.:: mother was in their care. The doctors concerned are 

Dr's A LORD and Jane A BARTON [~~~~-~~~~~~~~~~~~~E~~~~~~~~~~J 

My mother was admitted from Queen Alexandra's Hospital, Portsmouth on 27tl1 Feb 1998 and died the 
evening of the 3rd ofMarch 1998. 

The events leading up and including her death were investigated in a serious crimes investigation 
carried out by The Major Incident Complex, Portsmouth. Her case was serious enough to be sent to 
medical experts for opinion, I believe this report substantiates concern in her treatment. I also believe 
you have a copy and am aware of this case. 

It is important to note that I was first made aware that there was concern in the treatment of elderly 
patients during 1998, when Mrs Gillian MacKenzies 's case made local press news. At that time I 
wrote a letter to the police stating that I had concern relating to my mother, this was on the 9ili April 
2001. I was told that my mother's case would be investigated. I heard nothing until the 13 February 
2002. At that tin1e I was invited with other concerned relatives to a meeting with the head of the 
enquiry team who explained the events of the investigation and the reasons as to why no further action 
would be taken. At this meeting I first learnt that my mother's case was one of four cases investigated 
and expert opinions sought. I was also told at tl1is meeting that these reports would be available to me. 
This promise was rescinded, and I was told later that Court Orders would be required, and this may 
well be refused. 

I subsequently obtained my mothers notes and after perusal with a professional opinion, I found several 
grave areas of concern. I now understand from Mrs Ann Reeves (another unhappy relative) that these 
police reports were sent to you and you have/are investigating further. 

I am annoyed tl1at throughout this time I have been kept in the dark by the police as to any 
investigation made, and the investigating officers decision to take no fi.1rther :~ction, and his subsequent 
withdraw of the offer to release the medical opinions. I am presently making a fmmal complaint to 
The Chief Constable, Hampshire Police. 

I trust you are able to assist me in this very serious matter. 



In reply please quote MH/ Mise 

21 May 2002 

Mr Bernard Page 

GMC100829-0277 

GENERAL 
M._EDICAL 
COUNCIL 
ProtectinB patients, 

9uidin8 doctors 
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Dear Mr Page 

Re: Gosport War Memorial- Death of Mrs E I Page 

Thank you for your letter of 17 May 2002, the contents of which have been 
noted. 

Your correspondence has been passed to Mr Hudspith and he will be in 
contact as soon as possible. 

Yours sincerely 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Desrine Emmanuel 
Caseworker Assistant 
For Michael Hudspith (Senior Caseworker) 
Fitness to Practise Directorate 

[_-_-_-_-_----~-~~-~---~---_-_-_-_-_] 

!]8 Great Portland Street London WIW SJE Telephone o2o 7~8o 7642 Fax o2o 79'> 36.], 

email gmc@gmc-uk.org www.gmc-uk.org 
Registered Charity No. 1089278 



Tuesday 21 51 May 2002 

The Director 
Mr Mike Hudspith 
The General Medical Council 
178 Great Portland Street 
London 
WlW 5JE 

Dear Mr Hudspith 

Tel: 
Work 

RE: GO SPORT WAR MEMORIAL- DEATH OF Mrs E I PAGE 

Thank you for your call on Monday and for the briefing you gave me. 

29 Foster Road 
Alverstoke 
Go sport 
Hampshire 
P012 2lli 

Home 02392 365555 
~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

i CodeA i 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

As we discussed I write to formally request all relevant documents you have appertaining to my 
mother'Sdeath. 

;?~~~ 1-----------COdti_A ____________ I 
:_·-·-·B'ei-11ai-cf'P-a-ie·-·-·-=-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.J 
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From: 
Sent: 
To: 
Subject: 

Susan Graham ;--·-·-·coCie·A·-·-·-·; 
21 J u n 2 0 0 2 1 0: 5o·-·-·-·-·-·-·-·-·-·-·-' 
Mic ha e I H u d s pith L~~~~~~~~~~~~~A~~~~J 
RE: Disclosure of expert report to relatives of deceased patients 

GMC1 00829-0279 

Yes, it would still be open to the relatives to seek a court order. Under DPA, it is OK to provide personal data to a 
third party if we are required to do so by a court order. 

Susan. 

-----0 rig in a I Message----~---·-·-·-·-·-·-·-·-·-·-·-· 
From: Michael Hudspith i Code A l 
Sent: 21 Jun 2002 1 0:48'·-·-·-·-·-·-·-·-·-·-·-·-·-' 
To: s u sa n G ra ha m r·-·-·-·-cCiCie_A_·-·-·-·; 
Subject: RE: Disclos-ure·-afexperfreport to relatives of deceased 
patients 

Thanks for looking at this Susan. 

Would it still be open for the relatives to seek a court order requiring disclosure? 

-Mike 

-----0 rig in al Message-;::.:::.·-·-·-·-·-·-·-·-·-·-·-
From: Susan Graham! Code A ! 
Sent: 21 Jun 2002 1o::n-·-·-·-·-·-·-·-·-·-·-·-· 

To: Michael Hudspith l.~~~~~?~iX~:~J 
Subject: Disclosure of expert report to relatives of deceased patients 

Mike 

I have read the sections of the expert's report at flags D and F, which relate to Alice Wilkie, Robert Wilson and Eva 
Page. I am concerned that some of the paragraphs in the report relate, not only to the patients, but also to the 
medical staff concerned, particularly Or Barton. Under the Data Protection Act, the deceased do not have rights, but 
the living do. If we disclose these paragraphs of the report, we may violate Or Barton's rights as a data subject. 

The paragraphs I am particularly concerned about are: 4.8, 4.9, 4.11. 4.13, 4.14, 5.9, 5.12, 5.15, 5.17, 5.18, 6.13, 
6.15, 6.17, 6.18. 

In view of this, my recommendation is that we do not disclose the report as we need to respect Or Barton's rights as a 
data subject. 

Susan. 

e PS I will bring your file back upstairs. 

1 



Your reference: 

Our reference: 2000/2047 

21 June 2002 

First Class Post 

Code A 

Dear Mr Page 

Mrs Eva Page 

GMC1 00829-0280 

GENEI\_AL 
lv\_EDICAL 
COUNCIL 
Protccring patients. 

guiding docrors 

I write further to your letter of 17 May 2002 and our recent telephone conversations 
regarding your mother's case. Please accept my apologies for the delay in responding. 

I have now had an opportunity to speak with Hampshire Constabulary ancj. taken advice from 
both senior colleagues and our own solicitors about disclosing to you copies of the expert 
opinions prepared during the recent police investigation. 

As with all record holders, the GMC is bound by the terms and conditions of the Data 
Protection Act 1998 when deciding how and why personal data is processed. Personal data 
is information about identifiable, living individuals and includes both facts and opinions about 
the individual. Processing incorporates the concepts of 'obtaining', holding' and 'disclosing' 
information. 

I am advised that, were we to release these documents to you, we may be violating the rights 
of data subjects (certain individuals named in the documents). I am afraid therefore that due 
to restrictions placed upon us by the Data Protection Act we are unable, at this time, to 
disclose the information you have requested. 

That said, I am also advised that under the Data Prote.ction Act we can provide personal 
information to a third party if required to do so by a court ·order. Should you wish to consider 
pursuing this option, you should approach a solicitor for advice. 

I am s<;>rry that I can not be of further help at this time. 
( 

.-·-·-·-·-·-·-Yo.uJs_sia.::·.e.ce.lv. _____ >«:] ________ ........................ , 

~T-Mi~e~~;~--~-------_j 
Fitness to Practise Directorate 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
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Mr M. Hudspith 
General Medical Council 
178 Great Portland Street 
London Wl W 5JE 

Dear Mr Hudspith, 
Mrs Gladys Richards 

246 Kings Drive 
Eastbourne 
East Sussex 
BN212XE 

28th May 2002 

GMC1 00829-0281 

As progress is being made with your enquires regarding the conduct of medical staff 
at the Gosport War Memorial Hospital I wish the following concerns to be put on 
record. 

When I approached the Gosport C.I.D. on 2 October 1998 I alleged a case of gross 
negligence manslaughter relating to the death of my mother, Mrs Gladys Richards. I 
quoted the points of law to be proved following Lord MacKay's ruling in 1995 
concerning the case of Adomako. At that time I had not seen the medical files. 

As you are aware the second investigation commencing in October 1999 revealed the 
contents of the files to me. I subsequently alleged a more serious situation as it 
appeared to me there was written indication of 'intent'. I am still of that opinion. The 
total diSregard of Dr. Ian Reid's letter dated 5 August 1998 and the discharge letter 
from Haslar dated 10 August 1998 constitutes more than negligence. In addition the 
discharge note from Haslar dated 17 August 1998 indicates my mother was once more 
mobile. The medical files are now in your possession and you are aware of the grave 
issues raised. The P.C.A. upheld all my complaints relating to 'investigative failures' 
in the first investigation by Gosport C.I.D. I understand a similar situation has arisen 
relating to cases brought to the attention of police in 2001 and formal complaints have 
been lodged with the Chief Constable. 

I .am aware of the boundaries set for the G.M.C. and cases are not referred to the 
criminal court. However the patterns set in my mother's case and apparently followed 
in approximately nine other cases (to date) are such that I feel very strongly they 
should be dealt with in a Court of Law. A recent remark in a conversation with a 
police officer "Juries do not like to convict Doctors" says something of the 
intelligence of the average jury and the explanation of the law by an unbiased judge -
let alone the Obiter Dicta by a Judge (Mars- Jones/Carr) (1986) 



GMC100829-0282 

I hope your legal panel will bear this in mind and make recommendations accordingly 
before deciding on a hearing only before the G.M.C. I understand that a hearing 
would be open to the public with press coverage and this could bar a case being heard 
in the criminal court. 

,--·-·-·-·-·-.Yo_urs._sinc.e.relY.. ____________________________________________________ , 

i CodeA i 
! i 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Gillian. M. MacKenzie 

Copies: 
RT Hon David Blunkett MP 
Paul Kemaghan Chief Constable 
Nigel Waterson MP Eastbourne 
Peter Viggers MP Gosport 
Duncan Geer PCA 
Paul Close CPS London 
David Parry Treasury Counsel 
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In reply please quote Mhu/FPD/2000/2047 

5 June 2002 
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GENERAL 
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COUNCIL 
Protecting patients, 

guiding doctors 
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Dear Ms MacKenzie 

Re: Mrs Gladys Richards 

Thank you for your letter of 28 May 2002, the contents of which have beet. 
noted. 

Your correspondence has been passed to Mr Hudspith and he will be in 
contact as soon as possible. 

Yours sincerely 

!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

~----~-~~-~---~----~ 
Desrine Emmanuel 
Caseworker Assistant 
For Michael Hudspith (Senior Caseworker) 

,.Ei.tn.ass..toJ~.racti.s_eJJir.e._c.t.Qr.a t e 
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Tel. 01329-284661 

Mr M HUDSPITH 
British Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

Dear Mr HUDSPITH, 

WAR MEMORIAL HOSPITAL, GOSPORT 

GMC100829-0284 

Code A 
28 June 2002 

It has been brought to my attention that you are involved in an investigation into various members of the medical 
staff at the above hospital in late 1998, and feel you should be aware of the untimely death of my step-father in 
September of that year whilst under its care, if you do not know already. 

My step-father was Arthur Denis Brian CUNNINGHAM, who was admitted into this hospital on 21 September 
with serious bed-sores, as outlined in various papers sent by me to the Hampshire Constabulary some considerable 
time ago. He died on 26 September, apparently from Bronchopneumonia. 

For my own peace of mind, I would like you to take account of Mr CUNNJNGHAM's case along with the others, 
and I will be pleased to assist your enquiries in any way possible. To this end, I would be readily available for a 
personal interview in your office during most of July and August, as I will be residing in London during that period. 

I look forward to hearing from you. 

Yours faithfully, 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. ·-·-·-·-·-·-·-·-·-·-·-·-·-·-
i i 
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C R S FARTHING 
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In reply please quote MH/GWMH/misc 

1 July 2002 

Dear Mr Farthing 

War Memorial Hospital, Gosport 

GMC100829-0285 

GEN.;EI\_AL 
M_EDICAL 
G.OUNCIL 
Protecting patients, 

~· 

guiding doctor!, 
~ 
. t 

). , 

Thank you for your letter of 21 February 2002, the contents of which have 
been noted. 

Your correspondence has Qeen passed to Mr Hudspith and he will be in 
contact as soon as possible. 

Yours sincerely 

Code A 
nes.riii-e-·Emma-n·ii·er-·-·-·-·-·-·-·-·-·-·-· 
Caseworker Assistant 
For Michael Hudspith {Senior Caseworker) 
Fitness to Practise Directorate 
Phone: 020 7915 3603 
Fax: 020 7915 3642 

qS Great Portland Street London \VI \V 3JE Telephone o2o 718o 7642 Fax o2o 79' 1 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
Registered Charity No. 1 o 8 9 2 7 8 
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18th May 2~02 

The General'Medical Council 
178 Gr~at Portland Street 
London 
W1W5JE 

_.-, 

Dear Sir, 

M RECEI~D 

2 1 MAY 20DZ 

GMC1 00829-0286 

Regarding the death of my Father Robert Caldwell Wilson a~the Gosport 
War Memorial Hospital on 18th October 1998. 

I wish to make a foimal complaint against Dr Jane Barton and Gill Hamblin, who were I 
believe, responsible for my fathers care, administration of drugs and his death. 

My father's death has been investigated by Hampshire police and by two medical experts, the 
information of their findings is in a secret report now held by Hampshire police. 

I wish to be kept fully informed with regards this complaint and the eventual outcome. 

If I can be of any further help please do not hesitate to contact me. 

Yours sincerely 

Code A 
lain Wilson. 
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30th June 2002 

Mr Michael Hudspith 
Fitness to Practice directorate 
The General Medical Council 
178 Great Portland Street 
London 
WlWSJE 

Dear Sir, 

GMC1 00829-0287 

Please find enclosed a copy of my letter regarding the unlawful killing of my father and my wish to make a formal 
complaint against the Doctor and Sister responsible for his health and ultimately his death at the Gosport War 
Memorial Hospital on the 18th October 1998. This letter was dated 18th May 2002 and sent by recorded 
delivery, to the General Medical Council. 

This week I phoned the GMC as I have not received a reply or indeed an acknowledgement to my letter to be told 
that my complaint had not been received, and that there were in fact, no complaints against Dr Jane Barton. 

This I do not believe and in fact, all that has been done is the same as in other relatives complaints regarding 
deaths at this hospital at the hand of this Doctor, my formal complaint has been deliberately mislaid. 

Please confirm receipt of this letter and that my formal complaint has been received and will be acted upon . 

. e I wish to be kept fully informed about this matter and any hearings with regard this Doctor. 

I await your early reply 

Yours Sincerely 

Code A 
lain Wilson 
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18th May 2002 

The General Medical Council 
178 Great Portland Street 
London 
W1W5JE 

Dear Sir, 

GMC1 00829-0288 

Regarding the death of my Father Robert Caldwell Wilson at the Gosport 
War Memorial Hospital on 18th October 1998. 

I wish to make a formal complaint against Dr Jane Barton and Gill Hamblin, who were I 
believe, responsible for my fathers care, administration of drugs and his death. 

My father's death has been investigated by Hampshire police and by two medical experts, the 
information of their findings is in a secret report now held by Hampshire police. 

I wish to be kept fully informed with regards this complaint and the eventual outcome. 

If I can be of any further help please do not hesitate to contact me. 

Yours sincerely 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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In reply please quote MH/GWMH/misc 

3 July 2002 

M.U?..Lo._W._i.ll?.QO __________ _ 

Code A 

Dear Mr Wilson 

GMC1 00829-0289 

GEN .. EI\_AL 
-M_EDICAL 
C.OUNCIL 
Protecting parl!?nrs. 
guiding doctor~, 

" . t 
) 

Thank you for your letter and enclosures of 30 June 2002, the contents of 
which have been noted. 

Your correspondence has been passed to Mr Hudspith and he will be in 
contact as soon as possible. 

Yours sincerely 

~--cotie--A--1 
i ! 
i ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-J 

Desrine Emmanuel 
Fitness to Practise Directorate 

:·-·-·-·-·-·-·-·-·-·-·-·-·-·-c-<>cfe·-p:·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
; ___ .F=.ax:·-a2·a-·-t~f:rs·-:3"s42·-·-·-·-·-·-·-·-·-·· 

r7S Great Portland Street London \\"1\\" 'i)E Telephone o2o 7<;8o 76+2 Fax olo J'JI I" 36+1 

email gmc@gmc-uk.org \\"\\"\\".gmc-uk.org 

Rcgistt:r~d Charity :\o. to89278 
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F'ie<we <lcidnO!::<s your rq;ly to Hw Fitnes,; to F·'mdist~ Oirectorate 
Fax.: 020 '1915 36tHl 

Code A 

f)~_:;:ar "[): E3arton 

GMC1 00829-0290 

A rnemt.1er of th:: Councli, v.·ho i~; <:"Jppeintc:d under F<ule ·~ of the c;cr-tcl·cd fv~edicd Council 
Pr<::2!irrlin'~~'l ~'roceedings Cornmit(ee and F'rofession;JI C~onciuct Cornrniltee (Procedure) 
HcHes 108!:3 t(J 9ive in:hal consideration io c:a~;es, has asked n~e to notify you, undt=:r rufe 
fiD} of tho~'ie F:ulcs. tbat the Council has received frorn Hampshire Constabulary 
iniorrnation v-.-'hrch appe:m:; to ~~~ise J question wheUwr, as .:J rt.'[!l:~·.tel"<:::d :-nedica! 
pr<J<)lttoner. you h.;'J 1./e ccn·:rnilt::':?\.1 :~~crious f-lrofess!ona:! r·nisconducl :,v!thin tl1r: meaning of 
sec~tic}n ::~~-tS('1) ()f the ivted1ca~ Ac·t --~ ~~~83. ;:. .... copy ·of U:t:~ rek::vant pr"ov:sitJn:$ o'f the I\ et;£''} 
'~'r'"l·--.-~'"'~ .,,.,_.""~·h 1,,- ~~-·it·h r·rlf'l."''~ r-.f thp Prr,.~-.,,j,,n,. c'·'l!··::c-. th··o C:;\,.1(~'''· r'l''hr 1·r-co,t·:r,--J ''C:'r··r'd" -...~-~'-~~ .. >~--·~--~-:~ t·-.l~·-..... 1 '·--·~ ~:i1!, '-.·'"·· ,·' t;,:_,._+ -. .$· _, ''·-~ ~ .. ~!t.-.o<L-..., .. w . ....,_ c \1.. ,t:;':.,:;, . ,.t,. ....... l,., ...,_, .,_, f-"'-...•: ....... v!.-~ -~vt, .J.,Jv- . 

~/1,_-:;dic<jl Pu:lctice'· :c;nd of a paper about the {_31\ilC.:·s f:tness to practise proces~>es. 

ln the infotTnalkn ;t ts alleged th<:lt: 

l .t-.l the rnal<?;rial t:me:~. yc·u v:~<:de a registered rr:ec.lic:li p::JcliUoner vvorkinq as ;:::; clinrcai 
ass~!stant ::n t?·lcJ-er!:'-/ rnr:dicin-(; Jt t.h.e (Josp-ort V'iar f\~1erlllJrtai 1--·~t)sp:tal::. f·-iafllpsh~re: 

I. ()n :n· February ·1 £19:3 Evz1 Pa•;w was admiH•:::·d to Dryad VVard :::ll 
r_:· ,~,,., lv'r··t \i\l:-:1 r ~"1''''T>r·:r·i --:.1 i"kl•" n•tp 1 1iqr n ·:- lli'-l [wP r~ ~-Jr'-' :I''·~· 'l. r·!rJ· j--,c,!· "r-1 \._~) ... ~._) 1 .•1,.._.1 >1 ~·~~• ~V!,_.~ .. ~· .'t~~ •'--.:;,_f..._., ........ l '-.:• ;--··Cl!,( .• ~ ...... ..,.,._ .. ,._._. ~'!:_-!.\), :;: J<;.,. ~~t") 

diagnosed at the Ouecn /:..lexc::H·!dt?.f' Hospital w~th probabk~ 
can::inom::'l of the bronchus 

ii ()n 3 f·::1atch -;f)08· yc;u pn.:;scrib~:.H.i ci~.arr1orphine. hyDsc!nt::. and 
mkLlzol;:~rn to b:.'; adrnini.5:t>_';r,:;.~d subcutanr_:_:ousiy via ~::;yrin~Jf.=:: rlrivc-;r 

t:, ··{our prE.~scr~brn:~j tc rArs F)aSJe c.rf c::;,piate ;ancJ sef.iativr:. ·drusJs \;vas 
in3pprcpri.:Jte rind/or unprofr:~ss~ona! in tht.1t 

she· ~vas startf;d on rJpfoJd analq~:;si~J in Ui(: :=~b:3f:nC('~ c·f fir!<)t 
psychr;gedr~~tdc ~1dVic:_:; 

ri!. ti·:·::: Sf.mciftc reasons for cornmencinq subcuL.:~n::::'ous inlw:;ion of 
OJJiatf;: and se:::Wtive dnv:::; vV(He not adecju:alel\i recorcied ~n medic:::ll 

- J • 
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GMC1 00829-0291 

you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Page's 
condition; 

On 6 August 1998 Alice Wilkie was admitted to Daedalus Ward 
at Gosport War Memorial Hospital for observation following 
treatment at the Queen Alexandra Hospital for a urinary tract 
infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be 
administered subcutaneously 

iii. These drugs were administered to M rs Wilkie from 20 August 1998 
until her death the following day 

iv. Mrs Wilkie had not been prescribed or administered any analgesic 
drugs during her time on Daedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

1. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

ii. the prescription for diamorphine, hyoscine and midazolam was 
undated 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

iv. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Wilkie's 
condition 

c. Your management of Mrs Wilkie was unprofessional in that you failed to 
pay sufficient regard to Mrs Wilkie's rehabilitation needs; 

a. I. 

/ 

On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitation following 
a hip replacement operation performed on 28 July 1998 at the 
Haslar Hospital, Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam and 
haloperidol 

iii. Although Mrs Richards did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

Protecting patients, 

guiJing Joctors 
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1v. On 13 August 1998 Mrs Richards artificial hip joint became 
dislocated and underwent further surgery at the Haslar Hospital, 
returning to Daedalus ward on 17 August 1998 

V. On 18 August 1998 you prescribed diamorphine, haloperidol, 
midazolam and, on 19 August 1998, hyoscinewhich was 
administered to Mrs Richards subcutaneously and by syringe driver 
until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 M rs Richards received no foods 
or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive 
to oromorph and had had a prolonged sedated response to 
intravenous midazolam 

ii. insufficient regard was given to the possibility of using milder or 
more moderate analgesics to control Mrs Richards pain 

iii. opiate and sedative drugs were administered subcutaneously when 
you knew or should have known that Mrs Richards was capable of 
receiving oral medication 

iv. You knew or should have known that opiate and sedative drugs 
were prescribed in amounts andcombinations which were 
excessive and potentially hazardous to a patient in Mrs Richards' 
condition 

d. Your management of Mrs Richards was unprofessional in that you failed 
to pay sufficient regard to Mrs Richards' rehabilitation needs.; 

a. i. On 21 September 1998 Arthur Cunningham was admitted to 
Dryad ward at Gosport War Memorial Hospital with a large sacral 
necrotic ulcer with necrotic area over the left outer aspect of the 
ankle 

ii. After reviewing Mr Cunningham yo/u prescribed oromorph and later, 
via syringe driver, diamorphine, midazolam to which was added 
hyoscine on 23 September 

iii. Although Mr Cunningham did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr 
Cunningham's death on 26 September 1998 

b. Your prescribing to Mr Cunning ham of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. 

Protecting patients, 

guiding doctors 

insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 
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ii. the reasons for the switch to subcutaneous infusion and the 
subsequent increases in dosages were not adequately recorded in 
medical or nursing records · 

iii. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in 
Mr Cunningham's condition 

c. Your management of Mr Cunningham was unprofessional in that you 
failed to pay sufficient regard to Mr Cunningham's rehabilitation needs; 

a. i. On 14 October 1998 Robert Wilson was transferred from to 
Dryad Ward at Gosport War Memorial Hospital for rehabilitation, 
following treatment at the Queen Alexandra Hospital for a fractured 
left humerus 

ii. Between 16 October 1998 and Mr Wilson's death on 18 October 
1998 you prescribed oromorph, diamorphine, hyoscine and 
midazolam 

iii. Diamorphine, hyoscine and midazolam were administered 
subcutaneously to Mr Wilson via syringe driver from 16 October 
1998 . 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam was 
undated 

ii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs and the subsequent increases in 
dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardoys to a patient in Mr Wilson's 
condition 

c. Your management of Mr Wilson was unprofessional in that you failed to 
pay sufficient regard to Mr Wilson's rehabilitation needs. 

Copies of information from Hampshire Constabulary may be found in the enclosed 
bundle of papers which is indexed at page 2. 

The member has directed, in accordance with the Procedure Rules, that the information 
received from Hampshire Constabulary be referred to the Preliminary Proceedings 
Committee of the Council. That Committee will consider the information any written 
explanation provided by you, to determine whether the case should be referred to the 
Professional Conduct Committee of the Council for inquiry into a charge against you. 

Protecting patients, 

guiding doctors 
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You are invited to submit at your earliest convenience a written explanation of the 
foregoing matter. The next meeting of the Preliminary Proceedings Committee will be 
held on 29- 30 August 2002. lt is in your interests that the Committee should have time 
to give careful consideration to any explanation you may wish to offer. You may 
therefore find it helpful to know that any explanation received by the Council before 
21 August 2002 will be circulated to the Committee before the meeting. Any explanation 
received between 21 and 29 August 2002 will be placed before the Committee on the 
day of1he meeting. Please address your explan£ti9..1JJ9L.tb~.-9.tl.~nti.9_(1 of Lorna Johnston, 

Conduct Case Presentation Team, fax number: i-·-·-·-·-·-·-·~~~·~·-~·-·-·-·-·-·-·_i 

If you intend to consult your medical defence society, or to take other legal advice, you 
should do so without delay. 

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 10 days of receipt of this letter, of the name and address of 
all of your current employers including the Health Authority with which you have a 
service agreement, any locum agencies with whom you are registered, and the hospital 
or surgery at which you are currently working. If you engage in any non-NHS work, you 
are also required to notify us, within the same period of time, of the name of the 
organisation or hospital by· which you are employed, or have any working arrangements. 
If you are approved under Section 12 of the Mental Health Act, you must also notify us 
of this fact. 

I enclose a form for you to complete and return in the envelope provided. Please forward 
this information direct'ly to me. Upon receipt of these details, your employers will be 
notified of the Committee's consideration of the matter. Failure to comply with this 
statutory requirement may result in further proceedings against you. 

The documents enclosed with this letter may contain confidential material. This material 
is sent to you solely to enable you to respond to the allegations in this letter: it must not 
be disclosed to anyone else, except for the purpose of helping you to prepare your 
defence. 

Please will you write personally to acknowledge receipt of this letter quoting the 
reference shown above. 

Yours sincerely 

r-·~-~-~-~--~--~ 
1·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Gerry Leighton 
Assistant Registrar 

/ 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
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Michael Hudspith (7915 3617) 

From: 
Sent: 
To: 
Subject: 

Michael Hudspith (7915 3617) 
11 Jul 2002 12:56 
FPD Disclosure 
Or Jane Barton (PPC - 29/08/02) 

Importance: High· 

Or Barton's case is scheduled to be considered by the PPC at their meeting on 29 - 30 August 2002 

FPD case ref no.: 2000/2047 

Or's reg. no.: 1587920 

Nature of Conduct: Substandard clinical practice and care 

Notification sent to Or: 11 July 2002 

Charges 

1. At the material times you were a registered medical practitioner working as a clinical assistant in elderly 

3. 

medicine at the Gosport War Memorial Hospital, Hampshire; 

a. i. On 27 February 1998 Eva Page was admitted to Dryad Ward at 
Gosport War Memorial Hospital for palliative care having being diagnosed at the Queen 
Alexander Hospital with probable carcinoma of the bronchus 

ii. On 3 March 1998 you prescribed diamorphine, hyoscine and midazolam to be administered 
subcutaneously via syringe driver 

b. Your prescribing to Mrs Page of opiate and sedative drugs was inappropriate and/or unprofessional in 
that 

a. 

i. she was started on opioid analgesia in the absence of prior psychogeriatric advice 

ii. the medical and nursing records do not indicate that Mrs Page was distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion of opiate and sedative drugs 
were not adequately recorded in medical or nursing records 

iv. you knew or should have known that opiate and sedative drugs were prescribed in amounts 
and combinations which were excessive and potentially hazardous to a patient in Mrs Page's 
condition; 

i. On 6 August 1998 Alice Wilkie was admitted to Daedalus Ward 
at Gosport War Memorial Hospital for observation following treatment at the Queen Alexandra 
Hospital for a urinary tract infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be administered subcutaneously 

iii. These drugs were administered to Mrs Wilkie from 20 August 1998 until her death the 
following day · 

iv. Mrs Wilkie had not been prescribed or administered any analgesic drugs during her time on 
Daedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was inappropriate and/or unprofessional 
in that 

i. insufficient regard was given to the possibility of alternative milder or more moderate 
treatment options 

---------ii:-----fhe prescription for diamorphine, hyoscine and midazolam was undated 

iii. the specific reasons for commencing subcutaneous infusion of opiate and sedative drugs 
were not adequately recorded in medical or nursing records 

iv. you knew or should have known that opiate and sedative drugs were prescribed in amounts 
and combinations which were excessive and potentially hazardous to a patient in Mrs Wilkie's 
condition 

c. Your management of Mrs Wilkie was unprofessional in that you failed to pay sufficient regard to Mrs 

1 
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Wilkie's rehabilitation needs; 

i. On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitatio~ following a hip replacement 
operation performed on 28 July 1998 at the Haslar Hospital, Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you prescribed oromorph, 
diamorphine, hyoscine, midazolam and halopendol 

iii. Although Mrs Richards did not have a specific life threatening or terminal illness you noted in 
the medical records that you were 'happy for nursing staff to confirm death' 

iv. On 13 August 1998 Mrs Richards artificial hip joint became dislocated and underwent further 
surgery at the Haslar Hospital, returning to Daedalus ward on 17 August 1998 

v. On 18 August 1998 you prescribed diamorphine, haloperidol, midazolam and, on 19 August 
1998, hyoscine which was administered to Mrs Richards subcutaneously and by syringe 
driver until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 Mrs Richards received no foods or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was inappropriate and/or 
unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive to oromorph and had 
had a prolonged sedated response to intravenous midazolam 

ii. insufficient regard was given to the possibility of using milder or more moderate analgesics to 
control Mrs Richards pain 

iii. opiate and sedative drugs w'ere administered subcutaneously when you knew or should have 
known that Mrs Richards was capable of receiving oral medication 

iv. You knew or should have known that opiate and sedative drugs were prescribed in amounts 
and combinations which were excessive and potentially hazardous to a patient in Mrs 
Richards' condition 

d. Your management of Mrs Richards was unprofessional in that you failed to pay sufficient regard to 
Mrs Richards' rehabilitation needs.; 

5. a. i. On 21 September 1998 Arthur Cunningham was admitted to Dryad ward at Gosport 
War Memorial Hospital with a large sacral necrotic ulcer with necrotic area over the left outer 
aspect of the ankle 

ii. After reviewing Mr Cunningham you prescribed oromorph and later, via syringe driver, 
diamorphine, midazolam to which was added hyoscine on 23 September 

iii. Although Mr Cunningham did not have a specific life threatening or terminal illness you noted 
in the medical records that you were 'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr Cunningham's death on 
26 September 1998 

b. Your prescribing to Mr Cunningham of opiate and sedative drugs was inappropriate and/or 
unprofessional in that 

i. insufficient regard was given to thepossibility of alternative milder or more moderate 
treatment options 

ii. the reasons for the switch to subcutaneous infusion and the subsequent increases in dosages 
were not adequately recorded in medical or nursing records 

iii. you knew or should· have known that opiate and sedative drugs were prescribed in amounts 
and combinations which were excessive and potentially hazardous to a patient in Mr. 
Cunningham's condition 

c. Your management of Mr Cunningham was unprofessional in that you failed to pay sufficient regard to 
Mr Cunningham's rehabilitation needs; 

6. a. i. On 14 October 1998 Robert Wilson was transferred from to Dryad Ward at Gosport 
War Memorial Hospital for rehabilitation, following treatment at the Queen Alexandra 

Hospital for a fractured left humerus 

ii. Between 16 October 1998 and Mr Wilson's death on 18 October 1998 you prescribed 
oromorph, diamorphine, hyoscine and midazolam 

2 
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iii. Diamorphine, hyoscine and midazolam were administered subcutaneously to Mr Wilson via 
syringe driver from 16 October 1998 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was inappropriate and/or unprofessional 
in that 

i. the prescription for diamorphine, hyoscine and midazolam was undated 

ii. the specific reasons for commencing subcutaneous infusion of opiate and sedative drugs and 
the subsequent increases in dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs were prescribed in amounts 
and combinations which were excessive and potentially hazardous to a patient in Mr Wilson's 
condition 

c. Your management of Mr Wilson was unprofessional in that you failed to pay sufficient regard to Mr 
Wilson's rehabilitation needs. 

3 



Your ref: 

~ 
In reply ~ase quote: 2000/2047 

11 July 2002 

First Class Post 

Or Peter Old 
Acting Chief Executive 
Isle of Wight, Portsmouth and 
South East Hampshire Health Authority 
Finchdean House 
Milton Road 
Portsmouth P03 6DP 

Dear Or Old 

Or Jane Barton [~~~~~~~~i~~~] 

GMC1 00829-0298 
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I write further to our previous correspondence regarding Or Barton. 

I am now able to confirm that a case against Or Barton based on the information 
received Hampshire Constabulary is scheduled to be considered on 
29- 30 August 2002 at a meetiDg of the Council's Preliminary Proceedings 
Committee. lt will be for that Committee to decide whether the doctor should be 
referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that the case raises no issue of serious 
professional misconduct, they may conclude the matter by issuing a warning or 
advisory letter to the doctor about her future conduct, or decide to take no action. 
We will write to you again after the Committee meeting to inform you of our 
decision. 

As the Council's deliberations. at this stage of our procedures is private, I would 
askyou not to disclose this information to any other persons. 

-·-·-·-·-·-·-·-·Y:ours_.sJnce.celv~.-·-·-·-·~·-·-·-·-·-·---· i i 

i CodeA i 
i i 

L._.7·-·-· ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·] 
. Michael Hudspith 

Fitness to Practise Directorate 
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11 July 2002 
.. 

First Class Post 

Or RI Reid . 
Department of Elderly Medicine 
South Block 
Queen Alexandra Hospital 
Portsmouth 
P06 3LY 

Dear Or Reid 

D r J a ne Ba rto n r-cod-e-·A-·1 
·-·-·-·-·-·-·-·-·-·-·-·---·~ 

GMC1 00829-0299 

GENEI\_AL 
M_EDlCAL 
CO-UNCIL 
Protcctin[J patients . 

9uiding doctors 

--. ~ 

I write further to our previous correspondence regarding Or Barton. 

I am now able to confirm that a case against Or Barton based on the information 
received Hampshire Constabulary is scheduled to be considered on 
29- 30 August 2002 at a meeting of the Council's Preliminary Proceedings 
Committee.. lt will be for that Committee to decide whether the doctor should be 
referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that the case raises no issue of serious 
professional misconduct, they may conclude the matter by issuing a warning or 
advisory letter to the doctor about her future conduct, or decide to take no action. 
We will write to you again after the Committee meeting to inform you of our 
decision. 

As the Council's deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 
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Dear Mr Page 

Gosport War Memorial Hospital 

GMC1 00829-0300 

GENEI\_AL 
N\_EDICAL 
CO-UNCIL 
Prorccring potions . 

guiJing donors 

I write further to your letter of 17 May 2002 regarding the death of your mother, 
Eva Page. I am sorry that I have not been able to update you fully on our 
consideration of this case before now. 

As you are .aware, following the conclusion of their investigation, Hampshire 
Constabulary forwarded their case papers to the GMC for us to consider whether 
action under our fitness to practise procedures was warranted against any 
individual doctors. 

These papers have been carefully considered and, in relation to Mrs Page's 
clinical management, it was decided that the reported actions of Or Lord did not 
raises any issues serious enough to warrant the restriction or removal of her 
registration. As such, we do_ not intend taking any further action against her. 

I can confirm, however, that a case against Or Jane Barton is scheduled to be 
considered on 29- 30 August 2002 at a meeting of the Council's Preliminary 
Proceedings Committee. lt will be for that Committee to decide whether the 
doctor should be referred to the Professional Conduct Committee on a charge of 
serious professional misconduct. 

Should the Committee decide that no issue of serious professional misconduct is 
raised by these allegations, they may conclude the matter by issuing a warning 
or advisory letter to Or Barton about her future conduct, or decide to take no 
action. Please note that the relevant Trusts and Health Authorities have also 
been notified. We will write to you again after the Committee meeting to inform 
you of our decision. 

As the Council's deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 
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M_EDICAL 
COUNCIL 
Protecting patients, 

guitling doctors 

__ _.l.?_in.VY.H§.Q_o. _________________________ _ 

Code A 

Dear Mr Wilson 

Or Jane Barton r-·-·-·co-Cie·A-·-·-·1 
i...-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

. 
. . 

I write further to your previous letters of 18 May and 30 June 2002. I apologise 
for the delay in responding and for the apparently false information you were . 
given when you telephoned this office. 

I should b~gin by explaining that that GMC only has jurisdiction over doctors. We 
are therefore unable to consider a compliant about Sister Hamblin. Should you 
wish to pursue a complaint about Sister Hamblin you should write to the Nursing 
and Midwifery Council at 23 Portland Place London W1 B 1 PZ. 

As you are aware, following the conclusion of their investigation, Hampshire 
Constabulary forwarded their case papers to the GMC for us to consider whether 
action under our fitness to practise procedures was warranted against any 
individual doctors. 

.. 

I am now able to confirm that, in relation to the information relating to Mr Wilson's 
clinical care, a case against Or Barton is scheduled to be considered on 
29- 30 August 2002 at a meeting of the Council's Preliminary Proceedings 
Committee. lt will be for that Committee to decide whether the doctor should be 
referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that the case raises no issue of serious 
professional misconduct, they may conclude the matter by issuing a warning or 
advisory letter to the doctor about her future conduct, or decide to take no action. 
Please note that the relevant Trusts and Health Authorities have also been 
notified. We will write to you again after the Committee meeting to inform you of 
our decision. 

As the Council's deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 
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Det Supt John James 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth P02 8BU 

Dear Det Supt James 

Dr Jane Ann Barton :·-·-·code-·A·-·-·: 
i-·-·-·-·-·-·-·-·-·-·-·-·-·.: 
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GENEI\_AL 
M_EDICAL 
COUNCIL 
Protccring patiCins, 

9uiding Joctors 

I write further to our previous correspondence concerning Or Barton. 

I am now able to confirm that the information forwarded by Hampshire 
Constabulary concerning Or Barton is scheduled to be considered on 
29- 30 August 2002 at a meeting of the Council's Preliminary Proceedings 
Committee. lt will be for that Committee to decide whether the doctor should be 
referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that no issue of serious professional misconduct is 
raised by these allegations, they may conclude the matter by issuing a warning 
or advisory letter to the doctor about her future conduct, or decide to take no 
action. Please note that the relevant Trusts and Health Authorities have also 
been notified. We will write to you again after the Committee meeting to inform 
you of our decision. 

As the Council's deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 

·-·-·-·-·-·-·_y_q_~_r-~ __ §_!o.~_r§.l_'{~---·-·-·-·-·-·-·-·-·-·' 

\ CodeA \ 
!·-·-·-·- -·-}?.;":·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.! 

7 JVJichael Hudspith 
Fitness to Practise Directorate 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~ 

' ' 

i CodeA i 
i i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

178 Great Portland Street London \VI\\' )jE Telephone o2o 75So 76+2 Fax o2o 791) 3b+l 

L'mai I <TmcW:: er me- uk. ora \\"\\"\\".er m c-uk. or" 
~ '~~::::- ::::- ,::.. :::.. 



• 

Your ref: 
~ 
In reply ph~ase quote: 2000/2047 

11 July 2002 
.. 

First Class Post 

Mr C R S Farthing 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

I Code AI 
' ' i i 
i i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Dear Mr Farthing 

Gosport War Memorial Hospital 

GMC1 00829-0305 

GENEI\_AL 
M._EDICAL 
COUNCIL 
Protecting patients . 

guiding doctors 

I write further to your letter of 28 June 2002 regarding the death of your step father, 
Arthur Cunning ham. 

As you may be aware, following the conclusion of their investigation, Hampshire 
Constabulary forwarded their case papers to the GMC for us to consider whether 
action under our fitness to practise procedures was warranted against any individual 
doctors. · 

I am now able to confirm that, as a result of information received about 
Mr Cunning ham's clinical management, a case against Or Jane Barton is scheduled 
to be considered on 29- 30 August 2002 at a meeting of the Council's Preliminary 
Proceedings Committee. lt will be for that Committee to decide whether the doctor 
should be referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that the case raises no issue of serious professional 
misconduct, they may conclude the matter by issuing a warning or advisory letter to 
the doctor about her future conduct, or decide to take no action. Please note that the 
relevant Trusts and Health Authorities have also been notified. We will write to you 
again after the Committee meeting to inform you of our decision. 

As the Council's deliberations at this stage of our procedures is private, I would ask 
you not to disclose this information to any other persons. 
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Dear Mrs MacKenzie 

Dr Jane Ann Barton r·-c·ode-·A-·l 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
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G ENER._AL 
M_EDICAL 
COUNCIL 
Protecting patienrs. 

guiding doctors 

I write further to our previous correspondence and telephone conversations 
about Or Barton. 

I am now able to confirm that the information forwarded by Hampshire 
Constabulary concerning Or Barton is scheduled to be considered on 
29- 30 August 2002 at a meeting of the Council's Preliminary Proceedings 
Committee. lt will be for that Committee to decid8' whether the doctor should be 
referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

Should the Committee decide that no issue of serious professional misconduct is 
raised by these allegations, they may conclude the matter by issuing a warning 
or advisory letter to the doctor about her future conduct, or decide to take no 
action. Please note that the relevant Trusts and Health Authorities have also 
been notified. We will write to you again after the Committee meeting to inform 
you of our decision. 

As the Council's deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 
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syringe driver a device to ensure that a 
syringe releases medicine over a defined 
length of time into the body. 

terminal care care given in the last weeks 
of life. 

terms of reference the rules by which a 
committee or group does its work. 

trust board a group of about I 2 people 
who are responsible for major strategy and 
policy decisions in each NHS trust. 
Typically comprises a laY' chairman, five 
lay members, the trust chief executive and 
directon;. 

Unison Britain's biggest trade union. 
Memben; are people working in the public 
services. 

United Kingdom Central Council (UKCC) on 
I April 2002 the UKCC ceased to exist. Its 
successor body is The Nursing and 
Midwifery Council (NMC). Its purpose was 
to protect the public through establishing 
and monitoring professional standards. 

ward round A regular review of each 
patient conducted by a consultant, often 
accompanied by nun;ing, pharmacy and 
therapy staff. 

Wessex palliative care guidelines local 
guidance to help GPs, community nurses 
and hospital staff as well as specialist 
palliative care teams. It provides .a checklist 
for management of common problems in 
palliative care, with some information on 
medical treatment. It is not a 
comprehensive textbook. 

whistle blowing the act of informing a 
designated person in an orgarrisation that 
patients are at risk (in the eyes of the 
person blowing the whistle). This also 
includes systems and processes that 
indirectly affect patient care. 

whistle blowing policy a plan of action for 
a pen;on to inform on someone or to put a 
stop to something. 
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powers. They were set up in response to 
the Department of Health's Shifting the 
Balance of Power and took over many 
health authority functions. PCTs are 
responsible for 
o improving the health of their 

population 

o integrating and developing primary 
care services 

o directly providing community health 
services 

o commissioning secondary care 
services 

PCTs are increasingly worldng with other 
PCTs, local government partners, the 
voluntary sector, within clinical 
networks and with 'shared service 
organisations' in order to fulfil their 
roles. 

level four PCT brings together 
commissioning of secondary care 
services and primary care development 
with the provision of community health 
services. They are able to commission 
and provide services, run community 
health services, employ the necessary 
staff, and own property. 

PRN (Pro re natal prescribing 
medication as and when required. 

protocol a policy or strategy which 
defines appropriate action. 

psychiatrist a doctor who specialises in 
the diagnosis and treatment of mental 
health problems. 

regional office see NHS regional office 
above. 

rehabilitation the treatment of residual 
illness or disability which includes a 
whole range of exercise and therapies 
with the aim of increasing a patient's 
independence. 

resuscitation a range of procedures used 
when someone has suddenly become 
seriously ill in a way that threatens 
their life. 

risk assessment an examination of the 
risks associated with a particular service 
or procedure. 

risk management understanding the 
various risks involved and 
systematically taking steps to ensure 
that the risks are minimized. 

Royal College of Nursing (RCN) the 
world's largest professional union of 
nurses. Run by nurses, it campaigns on 

-

the part of the profession, provides 
higher education· and promotes 
research, quality and practice 
development through the RCN institute. 

sensory disabilitie's people who have 
problems hearing, seeing, smelling or 
with touch. 

specialist a clinician most able to 
progress a patient's diagnosis and 
treatment or to refer a patient when 
appropriate. 

speech and language therapist 
professionally trained person who 
assists, diagnoses and treats the whole 
spectrum of acquired or developmental 
communication disorders. · 

staff grade a full qualified doctor who 
is neither a General Practitioner nor a 
consultant. 

staff grade doctors doctors who have 
completed their training but do not 
have the qualifications to enable them 
to progress to consultant level. Also 
called trust grade doctors. 

stake holders a nmge of people and 
organisations that are affected by, or 
have an interest in, the services offered 
by an organisation. In the case of 
hospital trusts, it includes patients, 
carers, staff, unions, voluntary 
organisations, community health 
councils, social services, health 
authorities, GPs, primary care groups 
and trusts in England, local health 
groups in Wales. 

statutory/statute refers to legislation 
passed by Parliament. 

strategic health authority organisations 
that will replace health authorities and 
some functions of Department of Health 
regional offices in 2002. Unlike current 
health authorities, they will not be 
involved in commissioning services 
from the NHS. Instead they will 
performance manage PCTs and NHS 
trusts and lead strategic developments 
in the NHS. Full details of the planned 
changes are in the Department of 
Health document, Shifting the Balance 
of Power, July 2001. 

strategy a long term plan for success. 

subcutaneous beneath the skin. 

swallawing assessments the technique to 
access the ability of the patient to 
swallow safely. 
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National Service Framework (NSF) 
guidelines for the health service from 
the Department of Health on how to 
manage and treat specific conditions, or 
specific groups of patients e.g. Coronary 
Heart Disease, Mental Health, NSF for 
older people. Their implementation 
across the NHS is monitored by CHI. 

neuroleptic see antipsychotics. 

neurology a branch of medicine 
concerned with medical treatment of 
disorders of the nervous system. 

NHS regional office 

NHS trust a self governing body in the 
NHS, which provides health care 
services. They employ a full range of 
health care professionals including 
doctors, nurses, dieticians, 
physiotherapists etc. 

Nursing and Midwifery Council The 
Nursing Midwifery Council (NMC) is an 
organisation set up by Parliament to 
ensure nurses, midwives and health 
visitors provide appropriate standards 
of care to their patients and clients. All 
qualified nurses, midwives and health 
visitors are required to be members of 
the NMC in order to practice. 

nursing director the term usually used 
for a nurse at trust board level 
responsible for the professional lead on 
all issues relating to nurses and nursing 
throughout the trust. 

occupational therapist a trained 
professional (an allied health 
professional) who works with patients 
to assess and develop daily living skills 
and social skills. 

ombudsman see national health service 
ombudsman above. 

opiates a group of medicines containing 
or derived from opium, that act to 
relieve severe pain or induce sleep. 

opioid a description applied to 
medicines that cause similar effects in 
the body to opiates. 

outpatient services provided for patients 
who do not stay overnight in hospital. 

pain management a particular type of 
treatment that concentrates on 
managing a patient's pain - rather than 
seeking to cure their underlying 
condition - and complements their 
treatment plan. 

palliative a term applied to 'the 
treatment of incurable diseases, in 
which the aim is to mitigate the 
sufferings of the patient, not to effect a 
cure. 

palliative care care for people with 
chronic or life .threatening conditions 
from which they will not recover. It 
concentrates on symptom control and 
family support to help people have as 
much independence and quality of life 
as is possible. 

patient administration system (PAS) a 
networked information system used in 
NHS trusts to record information and 
inpatient and outpatient activity. 

patient advice and liaison service (PALS) 
a new service proposed in the July 2000 
NHS plan due to be in place by 2002, 
that will offer patients an avenue to 
seek advice or complain about their 
hospital care. 

patient centred care a system of care or 
treatment is organised around the needs 
of the patient. 

patient involvement the amount of 
participation that a patient (or patients) 
can have in their care or treatment. It is· 
often used to describe how patients can 
change, or have a say in the way that a 
service is provided or planned. 

primary care family health services 
provided by GPs, dentists, pharmacists, 
opticians, and others such as 
community nurses, physiotherapists and 
some social workj'rs. 

PCG Organisations now almost 
completely replaced by primary care 
trusts. Set up in !997, PCGs were new 
organisations (technically Health 
Authority committees) that brought 
together all primary care practices in a 
particular area. PCGs were led by 
primary care professionals but with lay 
and social services representation. PCGs 
were expected to develop local primary 
health care services and work to 
improve the health of their populations. 
Some PCGs additionally took 
responsibility for commissioning 
secondary care services. 

PCT Organisations that bring together 
all primary care practices in an area. 
PCTs are diverse and complex 
organisations. Unlike PCGs, which came 
before them, they are independent NHS 
bodies with greater responsibilities and 
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General Medical Council (GMC) the 
professional body for medical doctors 

( 
which licenses them to practice. 

general practitioner (GP) a family 
doctor, usually patients' first point of 
contact with the health service. 

geriatriCian a doctor who speCialises in 
diagnosis and treatment of diseases 
affecting older people. 

haloperidol see antipsychotics. 

health authority (HA) statutory NHS body 
responsible for assessing the health needs 
of the local population, commissioning 
health services to meet those needs and 
working with other organisations to build 
healthy local communities. 

health ~ommunity or health economy all 
organisations with an interest in health 
in one area including the community 
health councils, and voluntary and 
statutory organisations. 

Health Service Ombudsman investigates 
complaints about failures in NHS 
hospitals or community health services, 
about care and treatment, and about 
local NHS family doctor, dental, 
pharmacy or optical services. 
Anyone may refer a complaint but 
normally only if a full investigation 
through the NHS complaints system has 
been carried out first. 

holistic a method of medical care in 
which patients are treated as a whole 
and which takes into account their 
physical and mental state as well as 
social background rather than just 
treating the disease alone. 

hyocine a medicine to relieve nausea 
and sickness. 

Improving Working Lives a Department 
of Health initiative launched in I 999. It 
includes standards for developing 
modem employment services, putting in 
place work/life balance schemes and 
involving and developing staff. 

incident reporting system a system 
which requires clinical staff to report all 
matters relating to patient care where 
there has been a special problem. 

independent review stage two of the 
formal NHS complaints procedure, it 
consists of a panel, usually three 
members, who look at the issues 
surrounding a complaint. 

e 

intermediate care a short period 
(normally no longer than six weeks) of 
intensive rehabilitation and treatment 
to enable patients to return home 
following hospitalisation, or to prevent 
admission to long term residential care; 
or intensive care at home to prevent 
unnecessary hospital admission. 

intranet an organisation's own internal 
intemet which is usually private. 

investigation - by CHI an in depth 
examination of an organisation where a 
serious problem has been identified. 

Investors in Pe~ple a national quality 
standard which sets a level of good 
practice for improving an organisation's 
performance through its people. 

lay member a person from outside the 
NHS who brings an independent voice 
to CHI's work. 

local medical committee (LMC) a group 
of local GPs, elected by the entire local 
GP population who meet with the 
health authority to help plan resources 
and inform decisions. 

locum a temporary practitioner who 
stands in for the permanent one. 

medical the branches of medicine 
concerned with treatment through 
careful use of medicines as opposed to 
(surgical) operations. 

medical director the term usually used 
for a doctor at trust board level (a 
statutory post) responsible for all issues 
relating to doctors and medical and 
surgical issues throughout the trust. 

midazolam see benzodiazepines. 

multidisciplinary from different 
professional backgrounds within 
healthcare (e.g. nurse, consultant, 
physiotherapist) concerned with the 
treatment and care of patients. 

multidisciplinary meetings meetings 
involving people from different 
professional backgrounds. 

multiprofessional from different 
professional backgrounds, within and 
outside of health care (e.g. nurse, 
consultant, social worker) concerned 
with the care or welfare of people. G) 
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clinical assistant usually GPs, employed 
and paid by a trust, largely on a part 
time basis, to provide medical support 
on hospital wards and other 
departments. 

clinical governance refers to the quality 
of health care offered within an 
organisation. 
The Department of Health document 
A First Class Service defines clinical 
governance as "a framework through 
which NHS organisations are 
accountable for continuously improving 
the quality of their services and 
safeguarding high standards of care by 
creating an environment in which 
excellence in clinical care will flourish." 
It's about making sure that health 
services have systems in place to provide 
patients with high standards of care. 

clinical governance review a review of 
the policies, systems and processes used 
by an organisation to deliver high 
quality health care to patients. The 
review looks at the way these policies 
work in practice (a health check for a 
health organisation). 

clinical oncologist a doctor who 
specialises in the treatment of cancer 
patients, particularly through the use of 
radiotherapy, but who may also use 
chemotherapy. 

clinical risk management understanding 
the various levels of risk attached to 
each form of treatment and 
systematically taking steps to ensure 
that the risks are minimised. 

clinician/clinical staff a fully trained 
health professional - doctor, nurse, 
therapist, technician etc. 

clinical negligence scheme for trusts 
(CNST) an 'insurance' scheme for 
assessing a trust's arrangements to 
minimise clinical risk which can offset 
costs of insurance against claims of 
negligence. Successfully gaining CNST 
'standards' (to level one, two, three) 
reduces the premium that the trust must 
pay. 

Commission for Health Improvement 
(CHI) independent national body 
[covering England and Wales) to 
support and oversee the quality of 
clinical governance in NHS clinical 
services. 

co-codamol a medicine consisting of 
paracetamol and codeine phosphate, 
used for the relief of mild to moderate 
pain. 

community care health and social care 
provided by health care professionals, 
usually outside hospital and often in the 
patient's own homes. 

community health council (CHC) a 
statutory body sometimes referred to as 
the patients' friend. CHCs represent the 
public interest in the NHS and have a 
statutory right to be consulted on health 
service changes in their area. 

consultant a fully trained specialist in a 
branch of medicine who accepts total 
responsibility for specialist patient care. 
(For training posts in medicine see 
specialist registrar, senior house officer 
and preregistration house officer.) 

continence management The practice of 
promoting or sustaning the ability to 
control urination and defecation. 

continuing care a long period of 
treatment for patients whose recovery 
will be limited. 

defibrillator a piece of equipment which 
sends an electric current through the 
heart to restore the heart beat. 

diamorphine A medicine used to relieve 
severe pain. 

do not attempt resuscitation (DNAR) or 
do not resuscitate (DNR) an instruction, 
which says that if a patient's health 
suddenly deteriorates to near death, no 
special measures will be taken to revive 
their heart. This instruction should be 
agreed between the patient and doctor 
or if a patient is not conscious,' then 
with their closest relative. 

dysphagia difficulty swallowing. 

fentanyl a medicine prescribed to 
patients who require control of existing 
pain. 

finished consultant episode (FCE) a 
period of continuous consultant 
treatment under a specific consultant. 
If a patient is transferred from one 
consultant to another it will be counted 
as two FCEs. 

formulary a list of preferred medicinal 
drugs which are routinely available in a 
hospital or GP surgery. 
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Glossary 

accountability responsibility, in the 
sense of being called to account for 
something. 

action plan an agreed plan of action 
and timetable that makes improvements 
to services. 

acute care/ trust/hospital short term (as 
opposed to chronic, which means long 
term). 
Acute care refers to medical and 
surgical treatment involving doctors 
and other medical staff in a hospital 
setting. 
Acute hospital refers to a hospital that 
provides surgery, investigations, 
operations, serious and other 
treatments, usually in a hospital setting. 

allied health professionals professionals 
regulated by the Council for Professions 
Supplementary to Medicine (new Health 
Professions Council). This includes 
professions worldng in health, social 
care, education, housing and other 
sectors. The professions are art 
therapists, music therapists and drama 
therapists, prosthetists and orthotists, 
dieticians, ortboptists, occupational 
therapists, physiotherapists, biomedical 
scientists, speech and language 
therapists, radiographers, chiropodists 
and podiatrists, ambulance workers and 
clinical scientists. Also called 
professionals allied to or supplementary 
to medicine. 

analgesia medicines prescribed to reduce 
pain. 

anticipatory prescribing to prescribe a 
drug or other remedy in advance. 

antipsychotics A group of medicines 
used to treat psychosis (conditions such 
as schizophrenia) and sometimes used 
to calm agitation. Examples include 
haloperidol. Also called major 
tranquillisers or neuroleptics. 

appraisal an assessment or estimate of 
the worth, value or quality of a person 
or service or thing. 

e 

Association of Chief Police Officers (ACPO) 
an assoc;iation whose members bold the 
rank of Chief Constable, deputy Chief 
Constable or Assistant Chief Constable or 
their equivalents. They provide a 
professional opinion to the Government 
and appropriate organisations. 

audit, clinical audit an examination of 
records to check their accuracy. Often 
used to describe an examination of 
financial accounts in a business. 
In clinical audit those involved in 
providing services assess the quality of 
care. Results of a process or 
intervention are assessed, compared 
with a preexisting standard, changed 
where necessary, and then reassessed. 

Barthel score a validated tool used to 
measure physical disability. 

benzodiazepines a diverse group of 
medicines used for a range of purposes. 
Some reduce anxiety, others are used as. 
sleeping tablets. Some, such as 
midazolam, act as strong sedatives and 
can be accompanied by memory loss 
whilst the medicine is active. 

British National Formulary publication 
that provides information on the 
selection and use of medicines for 
healthcare professionals. 

carers people who look after their 
relatives and friends on an unpaid, 
voluntary basis often in place of paid 
care workers. 

casemix the variety and range of 
different types of patients treated by a 
given health professional or team. 

catheter a hollow tube passed into the 
bladder to remove urine. 

catheterisation use of a catheter. 

CHI see Commission for Health 
Improvement. 

clinical any treatment provided by a 
healthcare professional. This will 
include, doctors, nurses, AHP-s etc. 
Non clinical relates to management, 
administration, catering, poTtering etc. 
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Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus 500mg 5 0 1 0 

Diamorphine injection 
Dryad 500mg 5 0 2 0 

Sultan 500mg 5 1 1 0 

Total 1. 4 0 

Daedalus 5mg/5ml 10 0 3 0 

Haloperidol injection 
Dryad 5mg/5ml 10 1 1 0 

Sultan 5mg/5ml 10 43 15 6 

Total 44 19 6 

Daedalus 5mg/5ml 5 0 0 0 

Dryad 5mg/5ml 5 0 0 0 
Haloperidol injection 

5mg/5ml Sultan 5 0 0 0 

Total 0 0 0 

Daedalus 10mg/2ml 10 37 51 39 

Midazolam 
Dryad 10mg/2ml 10 75 108 75 

Sultan 10mg/2ml 10 21 9 2 

Total 133 168 116 

(Source: Portsmouth Healthcare NHS Trust) 

Dose: a single measured quantity of medicine 

Pack: a collection of single doses, the packaging in which medicines are dispatched 
from the pharmacy 
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Executive summary 

CHI has undertaken this investigation as a result of concerns expressed by the police 

and others around the care and treatment of frail older people provided by Portsmouth 

Healthcare NHS Trust at Gosport War Memorial Hospital. This follows police 

investigations between 1998 and 2001 into the potential unlawful killing of a patient in 

1998. As part of their investigations, the police commissioned expert medical opinion, 

which was made available to cm, relating to a total of five patient deaths in 1998. 

In February 2002, the police decided not to proceed with further investigations. 

Based on information gathered during their investigations, the police were sufficiently 

concerned about the care of older people at Gosport War Memorial Hospital to share 

their concerns with cm in August 2001. CHI is grateful to the Hampshire Constabulary 

for sharing information with us which contributed towards the local and national 

recommendations CHI makes to improve the care of this vulnerable group of NHS 

patients. 

CHI has conducted a detailed review of the systems in place to ensure good quality 

patient care. CHI does not have a statutory remit to investigate either the 

circumstances around any particular death or the conduct of any individual. 

Key conclusions 

CHI concludes that a number of factors, detailed in the report, contributed to a failure 

of trust systems to ensure good quality patient care: 

Ill there were insufficient local prescribing guidelines in place governing the 

prescription of powerful pain relieving and sedative medicines 

I! the lack of a rigorous, routine review of pharmacy data led to high levels of 

prescribing on wards caring for older people not being questioned 

1111 the absence of adequate trust wide supeiVision and appraisal systems meant that 

poor prescribing practice was not identified 

ill there was a lack of thorough multidisciplinary total patient assessment to 

determine care needs on admission 

cm also concludes that the trust now has adequate policies and guidelines in place 

which are being adhered to governing the prescription and administration of pain 

relieving medicines to older patients. 
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Key findings 

National and local context (Chapter 3) 

l'ii!l Throughout the timeframe covered by the CHI investigation, CHI received evidence 

of strong leadership, with a shared set of values at corporate and divisional level in 

Portsmouth Healthcare NHS Trust. The senior management team was well 

established and, together with the trust board, functioned as a cohesive team. 

Ill There was lack of cla~ty amongst all groups of staff and stakeholders about the 

focus of care for older people and therefore the aim of'the care provided. This 

confusion had been communicated to patients and relatives, which had led to 

expectations of rehabilitation which had not been fulfilled. 

Arrangements for the prescription, administration, review and recording of medicines 

' (Chapter 4) . 

Ill CHI has serio~s concerns regarding the quantity, combination, lack of review and 

anticipatory prescribing of medicines prescribed to older people on Dryad and 

Daedalus wards in 1998. A protocol existed in J 998 for palliative care prescribing 

. referred to as the "Wessex guidelines", this was inappropriately applied to patients 

admitted for rehabilitation. 

!Ill Though CHI is unable to determine whether these levels of prescribing contributed to 

the deaths of any patients, it is clear that had adequate checking mechanisms existed 

in the trust, this level of prescribing would have been questioned. 

Ill! CHI welcomes the introduction and adherence to policies regarding the 

prescription, administration, review and recording of medicines. Although the 

palliative care Wessex guidelines refer to non physical symptoms of pain, the 

trust's policies do not include methods of non verbal pain assessment and rely on 

the patient articulating when they are in pain. 

Quality of care and the patient experience (Chapter 5) 

1111 Relatives speaking to CHI had some serious concerns about the care their relatives 

received on Daedalus and Dryad wards between 1998 and 2001. The instances of 

concern expressed to CHI were at their highest in 1998. Fewer concerns were 

expressed regarding the quality of care received on Sultan ward. 

11 Based on CHI's observation work and review of recent case notes, CHI has no 

significant concerns regarding the standard of nursing care provided to the patients 

of Daedalus, Dryad and Sultan ward now. 

Staffing arrangements and responsibility for patient care (Chapter 6) 

llill Portsmouth Healthcare NHS Trust did not have any systems in place to monitor 

and appraise the performance of clinical assistants. There were no arrangements in 

place for the adequate supervision of the clinical assistant working on Daedalus 

and Dryad wards. 

!111 There are now clear accountability and supervisory arrangements in place for trust 

doctors, nurses and allied health professional staff. 

e 
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Breakdown of medication in Dryad, 
Sultan and Daedalus wards at 
Gosport War Memorial Hospital 
Figure 1.1 Summary of medicine usage 1997/1998-2000/2001 (Mar 2002) 

Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus 5mg 5 0 5 0 3 

Dryad 5mg 5 0 0 0 6 
Diamorphine injection 

Sultan 5mg 5 6 5 0 10 

Total 6 10 0 19 

Sultan 5mg 1 0 10 0 0 
Diamorphine via 
syringe driver Total 0 10 0 0 

Daedalus 10mg 5 21 34 27 19 

Diamorphine injection 
Dryad 10mg 5 40 57 56 20 

Sultan 10mg 5 67 36 24 35 

Total 128 127 107 74 

Dryad 10mg 1 0 17 0 0 

Diamorphine via Sultan 10mg 1 0 20 0 0 
syringe driver 

Total 0 37 0 0 

Daedalus 30mg 5 16 27 15 7 

Dryad 30mg 5 34 51 40 4 
Diamorphine injection 

Sultan 30mg 5 67 43 14 31 

Total 117 121 69 42 

Dryad 30mg 1 0 5 0 0 
Diamorphine via 
syringe driver Total 0 5 0 0 

Daedalus 100mg 5 2 11 1 2 

Dryad 100mg 5 12 13 2 0 
Diamorphine injection 

Sultan 100mg 5 20 27 0 31 

Total 34 51 33 

41t.NDIX I' BREAKDOWN OF MEOICATION IN DRYAO, SULTAN AND DAEDALUS WARDS AT GOSPORT WAR MEMORIAL HOSPITAL 69 

G) 
:s;: 
() 

0 
0 
OJ 
N 
(!) 

I 
0 
w ..... 
~ 



68 

APPENDIX H 

Patient throughput data 1997 I 1998 
- 2000/2001 

Figure H.1 Throughput data 1997/1998-2000/2001 

Financial year Ward 

1997/1998 Daedalus 

1997/1998 Dryad 

1997/1998 Sultan 

Total 

1998/1999 Daedalus 

1998/1999 Dryad 

1998/1999 Sultan 

Total 

1999/2000 Daedalus 

1999/2000 Dryad 

1999/2000 Sultan 

Total 

2000/2001 Daedalus 

2000/2001 Dryad 

2000/2001 Sultan 

Total 

Finished consultant 
episodes 

97 

72 

287 

456 

121 

76 

306 

503 

110 

131 

402 

643 

113 

86 

380 

579 

(Source: 1997/1998- trust ward based discharge data, 1998/1999, 1999/2000 and 2000/2001 -trust 

patient administration system (PAS) data). 
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Lessons learnt from complaints (Chapter 7) 

I! The police investigation, the review of the Health Service Commissioner, the 

independent review panel and the trust's own pharmacy data did not provide the 

trigger for the trust to undertake a review of prescribing practices. The trust should 

have responded earlier to concerns expressed around levels of sedation, which it 

was aware of in late 1998. 

11!1 Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a 

result of patient complaints, including increased medical staffing levels and 

improved processes for communication with relatives, though this learning was not 

consolidated until 2001. CHI saw no evidence to suggest that the impact of these 

changes had been robustly monitored and reviewed. 

Clinical governance (Chapter 8) 

!l!i The trust responded proactively to the clinical governance agenda and had a robust 

framework in place with strong corporate leadership. 

Recommendations 

It is clear from a number of CHI recommendations to the Fareham and Gosport 

Primary Care Trust (PCT) and the East Hampshire PCT, that continued close and 

effective working relationships between both PCTs will be essential in order to 

implement the recommendations in this report. CHI is aware of the high level of 

interdependence that already exists between these two organisations and urges that 

this continues. 
CHI is aware that many of these recommendations will be relevant to emerging PCTs 

and urges all PCTs to take action where appropriate. 

Fareham and Gosport/ East Hampshire Primary Care Trust 

I. Fareham and Gosport PCT and East Hampshire PCT should work together to build 

on the many positive aspects of leadership developed by Portsmouth Health care NHS 

Trust in order to develop the provision of care for older people at the Gosport War 

Memorial Hospital. The PCTs should ensure an appropriate performance monitoring 

tool is in place to ensure that any quality of care and performance shortfalls are 

identified and addressed swiftly. 

2. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with 

local GPs, review the admission criteria for Sultan ward. 

3. The East Hampshire PCT and Fareham and Gosport PCT should review all local 

prescribing guidelines to ensure their appropriateness for the current levels of 

dependency of the patients on the wards. 

4. The Fareham and Gosport PCT should review the provision of pharmacy services to 

Dryad, Daedalus and Sultan wards, taking into account the change in casemix and use 

of these wards in recent years. Consideration should be given to including pharmacy 

input into regular ward rounds. 
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5. As a priority, the Fareham and Gosport PCT must ensure that a system is in place to 

routinely review and monitor prescribing of all medicines on wards caring for older 

people. This should include a review of recent diamorphine prescribing on Sultan 

ward. Consideration must be given to the adequacy of IT support available to facilitate 

this. 

6. The Fareham and Gosport PCT and East Hampshire PCT, in conjunction with the 

pharmacy department, must ensure that all relevant staff including GPs are trained in 

the prescription, adminis,tration, review and recording of medicines for older people. 

7. All patient complaints and comments, both informal and formal, should be used at 

ward level to improve patient care. The Fareham and Gosport PCT and East Hampshire 

PCT must ensure a mechanism is in place to ensure that shared learning is 

disseminated amongst all staff caring for older people. 

B. Fareham and Gosport PCT should lead an initiative to ensure that relevant staff are 

appropriately trained to undertake swallowing assessments to ensure that there are no 

delays out of hours. 

9. Daytime activities for patients should be increased. The role of the activities 

coordinator should be revised and clarified, with input from patients, relatives and all 

therapists in order that activities complement therapy goals. 

10. The Fareham and Gosport PCT must ensure that all local continence management, 

nutrition and hydration practices are in line with the national standards set out in the 

Essence of Care guidelines. 

11. Both PCTs must find ways to continue the staff communication developments 

made by the Portsmouth Healthcare NHS Trust. 

12. Within the framework of the new PALS, the Fareham and Gosport PCT should, as a 

priority, consult with user groups and consider reviewing specialist advice from 

national support and patient groups, to determine the best way to improve 

communication with older patients and their relatives and carers. 

13. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards 

should be reviewed. The deputising· service and PCTs must work towards an out of 

hours contract which sets out a shared philosophy of care, waiting time standards, 

adequate payment and a disciplinary framework. 

14. The Fareham and Gosport PCT and the East Hampshire PCT should ensure that 

appropriate patients are being admitted to the Gosport War Memorial Hospital with 

appropriate levels of support. 

15. The Fareham and Gosport PCT should ensure that arrangements are in place to 

ensure strong, long term nursing leadership on all wards. 

16. The Fareham and Gosport PCT should develop local guidance for GPs working as 

clinical assistants. This should address supervision and appraisal arrangements, clinical 

governance responsibilities and training needs. 

e 
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APPENDIX G 

An explanation of the dissolution of 
services into the new primary care 
trusts 
Figure G.l Arrangements for hosting clinical services 

Department Portsmouth East Hampshire Fare ham Et Gosport West Hampshire 
City PCT PCT PCT NHS Trust 

Elderly medicine • 
Elderly mental health • 
Community paediatrics • 
Adult mental health • • 
services For Portsmouth For Hampshire 

patients patients 

Learning disability 
services • 
Substance misuse • 
ClinicaJ pyschology • 
Primary care counselling • 
Specialist family planning • 
Palliative care • 
(Source: Local health, local decisions, consultation document, September 2001, NHS Executive South 

East Regional Office, Isle of Wight, Portsmouth and South East Hampshire Health Authority and 

Southampton and South West Health Authority) 
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Elderly medicine consultant input and access to specialist advice 

Patients on Daedalus and Dryad wards received regular, documented review by consultant staff. 
There was clear evidence of specialist input, from mental health physicians, therapists and 
medical staff from the acute sector. 

Out of hours cover 

There was little evidence of out of hours .input into the care of patients reviewed by CHI, though 
the team formed the view that this had been appropriate and would indicate that the general 
management of patients during regular hours was therefore of a good standard. 

INVESTIGATION INTO !HE PORTSMOUlH HEALTHCARf NHS TRUST AT GOSPORT WAR MEMORIAL HOSP!TAL e 

I 7. Fareham and Gosport PCT and East Hampshire PCT should ensure that the learning 

and monitoring Of action arising from complaints undertaken ihrough the Portsmouth 

Healthcare NHS Trust quarterly divisional performance management system is 

maintained under the newPCT management arrangements. 

18. Both PCTs involved in the provision of care for older people should ensure that all 

staff working on Dryad, Daedalus and Sultan wards who have not attended customer 

care and complaints training events do so. Any new training programmes should be 

developed with patients, relatives and staff to ensure that current concerns and the 

particular needs of the bereaved are addressed. 

19. The Fareham and Gosport PCT and East Hampshire PCT must fully embrace the 

clinical governance developments made and direction set by the trust. 

20. All staff must be made aware that the completion of risk and incident reports is a 

requiremer:t for all staff. Training must be put in place to reinforce the need for 

rigorous risk management. 

21. Clinical governance systems must be put in place to regularly identifY and monitor 

trends revealed by risk reports and to ensure that appropriate action is taken. 

22. The Fareham and Gosport PCT and East Hampshire PCTshould consider a revision 

of their whistle blowing policies to make it clear that concerns may be raised outside 

of normal management channels. 

Hampshire and Isle of Wight Strategic Health Authority 

23. Hampshire and Isle of Wight Strategic Health Authority should use the findings of 

this investigation to influence the nature of local monitoring of the national service 

framework for older people. 

Department of Health 

24. The Department of Health should assist in the promotion of an NHS wide 

understanding of the various terms used to describe levels of care for older people. 

25. The Department of Health should work with the Association of Chief Police 

Officers and CHI to develop a protocol for sharing information regarding patient safety 

and potential systems failures within the NHS as early as possible. 
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Appropriate administration of medicines by nursing staff was evident. Prescriptions issued over 
the telephone by GPs on Sultan ward were appropriately completed in accordance with trust 

policy. 

Review and recording of medicines 

Evidence of consistent review of medication was seen, with evidence to suggest that patients 
and relatives were involved in helping to determine levels of pain. Nursing staff had 
appropriately administered medicines in line with medical staff prescriptions. Prescription 
sheets had been completed adequately on all three wards. Generally, record keeping around 
prescribing was clear and consistent, though this was not as clear on Sultan ward. 

Based on the medical notes reviewed, the group agreed that the trust's policies on the 
assessment and management of pain, prescription writing and administration of N drugs were 
being adhered to. 

(ii) Quality of nursing care towards the end of life 

The team found a consistently reasonable standard of care given to all patients they reviewed. 
The quality of nursing notes was generally adequate, although not always of consistent quality. 
There was some evidence to suggest a task oriented approach to care with an over emphasis on 
the completion of paperwork. This left an impression of a sometimes disjointed rather (han 
integrated individual holistic assessment of the patient. The team saw some very good, detailed 
care plans and as well as a number of incidences where no clear agreed care plan was evident. 

The team was concerned that swallowing assessments for patients with dysphagia had been 
delayed over a weekend because of the lack of availability of suitably trained nursing staff. 
Nurses could be trained to undertake this role in order not to compromise patient nutrition. 
Despite this, the trust's policies regarding fluid and nutrition were generally being adhered to. 
Though based on the nursing notes, a number of patients had only been weighed once, on 
admission. 

There was evidence of therapy input, but this had not always been incorporated into care plans 
and did not always appear comprehensive. There was some concern that despite patients being 
assessed as at risk of pressure sores, it was not clear how this had been managed for some 
patients. 

There was thorough, documented evidence to suggest that comprehensive discussions were held 
with relatives and patients towards the end of the patient's life. Do not attempt resuscitation 
decisions were clearly stated in the medical records. 

Recorded cause of death 

The group found no cause for concerns regarding any of the stated causes of death. 

GENERAL COMMENTS 

Admission criteria 

The team considered that the admission criteria fO"r Daedalus and Dryad wards was being 
adhered to. However there were examples of patients admitted to Sultan ward who were more 
dependent than the admission criteria stipulates. There is also an issue regarding patients who 
initially meet the admission criteria for Sultan ward who then develop complications and 
become more acutely sick. 
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APPENDIX F 

Report of the Gosport investigation 
medical notes review group 
PURPOSE 

CHI undertook a review of the anonymised medical notes of a random selection of 15 patients 
who had died between I August 2001 and 31 January 2002 on Da~dalus, Dryad or Sultan wards 
at Gosport War Memorial Hospital. 

CHrs intention for this piece of work was to determine whether the policies and systems put in 
place by the Portsmouth Health care NHS Trust since the events of 1998, to address prescribing 
practices are being implemented and are impacting on the quality of care patients are now 
receiving. CHI's review also considered the nursing notes for each patient and looked at the 
quality of nursing care as documented in the notes. Finally, the review considered whether the 
cause of death recorded in the notes was appropriate. 

METHODOLOGY 

The group received 15 sets ·of anonymised medical notes from the trust, which related to the 
last admission of 15· patients. Five patients were randomly selected from each of the following 
wards: Daedalus, Dryad and Sultan. A total of 49 patients had died whilst on these wards 
during the sample timeframe. 

FINDINGS 

(i) Use of medicines 

Prescription 

The group considered that the volume and combination of medicines used was appropriate for 
this group of patients and was in line with accepted good practice and British National 
Formulary guidelines. Single prescription, PRN and syringe driver prescribing was acceptable. 
There was no evidence of anticipatory prescribing. 

The case notes suggested that the use of the trust's 'analgesic ladder' to incrementally increase 
and decrease pain relief in accordance to need was being followed. The group saw no evidence 
to suggest that patients had been prescribed large amounts of pain relief, such as diamorphine 
on admission where this was not necessary. Co-codamol had been prescribed in a number of 
cases as an initial analgesic, with progression to alternative medicines as and when more pain 
relief was needed. The use of the analgesic ladder was less evident in Sultan ward. 

However, in two cases, the group saw evidence of unacceptable breakthrough pain, and six 
hourly rather than four hourly prescriptions, which could have allowed this to happen. There 
was also some evidence of the simultaneous prescribing of co-codamol and fentanyl, which was 
not thought by the group to be the most effective combination of medicines. 

Administration 

Syringe drivers had been used to deliver medication to six of the patients reviewed. Appropriate 
use of syringe drivers as a method of medicine administration was observed, with documented 
discussions with families before use. 

INVESTIGATION INTO THE PORTSMOUTH HEAlTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAl e 

1 Terms of reference and 
process of investigation 

1.1 During the summer of 2001, concerns were raised with CHI about the use of some 

medicines, particularly analgesia and levels of sedation, and the culture in which care 

was provided for older people at the Gosport War Memorial Hospital. These concerns 

were also about the responsibility for clinical care and transfer arrangements with 

other hospitals. 

1.2 On 22 October 2001, CHI launched an investigation into the management, 

provision and quality of healthcare for which Portsmouth Healthcare NHS Trust was 

responsible at the Gosport War Memorial Hospital. CHI's decision was based on 

evidence of high risk activity and the likelihood that the possible findings of a CHI 

investigation would result in lessons for the whole of the NHS. 

Terms of reference 
1.3 The investigation terms of reference were informed by a chronology of events 

provided by the trust surrounding the death of one patient. Discussions were also 

held with the trust, the Isle of Wight, Portsmouth and South East Hampshire Health 

Authority and the NHS south east regional office to ensure maximum learning locally 

and for the NHS. 

1.4 The terms of reference agreed on 9 October 2001 are as follows: 

The investigation will look at whether, since 1998, there had been a failure of trust 

systems to ensure good quality patient care. The investigation will focus on the 

following elements within services for older people (inpatient, continuing and 

rehabilitative care) at Gosport War Memorial Hospital. 

i) staffing and accountability arrangements, including out of hours 

ii) the guidelines and practices in place at the trust to 'ensure good quality care and 

effective performance management 

iii) arrangements for the prescription, administration, review and recording of 

dllJgs 

iv) communication and collaboration between the trust and patients, their relatives 

and carers and with partner organisations 

v) arrangements to support patients and their relatives and carers towards the end 

of the patient's life 

vi) supervision and training arrangements in place to enable staff to provide 

effective care 
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In addition, CHI will examine how lessons to improve patient care have been learnt 

across the trust from patient complaints. 

The investigation will also look at the adequacy of the trust's clinical governance . 

arrangements to support inpatient continuing and rehabilitation care for older people. 

·CHI's investigation team 

1.5 CHI's investigation team were: 

ll!l A! an Carpenter, Chief Executive, Somerset Coast Primary Care Trust 

11111 Anne Grosskurth, CHI Support Investigations Manger 

1!!1 Dr Tony Luxton, Consultant Geriatrician, Cambridge City Primary Care Trust 

1!.'1 Julie Miller, CHI Lead Investigations Manager 

11\t Maureen Morgan, Independent Consultant and former Community Trust Nurse 

Director 

m Mary Parkinson, lay member (Age Concern) 

li'l Jennifer Wenbom, Independent Occupational Therapist 

1.6 The team was supported by: 

llil Liz Fradd, CHI Director of Nursing, lead CHI director for the investigation 

l!ll Nan Newberry, CHI Senior Analyst 

Ill! !an Horrigan, CHI Analyst 

Ill Kellie Re hill, CHI Investigations Coordinator 

I!!! a medical notes review group established by CHI to review anonymised medical 

notes (see appendix E) 

IJ Dr Barry Tennison, CHI Public Health Adviser 

The investigation process 

I. 7 The investigation consisted of five interrelated parts: 

llil review and analysis of a range of documents specific to the care of older people at 

the trust, including clinical governance arrangements, expert witness reports 

forwarded by the police and relevant national documents (see appendix A for a list 

of documents reviewed) 

~~ analysis of views received from 36 patients, relatives and friends about care 

received at Gosport War Memorial Hospital. Views were obtained through a range 

of methods, including meetings, correspondence, telephone calls and a short 

questionnaire (see appendix B for an analysis of views received) 

INVEST!GAliON INTO THE PORTSMOUTH HEAlTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPlTAt • 

( 

FINDINGS OF GROUP 

The findings of the group will be shared with: 

(i) the CHI Gosport investigation team 

(ii) CHI's Nurse Director and Medical Director and other CHI staff as appropriate 

(iii) the trust 

(iv) relatives of the deceased (facilitated by the trust) if requested, on an individual basis 

The final report of the group will be subject to the rules of disclosure applying to CHI 
investigation reports. 
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APPENDIX E 

Medical case note review team: 
terms of reference and membership 
Terms of reference for the medical notes review group to support the CHI investigation at 
Gosport War Memorial Hospital 

PURPOSE 

The group has been esiablished to review the clinical notes of a random selection of recently 
deceased older patients at the Gosport War Memorial Hospital in order to inform the CHI 
investigation. With reference to CHI's investigation terms of reference and the expert witness 
reports prepared for the police by Dr Munday and Professor Ford, this review will address the 
following: 

(i) the prescription, administration, review and recording of drugs 

(ii) the use and application of the trust's policies on the assessment and management of pain, 
prescription writing and administration of N drugs 

(iii) the quality of nursing care towards the end of life 

(iv) the recorded cause of death 

METHOD 

The group will review 15 anonymised clinical notes supplied by the trust, followed by a one 
day meeting at CHI in order to produce a written report to inform the CHI investigation. The 
group will reach its conclusions by 31 March 2002 at the latest. 

MEMBERSHIP 

Ill Dr Tony Luxton, Geriatrician 

Cambridge City PCT 

(CHI doctor team member and chair of the group) 

1111 Maureen Morgan, Independent Management Consultant 

(CHI nurse member) 

Ill! Professor Gary Ford, Professor of Pharmacology of Old Age 

University of Newcastle and Freeman Hospital 

1111 Dr Keith Munday, Consultant Geriatrician 

Frimley Park Hospital 

!ill Annette Goulden, Deputy Director of Nursing 

NHS Trent regional office and formerly 

Department of Health Nursing Officer for elderly care 

INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL e 

.liW a five day visit by CHI's investigation team to Gosport War Memorial Hospital 

when a total of 59 staff from all groups involved in the care and treatment of older 

people at the hospital and trust managers were interviewed: CHI also undertook 

periods of observation on Daedalus, Dryad and Sultan wards (see appendix C for a 

list of all staff interviewed) 

~ interviews with relevant agencies and other NHS organisations, including those 

representing patients and relatives (see appendix D for a list of organisations 

interviewed) 

~ an independent review of anonymised clinical and nursing notes of a random 

sample of patients who had died on Daedalus, Dryad and Sultan wards between 

~ugust 2001 and January 2002. The term of reference for this piece of work, the 

membership of the CHI team which undertook the work, and a summary of 

findings are attached at appendices E and F. CHI shared the summary with the 

Fareham Et Gosport PCT in May 2002 
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2 Background to the 
investigation 

Events surrounding the CHI investigation 

Police investigations 

2.1 A relative of a 91 year old patient who died in August 1998 on Daedalus ward made 

a complaint to the trust about her care and treatment. The police were contacted in 

September 1998 with allegations that this patient had been unlawfully killed. A range of 

issues were identified by the police in support of the allegation and expert advice sought. 

Following an investigation, documents were referred to the Crown Prosecution Service 

in November 1998 and again in February 1999. The Crown Prosecution Service 

responded formally in March 1999 indicating that, in their view, there was insufficient 

evidence to prosecute any staff for manslaughter or any other offence. 

2.2 Following further police investigation, in August 2001, the Crown Prosecution 

Service advised that there was insufficient evidence to provide a realistic prospect of a 

conviction against any member of staff. 

2.3 Local media coverage in March 2001 resulted in 11 other families raising concerns 

about the circumstances of their relatives' deaths in 1997 and 1998. The police decided 

to refer four of these deaths for expert opinion to determine whether or not a further, 

more extensive investigation was appropriate. Two expert reports were received in 

December 2001 which were made available to CHI. These reports raised very serious 

clinical concerns regarding prescribing practices in the trust in 1998. 

2.4 In February 2002, the police decided that a more intensive police investigation was 

not an appropriate course of action. In addition to CHI, the police have referred the 

expert reports to the General Medical Council, the United Kingdom Central Council 

(after I April 2002, the Nursing and Midwifery Council), the trust, the Isle of Wight, 

Portsmouth and East Hampshire Health Authority and the NHS south east regional 

office. 

2.5 The police made the trust aware of potential issues around diamorphine usage in 

December 1998, and were sent the expert witness reports in February 2002. 

• INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MeMORIAL HOSPITAl 

Ill! Local representative for Unison 

Patrick Carron, Branch Chair 

Ill Local general practitioners 

Dr J Barton, Knapman Practice 

Dr P Beasley, Knapman Practice 

Dr S Brook, Knapman Practice 
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li Portsmouth Social Services 

Sarah Mitchell, Assistant Director (Older People) 

Helen Loten, Commissioning and Development Manager 

Ill Hampshire Social Services 

Tony Warns, Service Manager for Adults 

Ill Alverstoke House Nursing and Residential Care Home 

Sister Rose Cook, Manager 

11 Glen Heathers Nursing and Residential Care Home 

John Perkins, Manager 

Other 

Ill League of Friends 

Mary Tyrell, Chair 

Geoff Rush ton, Former Treasurer 

Ill Motor Neurone Disease Association 

Mrs Fitzpatrick 

1111 Members of Parliament 

Peter Viggers, MP for Gosport 

Sydney Rapson, MP for Portsmouth North 

Ell Primary Care Groups 

John K.irtley, Chief Executive, Fareham and Gosport Primary Care Groups 

Dr Pennelis, Chairperson, Gosport Primary Care Groups 

Ill Portsmouth Local Medical Committee 

Dr Stephen McKenning, Chairman 

IIJi Gosport War Memorial Hospital medical committee 

Dr Warner, Chairman 

111'1 Local representative for the Royal College of Nursing 

Betty Woodland, Steward 

Steve Barnes, RCN Officer 

INVESTIGATION INTO THE PORTSMOUTH HEAtTHCARE NHS TRUST AT GOSPORT W~R MEMORIAl HOSPITAL e 

Action taken by professional regulatory bodies 

2.6 The General Medical Council is currently reviewing whether any action against 

any individual doctor is warranted under its fitness to practice procedures. 

2. 7 The Nursing and Midwifery Council are considering whether there are any issues 

of professional misconduct in relation to any of the nurses referred to in police 

documentation. 

Complaints to the trust 

2.8 There have been 10 complaints to the trust concerning patients treated on 

Daedalus, Dryad and Sultan wards since 1998. Three complaints between August and 

December 1998 raised concerns which included pain management, the use of 

diamorphine and levels of sedation on Daedalus and Dryad wards, including the 

complaint which triggered the initial police investigation. This complaint was not 

pursued through the NHS complaints procedure. 

Action taken by the health authority 

2.9 In the context of this investigation, the Isle of Wight, Portsmouth and East 

Hampshire Health Authority had two responsibilities. Firstly, as the statutory body 

responsible for commissioning NHS services for local people in 1998 and, secondly, as 

the body through which GPs were permitted to practice. Some of the care provided to 

· patients at the Gosport War Memorial Hospital, as in community hospitals throughout 

the NHS, is delivered by GPs on hospital premises. 

2.10 In June 2001, the health authority voluntary local procedure for the identification 

and support of primary care medical practitioners whose practice is giving cause for 

concern reviewed the prescribing practice of one local GP. No co~cerns were found. 

This was communicated to the trust. 

2.11 In July 2001, the chid executive of the health authority asked CHI for advice in 

obtaining a source of expertise in order to reestablish public confidence in the services 

for older people in Gosport. This was at the same time as the police contacted CHI. 

2.12 Following receipt of the police expert witness reports in February 2002, the 

health authority sought local changes in relation to the prescription of certain 

painkillers and sedatives (opiates and benzodiazepines) in general practice. 
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Action taken by the NHS south east regional office 

2.13 For the period of the investigation, the NHS regional offices were responsible for 

the strategic and performance management of the NHS, including trusts and health 

authorities. The NHS south east regional office had information available expressing 

concerns around prescribing levels at the Gosport War Memorial Hospital. Infonnation 

included a report by the, Health Service Ombudsman and serious untoward incident 

reports forwarded by the trust in April and July 2001 in response to media articles 

about the death of a patient at the Gosport War Memorial Hospital. 

The health authority and NHS south east regional office met to discuss these issues on 

6 April 2001. 

• INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 

APPENDIX 0 

Meetings or telephone interviews with 
external agencies with an involvement 
in elderly care at Gosport War 
Memorial Hospital 
ID Portsmouth Hospitals NHS Trust 

Jill Angus, Clinical Discharge Coordinator 

Wendy Peckham, Discharge Planner for Medicine 

Clare Bownass, Ward Sister 

Sonia Baryschpolec, Staff Nurse 

Sam Page, Bed Manager, Royal Haslar Hospital 

Sally Clark, Patient Transport Manager 

Julie Sprack, Senior Nurse 

Jeff Watling, Chief Pharmacist 

Vanessa Lawrence, Pharmacist 

\Ill Hampshire Ambulance Service NHS Trust 

Alan Lyford, Patient Transport Service Manager 

Ill Isle of Wight, Portsmouth a South East Hampshire Health Authority 

Penny Humphris, Chief Executive 

Dr Peter Old, Director of Public Health 

Nicky Pendleton, Progamme Lead for Elderly Care Services 

Ill NHS Executive south east regional office 

Dr Mike Gill, Regional Director of Public Health 

Dr David Percy, Directo; of Education and Training 

Harriet Boereboom, Performance Manager 

Ill Portsmouth and South East Hampshire Community Health Council 

Joyce Knight, Chairman 

Christine Wilkes, Vice Chair 

Margaret Lovell, Chief Officer 

Ill Hampshire Constabulary 

Detective Superintendent John James 
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11111 Lee, D, Complaints Convenor Et Non Executive Director 

1111 Lock, J, Sister (retired 1999) 

Ill Loney, M, Porter 

1111 Lord, Dr A, Lead Consultant 

Ill Mann, K, Senior Staff Nurse 

111 Melrose, B, Project Manager- Complaints 

11111 Millet!, M, Chief Executive (until 31 March 2002) 

llll Monk, A, Chairman 

Ill Nelson, S, Staff Nurse 

llll Neville, J, Staff Nurse (until I January 2001) 

1111 O'Dell, J, PractiCe Development Facilitator 

Ill Parvin, J, Senior Personnel Manager 

Ill Peach, J, Service Manager 

Ill Peagram, L, Physiotherapy Assistant 

1111 Pease, Y, Staff Nurse 

Ill Phi!lips, C, Speech Et Language Therapist 

1111 Piper, I, Operational Director 

lllll Qureshi, Dr L, Consultant 

Ill Ravindrance, Dr A, Consultant 

1111 Reid, Dr I, Medical Director 

lli Robinson, B, Deputy General Manager 

Ill Scammel, T, Senior Nurse Coordinator 

1111 Taylor, J, Senior Nurse 

Ill Thomas, Dr E, Nursing Director 

Ill Thorpe, M, Health Care Support Worker 

1111 Tubbitt, A, Senior Staff Nurse 

Ill Walker, F, Senior Staff Nurse 

1111 Wells, P, District Nurse 

Ill Wigfall, M, Enrolled Nurse 

Ill Wilkins, P, Senior Staff Nurse 

Ill' Williams, J, Nurse Consultant 

Ill Wilson, A, Senior Staff Nurse 

lil Wood, A, Finance Director 

Ill! Woods, L, Staff Nurse 

1111 Yikona, Dr J, Staff Grade Physician 

CHI is grateful to Caroline Harrington for scheduling interviews. 
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3j National and local context 

National context 

3.1 The standard of NHS care for older people has long caused concern. A number of 
national reports, including the NHS Plan and the Standing Nursing and Midwifery 
Committee's 2001 annual report found aspects of care to be deficient. National concerns 
raised include: an inadequate and demoralised workforce, poor care environments, lack 

of seamless care within the NHS and ageism. The NHS Plan's section Dignity, security 
and independence in old age, published in July 2000, outlined the government's plans 
for the care of older people, detailed in the national service framework. 

. 3.2 'fhe national service framework for older people was published in March 2001 and 

sets standards of care for older people in all care settings. It aims to ensure high 

quality of care and treatment, regardless of age. Older people are to be' treated as 

individuals with dignity and respect. The framework places special emphasis on the 

involvement of older patients and their relatives in the care process, including care 
planning. 

3.3 National standards called Essence of Care, published by the Department of Health 
in 2001, provide standards for assessing nursing practice against fundamental aspects 

of care such as nutrition, preventing pressure sores and privacy and dignity. These are 
designed to act as an audit tool to ensure good practice and have been widely 
disseminated across the NHS. 

Trust background 

3.4. Gosport War Memorial Hospital was part of Portsmouth Health care NHS Trust 

between April 1994 and April 2002. The hospital is situated on the Gosport peninsula 

and has 113 beds. Together with outpatient services and a day hospital, there are beds 

for older people and maternity services. The hospital does not admit patients who are 
acutely ill and it has neither an AftE nor intensive.care facilities. Portsmouth 
Healthcare NHS Trust provided.a range of community and hospital based services for 

the people of Portsmouth, Fareham, Gosport and surrounding areas. These services 
included mental health (adult and elderly), community paediatrics, elderly medicine, 
learning disabilities and psychology. 

• 
3.5 The trust was one of the largest community trusts in the south of England and 
employed almost 5,000 staff. In 2001/2002 the trust had a budget in excess of £100 

million and over 200/o <if income spent on its largest service, elderly medicine. All the 

trust's financial targets were met in 2000/2001. 
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Move towards the primary care trust 

3.6 Portsmouth Healthcare NHS Trust was dissolved on 31 March 2002. Services have 
been transferred to local primary care trusts (PCTs), including Fareham and Gosport 

PCT, which became operational as a level four PCT in April 2002. Arrangements have 

been made for each PCT to host provider services on a district wide basis but each PCT 

retains responsibility for commissioning its share of district wide services from the 

host PCT. Fareham and Gosport PCT will manage many of the staff, premises and 

facilities of a number of sites, including the Gosport War Memorial Hospital. Medical 

staff involved in the care of older people, including those working at the Gosport War 

Memorial Hospital, are now employed by the East Hampshire PCT. 

·Portsmouth Healthcare NHS Trust strategic management 

3.7 The trust board consisted of a chair, five non executive directors, the chief 

executive, the ~xecutive directors of operations, medicine, nursing and finance and the 
personnel director. The trust was organised into six divisions, two of which are 
relevant to this investigation. The Fareham and Gosport division, which managed the 
Gosport War Memorial Hospital, and the department of medicine for elderly people. 

3.8 CHI heard that the trust was well regarded in the local health community and had 
developed constructive links with the health authority and local primary care groups 

(PCGs). For example, in the lead up to the formation of the new PCT, Portsmouth 

Healthcare NHS Trust's director of operations worked for two days each week for the 

East Hampshire PCT. Other examples included the joint work of the PCG and the trust 
on the development of intermediate care and clinical governance. High regard and 

respect for trust staff was also commented on by the local medical committee, Unison 
and the Royal College of Nursing. 

Local services for older people 

3.9 Before April 2002, access to medical beds for older people in Portsmouth (which 

included acute care, rehabilitation and continuing care) was managed through the 

department of medicine for elderly people which was managed by the Portsmouth 

Healthcare NHS Trust. Some of the beds were located in community hospitals such as 
the Gosport War Memorial Hospital, where the day to day general management of the 

hospital was the responsibility of the locality divisions of Portsmouth Healthcare NHS 

Trust. The Fareham and Gosport division of the trust fulfilled this role at the Gosport 

War Memorial Hospital. 

3.10 The department of medicine for elderly people has now transferred to East Hampshire 

PCT. The nursing staff of the wards caring for older people at the Gosport War Memorial 

Hospital are now employed by the Fareham and Gosport PCT. Management of all services 

for older people has now transferred to the East Hampshire PCT. • 

3.11 General acute services were, and remain, based at Queen Alexandra and St Mary's 

hospitals, part of the Portsmouth Hospitals NHS Trust, the local acute trust. Though an 

unusual arrangement, a precedent for this model of care existed, for example in 

Southampton Community NHS Trust. 
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APPENDIX C 

Portsmouth Healthcare NHS Trust 
staff and non executive directors 
interviewed by CID 
P Baldacchino, L, Health Care Support Worker 

~~ Banks, Dr V, Lead Consultant 

~.:; Barker, D, Staff Nurse 

~!. Barker, M, Enrolled Nurse 

F1 Barrett, L, Staff Nurse 

it/ Beed, P, Clinical Manager 

I'll Brind, S, Occupational Therapist 

£·1 Cameron, F, General Manager 

;r, Carroll, P, Occupational Therapist 

m Clasby, J, Senior Nurse 

rr. Crane, R, Senior Dietician 

!11 Day, G, Senior Staff Nurse 

fE Douglas, T, Staff Nurse 

!l1 Dunleavy, J, Staff Nurse 

!11 Du nleavy, S, Physiotherapist 

~S Goode, P, Health Care Support Worker 

rm Hair, Revd J, Chaplain 

'f' Hall man, S, Senior Staff Nurse {until 11 September 2000) 

!l'i Hamblin, G, Senior Staff Nurse 

I'<; Haste, A, Clinical Manager 

!:3 Hooper, B, Project Director 

· ~"' Humphrey, L, Quality Manager 

Hunt, D, Staff Nurse (until 6 January 2002) 

f!j Jarrett, Dr D, Lead Consultant 

Joice, C, Staff Nurse (until 4 October 1 999) 

t·i Jones, J, Corporate Risk Advisor 

:~ Jones, T, Ward Clerk 

?1 King, P, Personnel Director 

Pn King, S, Clinical Risk Advisor 

!o Landy, S, Senior Staff Nurse 

f.l Langdale, H, Health Care Support Worker 

fli Law, D, Patient Affairs Manager 
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v. Patient transfer. Contacts commented on the state of the patient's health before and during 
the transfer. Other stakeholders mentioned the time that it took to transfer the patient and 
also highlighted the inappropriate method of transporting the patient. 

vi. Nutrition and fluids. Stakeholders highlighted a lack of help in feeding patients. They 
commented on how dehydrated the patients appeared and the lack of positive 
communication between the relative/carer and the staff to overcome the relative'tcarer's 
concern about the level of nutrition and fluids. 

vii. Humanity of care. 

Ill incontinence management- stakeholders felt that there was limited help with patients 
that needed to use the toilet 

llli altitude of staff- stakeholders commented on staff attitude, mentioning the length of 
time it took for ;taff to respond. Other comments related to the basic lack of care for 
patients in their last few days 

!I< provision of bells - stake holders observed that the bells were often out of the patients 
reach 

11§ management of clothing- stakeholders commented that the patients were never in their 
own clothes 

viii. Arrangements for the prescription, administration, review and recording of medicines. 
The majority of concerns were around the prescribing of diamorphine. Others centred on 
those authorised to prescribe the medication to the patient and how this was 
communicated to the relatives/carer. 

ix. Communication and collaboration between the trust and patients, their relatives and 
carers and with partner organisations. Interviewees indicated a lack of staff contact with 
the relatives/carers about the condition of the patient and the patient's care plan. Other 
interviewees commented on how some of the staff were not approachable. One 
interviewee referred to the absence of lay terms to describe a patient's condition, making 
it difficult to understand the patient's status of health. 

x. Arrangements to support patients and their relatives and carers towards the end of the 
patient's life. Stakeholders mainly thought that there was a lack of communication from 
the staff after their relative had died. 

xi. Three of the contacts had made complaints to the trust through the NHS complaints 
procedure. All were dissatisfied about the trust response. 
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3.12 Until August 2001, the Royal Hospital Haslar, a Ministry of Defence military 

hospital on the Gosport peninsula, also provided acute medical care to civilians, many 

of whom were older people, as well as military staff. 

Service performance management 

3.13 Divisional management at Portsmouth Healthcare NHS Trust was well defined, 

with clear systems for reporting and monitoring. The quarterly divisional review was 

the principal tool for the performance management of the Farehani and Gosport 

division. The review considered regular reports on clinical governance, complaints and 

risk. Fareham and Gosport division was led by a general manager, who reported to the 

operational director. Leadership at Fareham and Gosport divisional level was strong 

with clear accounting structures to corporate and board level. 

Inpatient services for older people at the Gosport 
War Memorial Hospital1998-2002 

'3:14 Gosport War Memorial Hospital provides continuing care, rehabilitation, day 

hospital and outpatient services for older people and was managed by the Fareham 

and Gosport division. In November 2000, as a result oflocal developments to develop 

intermediate and rehabilitation services in the community, there was a change in the 

use of beds at the hospital to provide additional rehabilitation beds. 

3.15 In 1998, three wards at Gosport War Memorial Hospital admitted older patients 

for general medical care: Dryad, Daedalus and Sultan. This is still the case in 2002. 

Figure 3.1 Inpatient provision at Gosport War Memorial Hospital by ward 

Ward 

Dryad 

Daedalus 

Sultan 

e 

1998 

20 continuing care beds. Patients admitted 
under the care of a consultant, with some 
day to day care provided by a clinical 
assistant. 

16 continuing care beds and 8 for slow 
stream rehabilitation. Patients admitted 
under the care of a consultant, some day 
to day care provided by a clinical assistant. 

24 GP beds with care managed by patients' 
own GPs. Patients were not exclusively older 
patients; care could include rehabilitation 
and respite care. A ward manager (or sister) 
managed the ward, which was staffed by 
Portsmouth Healthcare NHS Trust staff. 

2002 

20 continuing care beds for frail 
elderly patients and slow stream 
rehabilitation. Patients admitted under 
the care of a consultant. Day to day 
care is provided by a staff grade doctor. 

24 rehabilitation beds: 8 general, 8 fast 
and 8 slow stream (since November 
2000). Patients admitted under the 
care of a consultant. Day to day care 
provided by a staff grade doctor. 

The situation is the same as in 1998, 
except that the nursing staff are now 
employed by Fareham and Gosport PCT. 
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Admission criteria 

3.13 The current criteria for admission to both Dryad and Daedalus wards are that the 

patient must be over 65 and be registered with a GP within the Gosport PCG (now a 

part of Fareham and Gosport PCTl In addition, Dryad patients must have a Barthel 

score of under 4/20 and require specialist medical and nursing intervention. The 

Barthel score is a validated tool used to measure physical disability. Daedalus patients 

must need multi disciplinary rehabilitation, for example following a stroke. 

3.14 There was, and still is, a comprehensive list of admission criteria for Sultan ward 

developed in 1999, all of which must be met prior to admission. The criteria state that 

patients must not be medically unstable and no intravenous lines must be in situ. 

Elderly mental health 

3.15 Although not part of the CHI investigation, older patients are also cared for on 

Mulberry ward, a 40 bed assessment unit comprising Collingwood and Ark Royal 

wards. Patients admitted to this ward are under the care of a consultant in elderly 

mental health. 

Terminology 

3.!6 CHI found considerable confusion about the terminology describing the various 

levels of care for older people in written information and in interviews with staff. For 

example, the terms stroke rehab, slow stream rehab, very slow stream rehab, 

intermediate and continuing care were all used. CHI was not aware of any common 

local definition for these terms in use at the trust or of any national definitions. CHI 

stakeholder work confirmed that this confusion extended to patients and relatives in 

terms of their expectations of the type of care received. 

1. Throughout the timeframe covered by the CHI investigation, CHI received evidence of 
strong leadership, with a shared set of values at corporate and divisional level in Portsmouth 
Healthcare NHS Trust. The senior management team was well established and, together with 
the trust board, functioned as a cohesive team. The chief executive was accessible to and well 
regarded by staff both within the trust and in the local health economy. Good links had been 

developed with local PCGs. 

2. The case note review undertaken by CHI confirmed that the admission criteria for both 
Dryad and Daedalus wards were being adhered to over recent months and that patients were 

being appropriately admitted. However, CHI found examples of some recent patients who had 
been admitted to Sultan ward with more complex needs than stipulated in the admission 

criteria that may have compromised patient care. 

3. There was lack of clarity amongst all groups of staff and stakeholders about the focus of 
care for older people and therefore the aim of the care provided. This confusion had been 
communicated to patients and relatives, which had led to expectations of rehabilitation that 

had not been fulfilled. 

INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NH5 TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 
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Figure 6.1 Concerns about care raised by stakeholders by ward and date 

Dryad Daedalus Sultan GWMH TOTAL 

1998 2 10 

1999 1 5 

2000 

2001 

GWMH 

TOTAL 1 17 6 27 

GWMH- Gosport War Memorial Hospital 

ANALYSIS OF VIEWS RECEIVED 

i. During the CHI investigation stakeholder views highlighted both positive and less positive 
experiences of patient care. · 

Positive experiences 

ii. CHI received nine letters from stakeholders commenting on the satisfaction of the care 
that the patients received and highlighting the excellent level of care and kindness 
demonstrated by the staff. This was also supported by 400 letters of thanks and donations 
received by the Gosport War Memorial Hospital. The most frequently recurring positive 
comments from stakeholders were about staff attitude (five responses) and the 
environment (five responses). Other positive feedback was received about access to 
services, transfer, prescribing, end of life arrangements, communication and complaints. 

iii. The overall analysis of the stakeholder comments indicated that staff attitude and the 
environment were most highly commended. Examples of staff attitude included 
comments such as, "one lovely nurse on Dryad went to say hello to every patient even 
before she got her coat off' and "as a whole the ward was lovely and there was no 
complaints against the staff'. The environment was described as being tidy and clean with 
good decor. Another comment recognised the ward's attention to maintaining patient 
dignity with curtains been drawn reducing attention to the patient. One stakeholder 
commented on the positive experience they had when dealing with the trust concerning a 
complaint they had made. 

less positive experiences 

iv. A number of less positive experiences of patients/friends and relatives were shared with 
CHI by stakeholders. The following table outlines the most frequently recurring negative 
comments that corresponded with CHI's terms of reference. 

Figure 8.2 less positive views of patient and relative/friend experiences 

View Frequency of responses 

Communication with relatives/carers/friends 14 

Patient transfer 10 

Nutrition and fluids 11 

Prescription of medicines 9 

Continence management, catheritisation 8 

Staff attitude 

End of life communication with: 

patients 4 

re latives/carers/frien ds 6 

Humanity of care ie access to buzzer, clothing 8 
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APPENDIX B 

Views from patients and 
relatives/friends 
METHODS OF OBTAINING VIEWS 

i. The investigation sought to establish the views of people who had expelience of services 
for older people at the Gosport War Memorial Hospital since 1998. 

ii. CHI sought to obtain views about the service through a range of methods. People were 
invited to: 

1'8 meet with members of the investigation team 

M till in a short questionnaire 

Ill wlite to the investigation team 

f!\1 contact by telephone or email 

iii. In November 2001, information was distributed about the CHI investigation at Gosport 
War Memolial Hospital to stakeholders, voluntary organisations and statutory 
stakeholders. This information included posters advertising stakeholder events, 
information leaflets about the investigation, questionnaires and general CHI information 
leaflets. Press releases were issued in local newspapers and radio stations. The Hampshire 
Constabulary agreed to forward CHI contact details to families who had previously 
expressed their concerns to them. 

iv. The wlitten information was distributed to a large group of potential stakeholders. In total 
36 stakeholders and 59 voluntary organisations will have received the above information. 
These people included: 

ll'l Motor Neurone Disease Association, Alzheimer's Society, League of Friends and other 
community groups such as the Gosport Stroke Club and Age Concern 

l!ti Portsmouth and South East Hampshire Community Health Council, Isle of Wight, 
Portsmouth and South East Hampshire Health Authority, local medical committee, 
members of parliament, nursing homes, Portsmouth social services and Fareham and 
Gosport primary care groups 

STAKEHOLDER RESPONSES 

i. CHI received the following responses from patients, relatives, carers, friends and voluntary 
organisations. 

Letters Questionnaires Telephone interviews •stakeholder interviews 

10 17 

(•stakeholders were counted according to the number of attendees and not based on number of 
interviews) 

ii. A number of people who contacted CHI did so using more than one method. In these cases 
any other form of submitted evidence, was incorporated as part of the stakeholders 
contact. 

INVESTIGATION INTO THf PORTSMOUTH HEAlTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL • 

I lt < I 

1. Fareham and Gosport PCT and East Hampshire PCT should work together to build on the 

many positive aspects of leadership developed by Portsmouth Healthcare NHS Trust in order 
to develop the provision of care for older people at the Gosport War Memorial Hospital. The 

PCTs should ensure an appropriate performance monitoring tool is in place to ensure that any 

quality of care and performance shortfalls are identified and addressed swiftly. 

2. Hampshire and Isle of Wight strategic health authority should use the findings of this 

investigation to influence the nature of local monitoring of the national service framework 

for older people. 

3. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with local GPs, 

review the admission criteria for Sultan ward. 

4. The Department of Health should assist in the promotion of an NHS wide shared 

understanding of the various terms used to describe levels of care for older people. 
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4 I Arrangements for the 
prescription, administration,· 
review and recording of 
medicines 

Police inquiry and expert witness reports 

:1.1 CHI's terms of reference for its investigation in part reflected those of the earlier 

preliminary inquiry by the police, whose reports were made available to CHI. 

4.2 Police expert witnesses reviewed the care of five patients who died in 1998 and 

made general comments in the reports about the systems in place at the trust to ensure 

effective clinical leadership and patient management on the wards. The experts' 

examination of the use of medicines in Daedalus, Dryad and Sultan wards led to 

significant concern about three medicines, the amounts which had been prescribed, the 

combinations in which they were used and the method of their delivery. In summary: 

m there was no evidence of trust policy to ensure the appropriate prescription and 

dose escalation of strong opiate analg·esia as the initial response tb pain. It was the 

view of the police expert witnesses that a more reasonable response would have 

been the prescription of mild to moderate medicine initially with appropriate · 

review in the event of further pain followed up 

!'$ there was inappropriate combined subcutaneous administration of diamorphine, 

midazolam and haloperidol, which could carry a risk of excessive sedation and 

respiratory depression in older patients, leading to death 

~ there were no clear guidelines available to staff to prevent assumptions being made 

by clinical staff that patients had been admitted for palliative, rather than 

rehabilitative care 

lil there was a failure to recognise potential adverse effects of prescribed medicines by 

clinical staff 

M! clinical managers failed to routinely monitor and supervise care on the ward 

It is important to emphasise that these reports were not produced for this CHI 

investigation and CHI cannot take any responsibility for their accuracy. Whilst the 

reports provided CHI with very useful information, CHI has relied on its own 

independent scrutiny of data and information gathered during the investigation to 

reach the conclusions in this chapter. 
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64. March 2001 Final monitoring report intermediate care, Portsmouth Health care NHS 
Trust, May 2001 

D) DOCUMENTS RELATING TO HAMPSHIRE CONSTABULARY INVESTIGATIONS 

1. Police expert witness report, Professor B Livesley, MD, FRCP, 9 November 2000 

2. Police expert witness report, Professor G Ford, MA, FRCP, 12 December 2001 

3. Police expert witness report, Dr K Mundy, FRCP, 18 October 2001 

E) OTHER DOCUMENTS RELATING TO GOSPORT WAR MEMORIAL HOSPITAL 

1. A local procedure for the identifkation and support of primary care medical 
practitioners whose performance is giving cause for concern, Isle of Wight, Portsmouth 
and South East Hampshire Health Authority and local medical committee, undated 

2. Clinical governance and clinical quality assurance, the baseline assessment framework, 
NHS Executive south east region, 1999 

3. Clinical Governance, Audit 1998/1999 Et Summary report, District Audit, December 
1999 
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45. District audit review of rehabilitation service for older people 2000/2001, Portsmouth 
Healthcare NHS Trust, January 2001 

46. Memorandum to all medical staff re.: rapid tranquillisation and attached protocol -
department of medicine for elderly people, Portsmouth Health care NHS Trust, 
23 February 2001 

47. Correspondence re: guidelines on management of acute confusion from general 
manager - department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 
18 October 2001 

48. Memorandum to all consultants from consultant geriatrician re: management of acute 
confusion elderly medicine, Queen Alexandra Hospital Portsmouth Healthcare NHS Trust, 
30 Apdl 2001 

49. Community hospitals: guidelines for confirmation of death, Portsmouth Healthcare NHS 
Trust, policy date May 1998, review date May 1999 

50. Memorandum: Guidelines for admission to Daedalus and Dryad ward, Portsmouth 
Healthcare NHS Trust, 4 October 2000 

51. Clinical policy, admission and discharge policy, Portsmouth Healthcare NHS Trust, 
September 2000 

52. Urgent notice for all medical and nursing staff in the event of a suspected fracture 
and/or dislocation of a patient on the above ward, Daedalus and Dryad wards, Gosport 
War Memorial Hospital, Portsmouth Healthcare NHS Trust, 16 November 2001 

53. Procedure for the initial management of medical emergencies in Gosport War Memorial 
Hospital, Portsmouth Healthcare NHS Trust, 15 January 2001 

54. Audit of neuroleptic prescribing in elderly medicine, Portsmouth Healthcare NHS Trust, 
January-November 1999, November 1998-July 1999, September-December 2001 

55. Administration of medicines, community hospitals - programme for updating qualified 
staff, Portsmouth Healthcare NHS Trust, 13 March 1997 

56. Memorandum re: seminar- osteoporosis and falls, 14 November 2001, clinical assistant 
teaching elderly medicine, Portsmouth Healthcare NHS Trust, 19 October 2001 

57. Introduction to Gosport War Memorial Hospital for staff, Portsmouth Healthcare NHS 
Trust, undated 

58. Competence record and development for qualified nurses 1998-2001, Sultan, Dryad and 
Daedalus wards 

59. Fareham and Gosport induction programme, 9 November 2001, Portsmouth Healthcare 
NHS Trust, undated 

60. Training and development in communiry hospitals workshops - practice development 
facilitators (Gosport War Memorial Hospital, St Christophers Hospital, Emsworth Victoria 
Cottage Hospital, Petersfield Community Hospital, Havant War Memorial Hospital), East 
Hampshire Primary Care Trust, undated 

61. Occupational therapy service - continuous professional development and training, 
Fareham and Gosport locality, occupational therapy professional advisor, 23 November 
2001 

62. Analysis of complaints at Gosport War Memorial Hospital, workshop notes and action 
plans, February 2001 

63. Fareham and Gosport Primary Care Groups: Proposal to establish a primary care trust 
for Fareham and Gosport, Isle of Wight, Portsmouth and South East Hampshire Health 
Authority, July 2001 
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Medicine usage 

4.3 In order to determine the levels of prescribing at the tnist between 1998 and 

2001, CHI requested a breakdown from the trust of usage of diamorphine, haloperidol 

and midazolam for Daedalus, Dryad and Sultan wards. Data was also requested on 

the method of drug delivery. The data relates to medicines issued from the pharmacy 

and does not include any wastage; nor can it verifY the quantity of medicines 

administered to each patient. As the data does not offer any breakdown of casemix, it 

is not possible to determine how complex the needs of patients were in each year. 

Staff speaking to CHI described an increase in the numbers of sicker patients in 

recent years. A detailed breakdown of medicines issued to each ward is attached at 

appendix I. 

4.4 The experts commissioned by the police had serious concerns about the level of 

use of these three medicines (diamorphipe, haloperidol and midazolam) and the 

apparent practice of anticipatory prescribing. CHI shares this view and believes the use 

and combination of medicines used in 1998 was excessive and outside normal 

practice. The following figures indicate the use of each medicine by ward and year, 

plotted alongside the number patients treated (finished consultant episodes). 

4.5 The trust's own data, provided to CHI during the site visit week, illustrates a 

marked decline in the usage of diamorphine, haloperidol and midazolam in. recent 

years. This decline has been most pronounced on Dryad ward and is against a rise in 

FCEs during the same timeframe. The trust's data demonstrates that usage of each of 

these medicines peaked in 1998/99. On Sultan ward, the use of haloperidol and 

midazolam have also declined in recent years with a steady increase in FCEs. 

Diamorphine use, after declining dramatically in 1999/00, showed an increase in 

2000/01. 

e 
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Medicine issued 1997/1998-2000/2001 according to the number of finished consultant 
episodes per ward, based on information provided by the Portsmouth Healthcare NHS Trust 
(see appendices H and 1) 

Figure 4.1 Diamorphine use 
Daedalus ward 

Period 

- Diamorphine-+-- FCEs 

Figure 4.2 Haloperidol use 
Daedalus ward 
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Period 

-Haloperidol -+-- FCEs 

Figure 4.3 Midazolam use 
Daedalus ward 
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22. One year on: aspects of clinical nursing governance in the department of elderly 
medicine, Portsmouth Healthcare NHS Trust, September 2001 

23. Operational policy, bank/overtime/agency, Fareham and Gosport community hospitals 
and elderly mental health, Portsmouth Healthcare NHS Trust, I May 2001 

24. Job description: full time staff grade physician, Gosport War Memorial Hospital 
department of ~edicine for dderly people, Portsmouth Healthcare NHS Trust, 5 July 2000 

25. Correspondence re: staff grade physician contract - Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, 26 September 2001 

26. Correspondence re: consultant in medicine for the elderly contract, Wessex Regional 
Health Authority, 28 January 1992 

27. Essential information for medical staff department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, undated 

28. Department of medicine for elderly people, consultant timetables August 1997-
November 2001, Portsmouth Healthcare NHS Trust 

29. Development of intermediate care and rehabilitation services within the Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

30. Information for supervision arrangements for Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, November 2001 

31. Clinical managers meeting minutes, Portsmouth Healthcare NHS Trust, 12 November 
2001 

32. Notes of action learning meeting, Portsmouth Healthcare NHS Trust, Jl June 2001 

33. Notes from team leader meetings for the Daedalus ward, Portsmouth Healthcare NHS 
Trust, 5 April 2001 

34. Notes of Daedalus ward meeting, Portsmouth Healthcare NHS Trust, 6 August 2001 

35. Fareham El Gosport locality division, nursing accountability pathway, Portsmouth 
Healthcare NHS Trust, 25 October 2001 

36. Medical accountability structure for Gosport War Memorial Hospital, undated 

37. Supervision arrangement consultant timetable at Gosport War Memorial Hospital 
1998-2001, Portsmouth Healthcare NHS Trust 

38. Night skill mix review Gosport War Memorial Hospital, Portsmouth Healthcare NHS 
Trust, 28 March 2001 

39. Vacancy levels 1998-2001 for Sultan, Daedalus and Dryad, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

40. Sickness absence statistics for Daedalus Ward, Gosport War Memorial Hospital, 2000-
2001, undated 

41. Sickness absence statistics for Sultan Ward, Gosport War Memorial Hospital, 1998-2001, 
undated 

42. Wastage for qualified nurses - Daedalus, Dryad and Sultan Ward, undated 

43. Winter escalation plans elderly medicine and community hospitals, Portsmouth 
Healthcare NHS Trust, undated 

44. Audit of detection of depression in elderly rehabilitation patients, January-November 
1998, Portsmouth Healthcare NHS Trust, undated 
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C) DOCUMENTS RELATING TO THE DEPARTMENT OF MEDICINE FOR ELDERLY PEOPLE AT THE 

GOSPORT WAR MEMORIAL HOSPITAL 

I. Dryad ward away day notes, Gosport War Memorial Hospital, 22 January 2001, 18 May 
1998 

2. Community hospital service plan 2001/2002, Portsmouth Healthcare NHS Trust, undated 

3. Community h.ospitals GP bed service plan 2000/2001, Portsmouth Healthcare NHS Trust, 
30 November 1999 

4. Intermediate care and rehabilitation services proposal, Fareham and Gosport primary 
care groups, May 2000. 

5. Team objectives 1999/2000- Sultan ward, Portsmouth Healthcare NHS Trust, 
21 November 2001 

6. Gosport War Memorial Hospital key objectives 2000/2001, 1998/1999, 1997/1998 and 
1996/1997, Portsmouth Healthcare NHS Trust 

7. Gosport War Memorial Hospital leaflet and general information, Portsmouth Healthcare 
NHS Trust, undated 

8. Gosport health improvement programme (HIMP) 2000-2002, Fareham and Gosport 
primary care groups, undated 

9. Fareham and Gosport primary care groups intermediate care and rehabilitation 
services, Fareham and Gosport primary care groups, undated 

10. Patient throughput data from Sultan, Dryad and Daedalus wards 1997/1998 -
2000/2001, Fareham and Gosport primary care groups, April 2002 

11. Fareham and Gosport staff management structure, community hospitals, Portsmouth 
Healthcare NHS Trust, 25 October 2001 

13. Fareham and Gosport locality division structure diagram, Portsmouth Healthcare NHS 
Trust, 25 October 2001 

14. Fareham and Gosport older persons' locality implementation group progress report. Isle 
of Wight, Portsmouth and South East Hants Health Authority, Fareham and Gosport 
primary care groups, undated 

15. Development of intermediate care and rehabilitation services within the Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

16. Correspondence from department of medicine for elderly people re: national sentinel 
audit of stroke 1999, Portsmouth Healthcare NHS Trust, 8 March 2000 

17. Job description: Lead consultant department of medicine for elderly people (draft 4), 
Portsmouth Healthcare NHS Trust, February 1999 

18. Job description: clinical assistant position to the geriatric division in Gosport, Portsmouth 
and South East Hampshire Health Authority, April 1988 

19. Job description: service manager (H Grade) department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, 29 August 2000 

20. Job description: Service manager, community hospitals Fareham and Gosport, Portsmouth 
Healthcare NHS Trust, February 2000 

21. University of Portsmouth, Clinical nursing governance in a department of elderly 
medicine: an exploration of key issues and proposals for future development, 
Portsmouth Healthcare NHS Trust and Portsmouth University, May 2000 

INVESTIGATION INTO THE PORTSMOUTH HEALTI1CARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL e e 

Ol 
~ 

"' ~ 

Figure 4.4 Diamorphine use -
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Figure 4.6 Midazolam use 
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Figure 4.7 Diamorphine use 
Sultan ward 
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Figure 4.8 Haloperidol use 
Sultan ward 
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Figure 4.9 Midazolam use 
Sultan ward 
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103. Anonymised correspondence on complaints relating to Gosport War Memorial Hospital 
since 1998 

104. Learning from experience: action from complaints and patient based incidents, 1998-
2001, Portsmouth Healthcare NHS Trust 

105. Handling complaints course facilitators notes, Portsmouth Healthcare NHS Trust, 21 May 
1999 

106. Community hospitals governance framework, January 2001 

107. Community hospitals and Portsmouth Healthcare NHS Trust clinical governance 
development plan, 2001- 2002 

108. General rehabilitation clinical governance group, minutes of meeting 6 September 2001 

109. Stroke service clinical governance meeting, minutes of meeting 12 October 2001 

I 10. Continuing care clinical governance group, minutes of meeting 7 November 2001, 
Portsmouth Healthcare NHS Trust 

11 I. Community ·hospitals clinical leadership programme update, Portsmouth Healthcare NHS 
Trust, 19 November 2001 

112. Practice development programme: community hospitals clinical governance, Portsmouth 
Healthcare NHS Trust, March 1999 

113. Third quarter quality/clinical governance report, community hospitals service lead group, 
Portsmouth Healthcare NHS Trust, January 2000 

114. Community hospitals clinical governance baseline assessment action plan, September 
1999 

115. Clinical governance: minimum expectations of NHS trusts and primary care trusts from 
April 2000. Action plan -review March 2001, Portsmouth Healthcare NHS Trust, undated 

116. Clinical governance annual report 2000/2001 and 1999/2000, Portsmouth Healthcare 
NHS Trust 

117. Risk event forms and instructions, Portsmouth Healthcare NHS Trust, undated 

118. Clinical governance baseline assessment trust wide report, 1999, Portsmouth Healthcare 
NHS Trust, undated 

119. Trust clinical governance panel meeting minutes on 16 May 2001, Portsmouth Healthcare 
NHS Trust 

120. Memorandum re: implementation of clinical governance, Portsmouth Healthcare NHS 
Trust, 11 June 1999 

121. Risk management strategy 2000/2003, 1999/2002 and 1998/2001, Portsmouth 
Healthcare NHS Trust 

122. Gosport War Memorial Hospital patient survey action plan, Portsmouth Healthcare NHS 
Trust, (undated) 
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Bl. Training on demand: working in partnership, Portsmouth Healthcare NHS Trust, undated 

B2. Programme of training events 2001-2002, Portsmouth Healthcare NHS Trust, undated 

B3. Sultan Ward leaflet, Gosport War Memorial Hospital, Portsmouth Healthcare NHS Trust 

B4. Post mortem information for relatives and hospital post mortem consent form·, 
Portsmouth Healthcare NHS Trust, January 2000 

B5·. Proposal for Portsmouth Healthcare NHS Trust: the provision of an employee assistance 
programme for Portsmouth Healthcare NHS Trust, Corecare, 16 March 2000 · 

B6. Gosport War Memorial Hospital chaplains' leaflet, Portsmouth Healthcare NHS Trust, 
undated 

B7. Gosport War Memorial Hospital, chaplains and Portsmouth Healthcare NHS Trust: 
because we care, community health services - leaflets, Portsmouth Healthcare NHS Trust, 
undated 

BB. Talking with dying patients, loss death and bereavement, staff handout, no author, 
undated 

B9. Multidisciplinary post registration development programme, 2001 

90. Gerontological nursing programme: proposal for an integrated work based learning and 
practice development project between the RCN's gerontological nursing programme, 
Portsmouth Health Care NHS Trust, PCTs and Portsmouth University: COMMUNITY 
HOSPITALS, Royal College of Nursing, version 2.0 2001 

91. Multidisciplinary post registration year 2000-2001: lecture programme, Portsmouth 
Healthcare NHS Trust, November 2001 

92. Training programme 2002 and in service training: list of lectures, Portsmouth 
Healthcare NHS Trust, undated 

93. Occupational therapy service - supervision manual, Portsmouth Healthcare NHS Trust, 
Portsmouth City Council, Hampshire County Council Social Service department, undated 

94. Acute life threatening events recognition and treatment (ALERT): A multiprofessional 
University of Portsmouth course in care of the acutely ill patient, October 2000 

95. Training and development for nursing staff in Portsmouth Healthcare NHS Trust 
community hospitals relating to intermediate care: Progress report, Portsmouth 
Healthcare NHS Trust, 12 February 2001 

96. E-learning at St James's: catalogue of interactive training programmes, November 2001 

97. Valuing diversity pamphlet: diversity matters, Portsmouth Health care NHS Trust, 
undated 

98. Procedural statement- individual performance review: recommended documentation 
and guidance notes, personnel director, Portsmouth Healthcare NHS Trust, April 2001 

99. !PR audit results 2000, community hospitals service lead group, 22 March 2001 

100. Clinical nursing development, promoting the best practice in Portsmouth Healthcare, 
Portsmouth Healthcare NHS Trust, January 1998 

101. An evaluation of clinicaJ supervision activity in nursing throughout Portsmouth 
Healthcare NHS Trust, Portsmouth Healthcare NHS Trust, December 1999 

102. Your views matter: making comments or complaints about our services, Portsmouth 
Healthcare NHS Trust, undated 
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Assessment and management of pain 

4.6 Part of the individual total assessment of each patient includes an assessment of 

any pain they may be experiencing and how this is to be managed. In 1998, the trust 

did not have a policy for the assessment and management of pain. This was 

introduced in April 2001, in collaboration with Portsmouth Hospitals NHS Trust, and is 

due for review in 2003. The stated purpose of the document was to identil'y 

mechanisms to ensure that all patients have early and effective management of pain 

or distress. The policy placed responsibility for ensuring that pain management 

standards are implemented in every clinical setting and sets out the following: 

11! the prescription must be written by medical staff following diagnosis oftype(s) of 

pain and be appropriate given the current circumstances of the patient 

i!l! if the prescription states that medication is to be administered by continuous 

infusion (syringe driver), the rationale for this decision must be clearly documented 

iiii all prescriptions for drugs administered via a. syringe driver must be written on a 

prescription sheet designed for this purpose 

4.7 CHI has also seen evidence of a pain management cycle chart and an 'analgesic 

ladder'. The analgesic ladder indicates the drug doses for different levels and types of 

pain, how to calculate opiate doses, gives advice on how to evaluate the effects of 

analgesia and how to observe for any side effects. Nurses interviewed by CHI 

demonstrated a good understanding of pain assessment tools and the use of the 

analgesic ladder. 

4.8 CHI was told by some nursing staff that following the introduction of the policy, it 

took longer for some patients to become pain free and that medical staff were 

apprehensive about prescribing diamorphine. Nurses also spoke of a reluctance of 

some patients to take pain relief. CHI's case note review concluded that two of the 

15 patients reviewed were not prescribed adequate pain relief for part of their 

stay in hospital. 

4.9 Many staff interviewed referred to the "Wessex guidelines': This is a booklet called 

Palliative care handbook guidelines on clinical management drawn up by Portsmouth 

Healthcare NHS Trust, the Portsmouth Hospitals NHS Trust and a local hospice, in 

association with the Wessex palliative care units. These guidelines were in place in 1998. 

Although the section on pain focuses on patients with cancer, there is a clear highlighted 

statement in the guidelines that states "all pains have a significant psychological 

component, and fear, anxiety and depression will all lower the pain threshold". 

4.10 The Wessex guidelines are comprehensive and include detail, in line with British 

National Formulary recommendations, on the use, dosage, and side effects of 

medicines commonly used in palliative care. The guidelines are not designed for a 

rehabilitation environment. 

4.11 CHI's random case note review of 15 recent admissions concluded that the pain 

assistance and management policy is being adhered to. CHI was told by staff of the 

previous practice of anticipatory prescribing of palliative opiates. As a result of the 

pain and assessment policy, this practice has now stopped.' 
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Prescription writing policy 

4. I 2 This policy was produced jointly with the Portsmouth Hospitals NHS Trust il! 

March 1998. The policy covered the purpose, scope, responsibilities and requirements 

for prescription writing, medicines administered at nurses' discretion and controlled 

drugs. A separate policy covers the administration of intravenous medicines. 

4.13 The policy has a section on verbal prescription orders, including telephone orders, 

in line with UKCC guidelines. CHI understands that arrangements such as these are 

common practice in GP led wards and work well on the Sultan ward, with 

arrangements in place for GPs to sign the prescription within 12 hours. These 

, arrangements were also confirmed by evidence found in CHI's case note review. 

Administration of medicines 

4.14 Medicines can be administered in a number of ways, for example, orally in tablet 

or liquid form, by injection and via a syringe driver. Some of the medicines used in 

the care of older people can be delivered by a syringe driver, which delivers a 

continuous subcutaneous infusion of medication. Syringe drivers can be an entirely 

appropriate method of medicine administration that provides good control of 

symptoms with little discomfort or inconvenience to the patient. Guidance for staff on 

prescribing via syringe drivers is contained within the trust's policy for assessment and 

management of pain. The policy states that all prescriptions for continuous infusion 

must be written on a prescription sheet designed for this purpose. 

4.15 Evidence from CHI's case note review demonstrated good documented examples 

of communication with both patients and relatives over medication and the use of 

syringe drivers and the application of the trust's policy. 

4.16 Information provided by the trust indicates that only two qualified nurses from 

Sultan ward had taken part in a syringe driver course in 1999. Five nurses had also 

completed a drugs competencies course. No qualified nurses from Dryad or Daedalus 

ward had taken part in either course between 1998 and 2001. Some nursing and 

healthcare support staff spoke of receiving syringe driver information and training 

from a local hospice. 

Role of nurses in medicines administration 

4.17 Registered nurses are regulated by the Nursing and Midwifery Council, a new 

statutory body which replaced the United Kingdom Central Council on I April 2002. 

Registered nurses must work within their code of professional conduct (UKCC, June 

I992). The scope ofprofessi?nal practice clarified the way in which registered nurses 

are personally accountable for their own clinical practice and for care they provide to 

patients. The standards for the administration of medicines {UKCC, October 1992) 

details what is expected of nurses carrying out this function. 

INVESTIGATION INTO THE PORTSMOUTH HEALTHCAR~ NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 
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Psychiatric involvement policy, November 2001; Induction training policy, October 1999 
Handling patient related complaints policy, Portsmouth Healthcare NHS Trust, January 
2000; Domestic abuse in the workplace policy, July 2000 

61. Medicines policy incorporating the IV policy, final draft- version 3.5, Portsmouth 
Hospitals NHS Trust Royal Hospital Haslar, Portsmouth.Healthcare NHS Trust, August 2001 

62. Non emergency patient transport request form, Portsmouth Hospitals and Healthcare 
NHS Trust, undated 

63. Patient transport - standards of service, Portsmouth Healthcare NHS Trust, Development 
Directorate, March 2001 

64. Booking criteria and standards of service - criteria for use of non emergency patient 
transport, Portsmouth Hospitals and Healthcare NHS Trust and Hampshire Ambulance 
Trust, undated 

65. Prescribing formulary, Portsmouth District October 2001, Portsmouth Hospitals NHS Trust, 
Portsmouth Healthcare NHS Trust, General Medical Practitioners, Portsmouth and South 
East Hampshire Health Authorities and Royal Hospital Haslar (not complete) 

66. Wessex palliative care handbook: guidelines on clinical management, fourth edition, 
Portsmouth Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, The Rowans 
(Portsmouth Area Hospice), undated 

67. National sentinel clinical audit, evidence based prescribing for older people: Report of 
national and local results, Portsmouth Healthcare NHS Trust, undated 

68. Compendium of drug therapy guidelines 1998 (for adult patients only), Portsmouth 
Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, 1998 

69. Draft protocol for prescription and administration of diamorphine by subcutaneous 
infusion, medical director, Portsmouth Healthcare NHS Trust, IS December 1999 

70. Medicines and prescribing committee meeting: agendas 3 February 2000, 4 May 2001, 
6 April 2000, 6 July 2000, 3 November 2000 

71. Medicines and prescribing committee meeting: minutes 3 November 2000, 5 January 
2001 

72. Correspondence: protocol for prescription administration of diamorphine by subcutaneous 
infusion, Portsmouth Healthcare NHS Trust, 7 February 2000, 11 February 2000 

73. Correspondence: Portsmouth Healthcare NHS Trust syringe driver control, Portsmouth 
Healthcare NHS Trust, 21 February 2000 

74. Correspondence: diamorphine guidelines, Portsmouth Healthcare NHS Trust, 21 February 
2000 

75. Audit of prescribing charts: questionnaire Portsmouth Healthcare NHS Trust, .undated 

7 6. Administration of controlled drugs - the checking role for support workers: guidance 
note for ward/clinical managers, Portsmouth Healthcare NHS Trust, February 1997 

77. Scoresheet- medicines management standard 2001/2002, Portsmouth Healthcare NHS 
Trust, undated 

78. Organisational controls standards, action plan 2000/2001, Portsmouth Healthcare NHS 
Trust, November 2001 

79. Diagram of Medicines Management Structure, Portsmouth Healthcare NHS Trust, 
16 October 2000 

80. Summary medicines use 1997/1998 to 2000/2001 for wards Dryad, Daedalus and 
Sultan, Portsmouth Hospitals NHS Trust pharmacy service, April 2002 
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41. Human resource management, Portsmouth and South East Hampshire Health Authority 
Community Health Care Services, November 1991 

42. Audit of standards of oral hygiene within the stroke service, Portsmouth Healthcare NHS 
Trust November 1999-April 2000 

43. Clinical Stroke service guidelines, Department of medicine for elderly people, unaated 

44. Reaudit evaluation of compliance with revised handling assessment guidelines, 
Portsmouth Healthcare NHS Trust, June 1998-November 1998 

45. Feeding people, trust wide reaudit of nutritional standards, Portsmouth Healthcare NHS 
Trust, November 2001 · 

46, Trust records strategy, records project manager, Portsmouth Healthcare NHS Trust March 
2001 

47. A guide to medical records, a pocket guide to ail medical staff, Portsmouth Healthcare 
NHS Trust, June 2000 

48. Health records all specialities core standards and procedures, Portsmouth Healthcare 
NHS Trust (incorporating East Hants Primary Care Trust and Portsmouth City Primary Care 
Trust), December 1998 updated February 2000 and May 2001 

49. Referral to old age psychiatry form, Portsmouth Healthcare NHS Trust, undated 

50. Patients affairs procedure - death certification and post mortems, department of 
medicine for elderly people, Queen Alexandra Hospital, (undated) 

51. Audit of compliance with bed rails guidelines in community hospitals, Portsmouth 
Healthcare NHS Trust, August 2001 

52. Patient flows, organisational chart, 24 October 2001 

53. Portsmouth Hospitals and Portsmouth HeaJthcare NHS Trusts Joint Generic Transfer 
Document: Protocol for the transfer to GP step down beds, Portsmouth Hospitals and 
Portsmouth Healthcare NHS Trusts, November 2000 

54. Discharge summary form, guidance notes for completion, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

55. Audit of patient records, December 1997-July 1998, Portsmouth Healthcare NHS Trust 

56. Audit of nutritional standards, October 1997-April 1998, Portsmouth Healthcare NHS 
Trust, undated 

57. Falls policy development- strategy to reduce the number of falls in community 
hospitals, Portsmouth Healthcare NHS Trust, undated 

58. Minutes of falls meetings held on 26 July 2001,13 June 2001, 26 February 2001, 
18 January 2001, 23 November 2000, 5 O,ctober 2000, Pbrtsmouth Healthcare NHS Trust 

59. Stepping stones: how the need for stepping stones came about, Portsmouth Healthcare 
NHS Trust, undated 

60. Portsmouth Healthcare NHS Trust Policies: Resuseitation status policy, April 2000; 
Whistleblowing policy, February 2001; Risk management policy, January 2001; Recording 
and reviewing risk events policy, May 2001; Control and administration of medicines by 
nursing staff policy, January 1997; Prescription writing policy, July 2000; Policy for 
assessment and management of pain, May 2001; Training and education policy, April 
2001; Bleep holder policy review, 15 May 2001; Prevention and management of pressure 
ulcers policy, May 2001; Prevention and management of malnutrition within trust 
residential and hospital services, November 2000; Client records and record keeping policy, 
December 2000; Trust corporate policies, guidance for staff, revised August 2000; 
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4.18 Underpinning all of the regulations· that govern nursing practice, is the 

requirement that nurses act in the best interest of their patients at all times. This could 

include challenging the prescribing of other clinical staff. 

Review of medicines 

4.19 The regular ward rounds and multidisciplinary meetings should include a review 

of medication by senior staff, which is recorded in the patient's case notes. CHI 

recognises the complexity of multidisciplinary meetings. Despite this, a process should 

be found to ensure that effective and regular reviews of patient medication take place 

by senior clinicians and pharmacy staff. 

Structure of pharmacy 

4.20 Portsmouth Healthcare NHS Trust has a service level agreement for pharmacy 

services with the local acute trust, Portsmouth Hospitals NHS Trust. An E grade 

pharmacist manages the contract locally and the service provided by a second 

pharmacist, who is the lead for older peoples' services. Pharmacists speaking to CHI 

spoke of a remote relationship between the community hospitals and the main 

pharmacy department at Queen Alexandra Hospital, together with an increasing 

workload. Pharmacy staff were confident that ward pharmacists would now challenge 

large doses written up by junior doctors but stressed the need for a computerised 

system which would allow clinician specific records. There are some recent plans to 

put the trust's A compendium of drug therapy guidelines on the intra net, although this 

is not easily available to all staff. 

4.21 Pharmacy training for non pharmacy staff was described as "totally inadequate" 

and not taken seriously. Nobody knew of an:r training offered to clinical assistants. 

4.22 There were no systems in place in 1998 for the routine review of pharmacy data 

which could have alerted the trust to any unusual or excessive patterns of prescribing, 

although the prescribing data was available for analysis. 

,.,. 
1. CHI has serious concerns regarding the quantity, combination, lack of review and 
anticipatory prescribing of medicines prescribed to older people on Dryad and Daedalus wards 
in 1998. A protocol existed in 1998 for palliative care prescribing (the "Wessex guidelines") 
but this was inappropriately applied to patients admitted for rehabilitation. 

2. Though CHI is unable to determine whether these levels of prescribing contributed to the 
deaths of any patients, it is clear that had adequate checking mechanisms existed in the 
trust, this level of prescribing would have been questioned. 

3. The usage of diamorphine, midazolam and haloperidol has declined in recent years, 
reinforced by trust staff interviewed by CHI and by CHI's own review of recent case notes. 
Nursing staff interviewed confirmed the decreased use of both diamorphine and the use of 
syringe drivers since 1998. 
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4. CHI found some evidence to suggest a recent reluctance amongst clinicians to prescribe 
sufficient pain relieving medication. Despite this, diamorphine usage on Sultan ward 

2000/2001 showed a marked increase. 

5. CHI welcomes the introduction and adherence to policies regarding the prescription, 
administration, review and recording of medicines. Anticipatory prescribing is no longer 
evident on these wards. Although the palliative care Wessex guidelines refer to non physical 
symptoms of pain, the trust's policies do not include methods of non verbal pain assessment 

and rely on the patient articulating when they are in pain. 

6. CHI found little evidence to suggest that thorough individual total patient assessments 

were being made by multidisciplinary teams in 1998. CHI's case note review concluded that 
this approach to care had been developed in recent years. 

7. Pharmacy support to the wards in 1998 was inadequate. The trust was able to produce 
·pharmacy data in 2002 relating to 1998. A system should have been in place to review and 
monitor prescribing at ward level, using data such as this as a basis. 

Rflt:OMMENbAriOI\\s ' ' · ' . •· • ,•'' • 

1. As a priority, the Fareham and Gosport PCT must ensure that a system is in place to 
routinely review and monitor prescribing of all medicines on wards caring for older people. 
This should include a review of recent diamorphine prescribing on Sultan ward. Consideration 
must be given to the adequacy of IT support available to facilitate this. 

2. The East Hampshire PCT and Fareham and Gosport PCT should review all local prescribing 
guidelines to ensure their appropriateness for the current levels of dependency of the 

patients on the wards. 

3. The Fare ham and Gosport PCT should review the provision of pharmacy services to Dryad, 
Daedalus and Sultan wards, taking into account the change in casemix and use of these 

wards in recent years. Consideration should be given to including pharmacy input into regular 
ward rounds. 

4. The Fareham and Gosport PCT and East Hampshire PCT, in conjunction with the pharmacy 
department, must ensure that all relevant staff including GPs are trained in the prescription, 
administration, review and recording of medicines for older people .. 
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20. Correspondence: re Healthcall regarding contract for 2002, Healthcall business manager, 
March 2002 

21. Patient environment assessment and action plan, Portsmouth Healthcare NHS Trust, 
August and September 2000 

22. Combined five year capital programme 2001/2002-2005/2006, Portsmouth Healthcare 
NHS Trust, Portsmouth City Primary Care Trust, East Hampshire NHS Primary Care Trust, 
8 November 2001 

23. Portsmouth Healthcare NHS Trust: Investors in People report, Western Training and 
Enterprise Council, July 1999 

24. Portsmouth Healthcare NHS Trust, Quality report - governance indicators, 
quarter ending 30 June 2001, 31 March 2001, 31 December 2000, 30 September 2000, 
30 June 2000, 31 March 2000, 31 December 1999, 30 September 1999, 30 June 1999, 
31 March 1999, 31 December 1998, 30 September 1998, 30 June 1998, 31 March 1998, 
31 December 1997, 30 September 1997, 30 June 1997 

25. Annual quality report to Portsmouth and South East Hampshire Health Authority 
(quarter 3 2000/2001), Portsmouth Health care NHS Trust, 27 February 2001 

26. Improving quality - steps towards a First class service, Portsmouth Healthcare NHS Trust 
September 1 998 

27. Infection control services, Portsmouth Hospitals NHS Trust and Portsmouth Healthcare 
NHS Trust, Nursing practice audit, Portsmouth Healthcare NHS Trust, 9 May 2001 

28. Emergency incidents originating at 'Gosport War Memorial Hospital, Hampshire 
Ambulance Service NHS Trust, April 2000-February 2002 

29. Staff handbook, Portsmouth Healthcare NHS Trust, undated 

30. Junior doctors' accreditation information, pack supplied by Ponsmouth Healthcare NHS 
Trust, undated 

31. GP contracts for trust working, Portsmouth Healthcare NHS Trust, December 1979-May 
2001 

32. GP contracts for trust working, Out of hours GP contract, Portsmouth Healthcare NHS 
Trust, April 1999-March 2000, June 2001-March 2002 

33. Strategy for employing locum medical staff, Portsmouth Healthcare NHS Trust, undated 

34. The development of clinical supervision for nurses, nurse consultant, adult mental 
health services, Portsmouth Healthcare NHS Trust undated 

35. Correspondence/memorandum re: staff opinion survey results, Portsmouth Healthcare 
NHS Trust, 18 December 2001 

36. Staff opinion survey 2000, Portsmouth Healthcare NHS Trust undated 

37. Common actions arising from staff opinion survey results, personnel department, 
19 October 2001 

38. Memorandum re: senior managers on call, Portsmouth Healthcare NHS Trust, 
29 September 2000 

39. Personnel and human resources/management strategy and action plan, Portsmouth 
Healthcare NHS Trust, personnel director, October 2001 

40. Strategy for human resource management and important human resource issues, 
Portsmouth Healthcare NHS Trust, personnel director, October 1996 
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Healthcare NHS Trust to local Primary Care Trusts and West Hampshire NHS Trust, 
South East regional office, Isle of Wight, Portsmouth and South East Hampshire Health 
Authority and Southampton and South West Hampshire Health Authority, September 2001 

4. Dissolution project proposal, Portsmouth Healthcare Trust, undated 

5. Trust dissolution: summary of meeting to agree the future management arrangements 
for risk and clinical governance systems and groups, Portsmouth Healthcare NHS Trust, 
1 November 2001 

6. Looking forward ... the next five years 1995-2000, Portsmouth Healthcare NHS Trust, 
September 1994 

7. Business plans 2000-2001, 1999-2000, 1998-1999, 1997-1998, Portsmouth Healthcare 
NHS Trust 

8. Health improvement programme 2000-2003, Portsmouth and south east Hampshire, Isle 
of Wight, Portsmouth and South East Hampshire, April 2000 

9. Fareham health improvement programme 2000-2002, Fareham and Gosport Primary 
Care Groups, undated 

10. A report on a future Patient Advice Liaison Service for Fareham Et Gosport Primary 
Care Trust, Portsmouth Healthcare NHS Trust, November 2001 

11. Gosport War Memorial Patient Survey results, Portsmouth Healthcare NHS Trust, 
November 2001, October 2001, July 2001. 

12. 2001/2002 Services and Financial Framework (SAFF) cost and service pressures, 
Portsmouth Health care NHS Trust, undated 

13. Gosport War Memorial Hospital outpatient clinics rota, 9 July 2001 

14. User involvement in service development: A framework, Portsmouth Healthcare NHS 
Trust, undated 

15. Isle of Wight, Portsmouth Et South East Hampshire Health Authority joint investment 
plan for older people 2001-2002, Isle of Wight, Portsmouth Et South East Hampshire 
Health Authority, undated 

16. Portsmouth Healthcare NHS Trust, trust board agendas and strategic briefing documents: 

Trust board strategic briefing 18 October 2001, 19 July 2001, 21 June 2001,18 January 
2001, 19 October 2000, 20 July 2000, 15 June 2000,20 April 2000, 20 January 2000, 
21 October 1999, 15 July 1999, 17 June 1999, 15 April 1999, 21 January 1999, 
22 October 1998, 24 September 1998 

Public meeting of the trust board 20 September 2001, 17 May 2001,15 February 2001, 
16 November 2000, 21 September 2000, 18 May 2000, 17 February 2000, 18 November 
1999, 16 September 1999, 20 May 1999, 18 February 1999, 19 November 1998 

Agenda for part two of meeting of trust board 20 September 2001, 17 May 2001, 
1.5 February 2001, 16 November 2000, 21 September 2000, 18 May 2000, 17 February 
2000, 18 November 1999, 16 September 1999, 20 May 1999, 18 February 1999, 
19 November 1998, 24 September 1998 

17. Divisional review 2000 Gosport and Fareham division, Portsmouth Healthcare NHS 
Trust, 8 February 2000, 10 August 2000, 16 May 2000, 11 November 1999 

18. National service framework: older people steering group (district wide implementation 
team) documents, Isle of Wight, Portsmouth and South East Hampshire health authority, 
undated 

19. Correspondence: re Healthcall data 2001 analysis, Knapman practice, 22 June 2002 
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5 Quality of care and the 
patient experience 

Introduction 

5.1 This chapter details CHI's findings following contact with patients and relatives. 

This needs to be put into the context of the 1,725 finished consultant episodes for 

older patients admitted to the Gosport War Memorial Hospital between April 1998 and 

March 2001. Details of the methods used to gain an insight into the patient experience 

and of the issues raised with CHI are contained in appendix B. 

Patient expeience 

5.2 As with all patients being cared for when they are sick and vulnerable, it is 

important to treat each person as a whole. For this reason, the total holistic assessment 

of patients is critical to high quality individual care tailored to each patient's specific 

needs. The following sections are key elements (though not an exhaustive list) of total 

assessments which were reported to CHI by stakeholders. 

5.3 CHI examined in detail the experience of older patients admitted to the Gosport 

War Memorial Hospital between 1998 and 2001 and that of their relatives and carers. 

This was carried out in two ways. Firstly, stakeholders were invited, through local 

publicity, to make contact with CHI. The police also wrote to relatives who had 

expressed concern to them informing them of CHI's investigation. Views were invited 

in person, in writing, over the telephone and by questionnaire. A total of 36 patients 

and relatives contacted CHI during the investigation. 

5.4 Secondly, CHI made a number of observation visits, including at night, to 

Daedalus, Dryad and Sultan wards during the site visit week in January 2002. Some of 

the visits were unannounced. Mealtimes, staff handovers, ward rounds and medicine 

rounds were observed. 

Stakeholder views 

5.5 The term stakeholder is used by CHI to define a range of people that are affected 

by, or have an interest in, the services offered by an organisation. CHI heard of a 

range of both positive and less positive experiences, of the care of older people. The 

most frequently raised concerns with CHI were: the use of medicines, the attitude of 

staff, continence management, the use of patients' own clothing, transfer 

arrangements between hospitals and nutrition and fluids. More detail on each of these 

areas is given below. 
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5.6 Relatives expressed concern around a perceived lack of nutrition and fluids as 

patients neared the end of their lives: "no water and fluids for last four days of life". 

Comments were also raised about unsuitable, unappetising food and patients being left 

to eat without assistance. A number of stakeholders commented on untouched food 

being cleared away without patients being given assistance to eat. 

5.7 Following comments by stakeholders, CHI reviewed the trust policy for nutrition 

and fluids. The trust conducted a trust wide audit of minimum nutritional standards 

between October 1997 and March 1998, as part of the five year national strategy 

Feeding People. The t~st policy, Prevention and management of malnutrition (2000), 

included the designation of an appropriately trained lead person in each clinical area, 

who would organise training programmes for staff and improve documentation to 

ensure full compliance. The standards state: 

11'!· all patients must have a nutritional risk assessment on admission 

!ffi. registered nurses must plan, implement and oversee nutritional care and refer to an 

appropriate professional as necessary 

11\') all staff must ensure that documented evidence supports the continuity of patient 

care and clinical practice 

1\!! all clinical areas should have a nominated nutritional representative who attends 

training/updates and is a resource for colleagues 

El systems should be in place to ensure that staff have the required training to 

implement and monitor the Feeding People standards 

5.8 A second trust audit in 2000 concluded that, overall, the implementation of the 

Feeding People standards had been "very encouraging·: However, there were concerns 

about the lack of documentation and a sense of complacency as locally written 

protocols had not been produced throughout the service. 

5.9 CHI's review of recent case notes concluded that appropriate recording of patient 

intake and output was taking place. CHI was concerned that nurses appeared unable to 

make swallowing assessments out of hours; this could lead to delays in receiving 

nutrition over weekends, for example, when speech and language therapy staff were 

not available. 

5.10 Continence management is an important aspect of the care of older people, the 

underlying objective is to promote or sustain continence as part of the holistic 

management of care, this includes maintaining skin integrity (prevention of pressure 

sores). Where this is not possible, a range of options including catheterisation are 

available and it is imperative that these are discussed with patients, relatives and 

carers. Some stakeholders raised concerns regarding the 'automatic' catheterisation of 

patients on admission to the War Memorial. "They seem to catheterise everyone. My 

husband was not incontinent; the nurse said it was done mostly to save time". 

Relatives also spoke of patients waiting for long periods of time to be helped to the 

toilet or for help in using the commode. 

5. II CHI's review of recent case notes found no evidence of inappropriate 

catheterisation of patients in recent months. 
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APPENDIX A 

Documents reviewed by CHI and/or 
referred to in the report 
A) NATIONAL DOCUMENTS 

1. Modern Standards and Service Models, Older People, National Service Framework for 
Older People, Department of Health, March 2001 

2. 'Measuring disability a critical analysis of the Barthellndex·, British Journal of Therapy 
and Rehabilitation, April 2000, Vol 7, No 4 

J. The Public Interest Disclosure Act 1998 - whistleblowing in the NHS, NHS Executive, 
August 1999 

4. Guidelines for the administration of medicines, (including press statement) United 
Kingdom Central Council for Nursing, Midwi!ery and Health Visiting, October 2000 

5. Extension of independent nursing prescribing, items prescribable by nurses under the 
extended scheme, Department of Health, February 2002 

6. Essence of Care: patient-focused benchmarking for healthcare practitioners, Department 
of Health, February 2001 

7. Caring for older people: A nursing priority, integrated knowledge, practice and values, 
The nursing and midwifery advisory committee, March 2001 

8. British National Formulary 41, British Medical Association, Royal Pharmaceutical Society 
of Great Britiain, 200 I 

9. Consent - What you have a right to expect: a guide for relatives and carers, 
Department of Health, July 2001 

10. Making a Difference, strengthening the nursing, midwifery and health visiting 
contribution to health and health care, Summary, The Department for Health, July 1999 

11. Improving Working Lives Standard, NHS employers commited to improving the 
working lives of people who work in the NHS, Department of Health, September 2000 

12. The NHS plan, a plan for investment, a plan for reform, Chapter 15, dignity, security and 
independence in old age, The Department of Health, July 2000 

1 J. Standards for health and social care services for older people, The Health Advisory 
Service 2000, May 2000 

14. Reforming the NHS Complaints Procedure: a listening document, The Department of 
Health, September 2001 

B) DOCUMENTS RELATING TO PORTSMOUTH HEALTHCARE NHS TRUST 

1. Our work, our values - a guide to Portsmouth Healthcare NHS Trust, Portsmouth 
Healthcare NHS Trust, undated 

2. Annual reports, Portsmouth Healthcare NHS Trust, 2000-2001, 2000, 1998-1999 

J. Local health, local decisions - proposals for the transfer of management responsibility 
for local health services in Portsmouth and south east Hampshire from Portsmouth 
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8.15 More recently, the Fareham and Gosport PCT has undertaken a basic audit based 

on the prescription sheets and medical records of patients cared for on Sultan, Dryad 

and Daedalus wards during two weeks in June 2002. The trust concluded "that the 

current prescriping of opiates, major tranquilisers and hyocine was within British 

National Formulary guidelines." No patients were prescribed midazolam durin~ the 
audit timeframe. 

J 

1. The trust responded proactively to the clinical governance agenda and had a robust 
framework in place with strong corporate leadership. 

2. Although a system was in place to record risk events, understanding of clinical risk was not 
universal. The trust had a whistle blowing policy, but not all staff were aware of it. The policy 
did not make it sufficiently clear that staff could raise concerns outside of the usual 
management channels if they wished. 

_RECOMM~r!QtA;f;lONS\: ',-~N.ft!~~~f, \,;,tf~;:~ {,"'~'t;1~~,>~'<Ji?..:j'1:)' ~:t 1 <; ~r;~;J"tti,t ',r) 

1. The Fareham and Gosport PCT and East Hampshire PCT must fully embrace the clinical 
governance developments made and direction set by the trust. 

2. All staff must be made aware that the completion of risk and incident reports is a 
requirement for all staff. Training must be put in place to reinforce the need for rigorous risk 
management. 

3. Clinical governance systems must be put in place to regularly identify and monitor trends 
revealed by risk reports and to ensure that appropriate action is taken. 

4. The Fareham and Gosport PCT and East Hampshire PCT should consider a revision of their 
whistle blowing policies to make it clear that concerns may be raised outside of normal 
management channels. 
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5.12 The use of pain relieving medicines and the use of syringe drivers to administer 

them was commented on by a number of relatives. One relative commented that her 

mother "certainly was not in pain prior to transfer to the War Memorial". Although a 

number of relatives confirmed that staff did speak to them before medication was 

delivered by a syringe driver, CHI also received comments that families would have 

liked more information: "Doctors should disclose all drugs, why [they are being used] 

and what the side effects are. There should be more honesty". 

5.13 Many relatives were distressed about patients who were not dressed in their own 

clothes, even when labelled clothes had been provided by their families. "They were 

never in their own clothes". Relatives also thought patients being dressed in other 

patients' clothes was a potential cross infection risk. The trust did apologise to families 

who had raised this as a complaint and explained the steps taken by wards to ensure 

patients were dressed in their own clothes. This is an important means by which 

patients' dignity can be maintained. 

5.14 Concem was expressed regarding the physical transfer of patients from one 

hospital to another. Amongst concems were lengthy waits prior to transfer, inadequate 

clothing and covering during the joumey and the methods used to transfer patients. 

One person described their relative as being "carried on nothing more than a sheet". 

CHI leamt that this instance was acknowledged by Portsmouth Healthcare NHS Trust, 

who sought an apology from the referring hospital, which did not have the 

appropriate equipment available. 

5.15 Though there were obvious concems regarding the transfer of patients, during the 

period of the investigation, the Hampshire Ambulance Service NHS Trust, who were 

responsible for patient transfers between hospitals, received no complaints relating to 

the transfer of patients to and from the Gosport War Memorial Hospital. 

5.16 Comments about the attitude of staff ranged from the very positive "Everyone 

was so kind and caring towards him in both Daedalus and Dryad wards" and 

"I received such kindness and help from all the staff at all times" to the less positive 

"I was made to feel an inconvenience because we asked questions" and "I got the 

feeling she had dementia and her feelings didn't count". 

Outcome of CHI observation work 

5.17 CHI spent time on Dryad, Sultan and Daedalus wards throughout the week of 

7 January 2002 to observe the environment in which care was given, the interactions 

between staff and patients and between staff. Ward staff were welcoming, friendly and 

open. Although CHI observed a range of good patient experiences this only provides a 

'snap shot' during the site visit and may not be fully representative. However, many of 

the positive aspects of patient care observed were confirmed by CHI's review of recent 

patient notes. 
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Ward environment 

5.18 All wards were built during the 1991 expansion of the hospital and are modem, 

welcoming and bright. This view was echoed by stakeholders, who were 

complimentary about the decor and patient surroundings. Wards were tidy,. clean and 

fresh smelling. 

5.19 Day rooms are pleasant and Daedalus ward has direct access to a well designed· 

garden suitable for wheelchair users. The garden is paved with a variety of different 

textures to enable patients to practice mobility. There is limited storage space in 

Daedalus and Dryad wards and, as a result, the corridors had become cluttered with 

equipment. This can be problematic for patients using walking aids. Daedalus ward 

has an attractive, separate single room for independent living assessment with its own 

sink and wardrobe. 

5.20 CHI saw staff address patients by name in a respectful and encouraging way and 

saw examples of staff helping patients with dressing and holding friendly 

conversations. The staff handovers observed were well conducted, held away from the 

· main wards areas and relevant information about patient care was exchanged 

appropriately. 

5.21 Mealtimes were well organised with patients given a choice of menu options and 

portion size. Patients who needed belp to eat and drink were given assistance. There 

appeared to be sufficient staff to serve meals, and to note when meals were not eaten. 

CHI did not observe any meals returned untouched. Healthcare support workers told 

CHI that they were responsible for making a note when meals were not eaten. 

5.22 There are day rooms where patients are able to watch the television and large 

print books, puzzles and current newspapers are provided. CHI saw little evidence of 

social activities taking place, although some patients did eat together in the day room. 

Bells to call assistance are situated by patients' beds, but are less accessible to patients 

in the day rooms. The wards have an activities coordinator, although the impact ·Of 

this post has been limited. 

5.23 Daedalus ward has a communication book by each bed for patients and relatives 

to make comments about day to day care. This is a two way communication process 

which, for example, allows therapy staff to ask relatives for feedback on progress and 

enables relatives to ask for an appointment with the consultant. 

5.24 CHI observed two medicine rounds, both of which were conducted in an 

appropriate way with two members of staff jointly identifying the patient and 

checking the prescription sheet. One member of staff handed out the medicines while 

the other oversaw the patients as medicines are taken. Medicines are safely stored on 

the wards in locked cupboards. 
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8.10 The trust introduced an operational policy for recording and reviewing risk events 

in 1994. New reporting forms were introduced in April 2000· following a review of the 

assessment systems for clinical and non clinical risk. The same trust policy was used to 

report clinical and non clinical risks and accidents. All events were recorded in the 

trust's risk event database (CAREKEY). This reporting system"was also used for near 

misses and medication errors. Nursing and support staff interviewed demonstrated a 

good knowledge of the risk reporting system, although CHI was less confident that 

medical staff regularly identified and reported risks. CHI was told that risk forms were 

regularly submitted by wards in the event of staff shortages. Staff shortage was not 

one of the trust's risk event definitions. 

8.11 The clinical governance development plan for 2001/2002 stated that the focus for 

risk management in 2000/2001 was the safe transfer of services to successor 

organisations, with the active hJVolvement of PCTs and PCGs in the trust's risk 

management group. Meetings were held with each successor organisation to agree 

future arrangements for areas such as risk event reporting, health and safety, infection 

control and medicines management. 

·Raising concerns 

8.12 The trust had a whistle blowing policy dated February 2001. The Public Interest 

Disclosure Act became law in July 1999. The policy sets out the process staff should 

follow if they wished to raise a concern about the care or safety of a patient "that 

cannot be resolved by the appropriate procedure': NHS guidance requires systems to 

enable concerns to be raised outside the usual management chain. Most staff 

interviewed were clear about how to raise concerns within their own line management 

structure and were largely confident of receiving support and an appropriate response. 

Fewer staff were aware of the trust's whistle blowing policy. 

Clinical audit 

8.13 CHI was given no positive examples of changes in patient care or pn;scribing as a 

result of clinical audit outcomes. Despite a great deal of work on revising and creating 

policies to support good prescribing and pain management, there was no planned audit of 

outcome. 

8.14 CHI was made aware of two trust audits of medicines since 1998. In 1999, a 

review of the use of neuroleptic medicines, which includes tranquillisers such as 
haloperidol, within all trust elderly care continuing care wards concluded that 

neuroleptic medicines were not being over prescribed. The same review revealed "the 

weekly medical review of medication was not necessarily recorded in the medical 

notes". The findings of this audit and the accompanying action plan, which included 

guidance on completing the prescription chart correctly, was circulated to all staff on 

Daedalus and Dryad wards. A copy was not sent to Sultan ward. There was a reaudit 

in late 2001 which concluded that overall use of neuroleptic medicines in continuing 

care wards remained appropriate. 
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8.5 The service specific clinical governance committees were led by a designated 

clinician and included wide clinical and professional representation. Baseline 

assessments were carried out in each specially and responsive action plans produced. 

The medical director and clinical governance manager attended divisional reyiew 

meetings and reported key issues back to the clinical governance panel. 

8.6 District Audit carried out an audit of the trust's clinical governance arrangements 

in 1998/1999. The report, dated December 1999, states that the trust had fully 

complied with requirements to establish a framework for clinical governance. The 

report also referred to the trust's document, Improving quality - steps towards a first 
class service, which was described as "of a high standard and reflected a sound 

understanding of clinical governance and quality assurance': 

8.7 Whilst commenting favourably on the framework, the District Audit review also 
noted the following: 

il:i the process for gathering user views should be more focused and the process 
strengthened 

lti1 the trust needed to ensure that in some areas, strategy, policy and procedure is fed 

back to staff and results in changed/improved practice. Published protocols were 

not always implemented by staff; results of clinical audit were not always 

implemented and reaudited; lessons learnt from complaints and incidents not 

always used to change practice and that research and development did not always 
lead to change in practice 

!1!: more work needed to be done with clinical staff on openness and the support of 
staff alerting senior management of poor performance 

8.8 Following the review, the trust drew up a trust wide action plan (December 1999) 

which focused on widening the involvement and feedback from nursing, clinical and 

support staff regarding trust protocols and procedures, and on making greater use of 

research and development, clinical audit, complaints, incidents and user views to lead 

to changes in practice. CHI was told of a link nurse programme to take elements of 
this work forward. 

Risk management 

8.9 A trust risk management group was established in 1995 to develop and oversee the 

implementation of the trust's risk management strategy, to provide a forum in which . 

risks could be evaluated and prioritised and to monitor the effectiveness of actions 

taken to manage risks. The group had links with other trust groups such as the clinical 

and service audit group, the board and the nursing clinical governance committee. 

Originally the finance director had joint responsibility for strategic risk with the 

quality manager; this was changed in the 2000/2003 strategy when the medical 

director became the designated lead for clinical risk. The trust achieved the clinical 

negligence scheme for trusts (CNST) level one in 1999. A decision was taken not to 

pursue the level two standard assessment due to dissolution of the trust in 2002. 
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Communication with patients, relatives and carers 

The trust had an undated user involvement service development framework, which sets 

out the principles behind effective user involvement within the national policy 

framework described in the NHS Plan. It is unclear from the framework who was 

responsible for taking the work forward and within what time frame. Given the 

dissolution of the trust, a decision was taken not to establish a trust wide Patient Advice 

and Liaison Service (PALS), a requirement of the NHS Plan. However, work was started 

by the trust to look at a possible future PALS structure for the Fareham and Gosport PIT. 

The Health Advisory Service Standards for health and social care services for older 
people (2000) states that "each service should have a written information leaflet or 

guide for older people who use the service. There should be good information facilities 

in inpatient services for older people, their relatives and carers". CHI saw a number of 

separate information leaflets provided for patients and relatives during the site visit. 

The trust used patient surveys, given to patients on discharge, as part of its patient 

involvement framework, although the response rate was unknown. Issues raised by 

patients in completed surveys were addressed by action plans discussed at clinical 

managers meetings. Ward specific action plans were distributed to ward staff. CHI 

noted, for example, that as a result of patient comments regarding unacceptable ward 

temperatures, thermometers were purchased to address the problem. CHI could find no 

evidence to suggest that the findings from patient surveys were shared across the trust. 

Support towards the end of life 

Staff referred to the Wessex palliative care guidelines, which are used on the wards 

and address breaking bad news and communicating with the bereaved. Many clinical 

staff, at all levels spoke of the difficulty in managing patient and relative expectations 

following discharge from the acute sector. "They often painted a rosier picture than 

justified': Staff spoke of the closure of the Royal Haslar acute beds leading to increased 

pressure on Queen Alexandra and St Mary's hospitals to "discharge patients too 

quickly to Gosport War ,Memorial Hospital". Staff were aware of increased numbers of 

medically unstable patients being transferred in recent years. 

Both patients and relatives have access to a hospital chaplain, who has links to 

representatives of other faiths. The trust had a leaflet for relatives Because we care 
which talks about registering the death, bereavement and grieving. The hospital 

has a designated manager to assist relatives through the practical necessities 

following a death. 
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k:EY: Frf-J,DINGS , ,' · , .'· ,,•··,:' . '· , t 

1. Relatives speaking to CHI had some serious concerns about the care their relatives received 
on Daedalus and Dryad wards between 1998 and 2001. The instances of concern expressed to 
CHI were at their highest in 1998. Fewer concerns were expressed regarding the quality of 
care received on Sultan ward. 

2. Based on CHI's observation work and review of recent case notes, CHI has no significant 
concerns regarding the standard of nursing care provided to the patients of Daedalus, Dryad 
and Sultan ward now. 

3. The ward environments and patientsurroundings are good. 

4. Some notable steps had been taken on D'aedalus ward to facilitate communication between 
patients and their relatives with ward staff. 

5. CHI was concerned, following the case note review, of the inability of any ward staff to 
undertake swallowing assessments as required. This is an area of potential risk for patients 
whose swallowing reflex may have been affected, for example, by a stroke. 

6. Opportunities for patients to engage in daytime activities in order to encourage 
orientation and promote confidence are limited. 

7. The trust had a strong theoretical commitment to patient and user involvement. 

8. There are systems in place to support patients and relatives towards the end of the 
patient's life and following bereavement. 

~~:toMMtNDAtiONS, · . \ • ' '·'. 

1. All patient complaints and comments, both informal and formal, should be used at ward 
level to improve patient care. The Fareham and Gosport PCT and East Hampshire PCT must 
ensure a mechanism is in place to ensure that shared learning is disseminated amongst all 
staff caring for older people. 

2. Fareham and Gosport PCT should lead an initiative to ensure that relevant staff are 
appropriately trained to undertake swallowing assessments to ensure that there are no delays 
out of hours. 

3. Daytime activities for patients should be increased. The role of the activities coordinator 
should be revised and clarified, with input from patients, relatives and all therapists in order 
that activities complement therapy goals. 

4. The Fareham and Gosport PCT must ensure that all local continence management, nutrition 
and hydration practices are in line with the national standards set out in the Essence of Care 
guidelines. 

5. Within the framework of the new PALS, the Fareham and Gosport PCT should, as a priority, 
consult with user groups and consider reviewing specialist advice from national support and 
patient groups, to determine the best way to improve c.ommunication with older patients and 
their relatives and carers. 
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8 Clinical governance 

Introduction 

8.1 Clinical governance is about making sure that health services have systems in 

place to provide patients with high standards of care. The Department of Health 

document A First Class Service defines clinical governance as "a framework through 

which NHS organisations are accountable for continuously improving the quality of 

their services and safeguarding high standards of care by creating an environment in 

which excellence in clinical care will flourish". 

8. 2 CHI has not conducted a clinical governance review of the Portsmouth Health care 

NHS Trust but has looked at how trust clinical governance systems supported the 

delivery of continuing and rehabilitative inpatient care for older people at the Gosport 

War Memorial HospitaL This chapter sets out the framework and structure adopted by 

the trust between 1998 and 2002 to deliver the clinical governance agenda and details 

those areas most relevant to the terms of reference for this investigation: risk 

management and the systems in place to enable staff to raise concerns. 

Clinical governance structures 

8.3 The trust reacted swiftly to the principles of clinical governance outlined by the 

Department of Health in A First Class Service by devising an appropriate management 

framework. In September 1998, a paper outlining how the trust planned to develop a 

system for clinical governance was shared widely across the trust and aimed to 

include as many staff as possible. Most staff interviewed by CHI were aware of the 

principles of clinical governance and were able to demonstrate how it related to them 

in their individual roles. Understanding of some specific aspects, particularly risk 

management and audit, was patchy. 

8.4 The medical director took lead responsibility for clinical governance and chaired 

the clinical governance panel, a sub committee of the trust board. A clinical 

governance reference group, whose membership included representatives from each 

clinical service, professional group, non executive directors and the chair of the 

community health council, supported the clinical governance panel. Each clinical 

service also had its own clinical governance committee. This structure had been 

designed to enable each service to take clinical governance forward into whichever 

PCT it found itself in after April 2002. Since February 2000, the trust used the 

divisional review process to monitor clinical governance developments. 
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7.14 Portsmouth Healthcare NHS Trust offered specific training in complaints 

handling, customer care and loss, death and bereavement, which many staff 

interviewed by CHI were aware of and had attended. 

1. The police investigation, the review of the Health Service Commissioner, the independent 
review panel and the trust's own pharmacy data did not provide the trigger for the trust to' 
undertake an review of prescribing practices. The trust should have responded earlier to 
concerns expressed around levels of sedation which it was aware of in late 1998. 

2. Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a result 
of patient complaints, including increased medical staffing levels and improved processes for 
communication with relatives, though this learning was not consolidated until 2001. CHI saw 
no evidence to suggest that the impact of these changes had been robustly monitored and 
reviewed. 

3. Though Portsmouth Healthcare NHS Trust did begin to develop a protocol for the 
prescription and administration of diamorphine by syringe driver in 1999, the delay in 
finalising this protocol in April 2001, as part of the policy for the assessment and 
management of pain, was unacceptable. 

4. There has been some, but not comprehensive, training of all staff in handling patient 
complaints and communicating with patients and carers. 

;~~E~ ,Mt;lJ;~fN'~~fJ~Nt6f~,(~¥~ 1fl\,)~:w 1:,~~·:,p~ '\~'<~"t:\,;;~'"\r:: ~x~\,:, , d ,'~ 1 \ .'' ~ 

1. The Department of Health should work with the Association of Chief Police Officers and 
CHI to develop a protocol for sharing information regarding patient safety and potential 
systems failures within the NHS as early as possible. 

2. Fareham and Gosport PCT and East Hampshire PCT should ensure that the learning and 
monitoring of action arising from complaints undertaken through the Portsmouth Healthcare 
NHS Trust quarterly divisional performance management system is maintained under the new 
PCT management arrangements. 

3. Both PCTs involved in the provision of care for older people should ensure that all staff 
working on Dryad, Daedalus and Sultan wards who have not attended customer care and 
complaints training events do so. Any new training programmes should be developed with 
patients, relatives and staff to ensure that current concerns and the particular needs of the 
bereaved are addressed. 
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6 Staffing arrangements and 
responsibility for patient 
care 

Responsibility for patient care 

6.1 Patient care on Daedalus and Dryad wards at Gosport War Memorial Hospital for 

the period of the CHI investigation was provided by consultant led teams. A 

multidisciplinary, multi professional team of appropriately trained staff best meets the 

complex needs of these vulnerable patients. This ensures that the total needs of the 

patient are considered and are reflected in a care plan, which is discussed with the 

patient and their relatives and is understood by every member of the team. 

Medical responsibility 

6.2 For the period covered by the CHI investigation, medical responsibility for the care 

of older people in Daedalus and Dryad wards lay with the named consultant of each 

patient This is still the case today. All patients on both wards are admitted under the 

care of a consultant. Since 1995, there has been a lead consultant for the department 

of medicine for elderly people who held a two session contract (one session equates to 

halfa day per week) for undertaking lead consultant responsibilities. These 

responsibilities i.ncluded overall management of the department and the development 

of departmental objectives. The lead consultant is not responsible for the clinical 

practice of individual doctors. The post holder does not undertake any clinical sessions 

on the War Memorial site. The job description for the post, outlines 12 functions and 

states that the post is a major challenge for "a very part time role". 

6.3 Since 2000, two department of elderly medicine consultants provide a total of 10 

sessions of consultant cover on Dryad and Daedalus wards per week. Since September 

2000, day to day medical support has been provided by a staff grade physician who 

was supervised by both consultants. Until July 2000, a clinical assistant provided 

additional medical support. Both consultants currently undertake a weekly ward round 

with the staff grade doctor. In 1998, there was a fortnightly ward round on Daedalus 

ward. On Dryad, ward rounds were scheduled fortnightly, though occurred less 

frequently. 

6.4 CHI feels that the staff grade post is a pivotal, potentially isolated post, due to the 

distance of Gosport War Memoria! Hospital from the main department of medicine for 

elderly people based at Queen Alexandr·a Hospital, no full time support from medical 

colleagues on the wards and a difficulty in attending departmental meetings. In 2001, 

the trust identified the risk of professional isolation and lack of support at Gosport 

War Memorial Hospital as a reason not to appoint a locum consultant 
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Figure 6.1 Line management accountabilities 

l Trust medical director I 

Lead consultant, medicine for I 
elderly people 

: 
: 
: : 

Dryad, Consultant Daedalus, Consultant 
medicine for medicine for Sultan, GP led 

elderly people elderly people 

I I 
Until July, 2000 clinical assistant with five sessions 

Since September 2000 full time staff grade doctor 

Out of hours 5pm- llpm- local GP 
practice 11 pm - 8.30am Health call 

(' ................ this line indicates managerial accountability and not clinical accountability) 

General practice role and accountability 

6.5 Local GPs worked at the Gosport War Memorial Hospital in three capacities during 

the period under investigation: as clinical assistants employed by the trust, as the 

clinicians admitting and caring for patients on the GP ward (Sultan) ,and as providers 

of out of hours medical support to all patients on each of the three wards. 

Clinical assistant role 

6.6 Clinical assistants are usually GPs employed and paid by trusts, largely on a part 

time basis, to provide medical support on hospital wards. Clinical assistants have been 

a feature of community hospitals within the NHS for a number of years. Portsmouth 

Healthcare NHS Trust employed a number of such GPs in this capacity in each of their 

community hospitals. Clinical assistants work as part of a consultant led team and 

have the same responsibilities as hospital doctors to prescribe medication, write in the 

medical record and complete death certificates. Clinical assistants should be 

accountable to a named consultant. 

e 
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7.10 A draft protocol for the prescription and administration of diamorphine by 

subcutaneous infusion was piloted on Dryad ward in 1999 and discussed at the trust's 

Medicines and Prescribing Committee in February and April 2000 following consultation 

with palliative care consultants. This guidance was eventually iqcorporated into the joint 

Portsmouth Healthcare NHS Trust and Portsmouth Hospitals NHS Trust policy for the 

assessment and management of pain which was introduced in April 2001. 

Other trust lessons 

7.11 Lessons around issues other than prescribing have been learnt by the trust, 

though the workshop to draw together this learning was not held until early 2001 

when the themes discussed were ·communication with relatives, staff attitudes and 

fluids and nutrition. Action taken by the trust since the series of complaints in 1998 
are as follows: 

l!!l an increase in the frequency of consultant ward rounds on Daedalus ward, from 
fortnightly to weekly from February 1999 

m! the appointment of a full time staff grade doctor in September 2000 which 

increased medical cover following the resignation of the clinical assistant 

!m piloting pain management charts and prescribing guidance approved in April 2001. 

Nursing documentation is currently under review, with nurse input 

r~ one additional consultant session began in 2000, following a district wide initiative 
with local PCGs around intermediate care 

<m nursing documentation now clearly identifies prime family contacts and next of 
kin information to ensure appropriate communication with relatives 

cyJ all conversations with families are now documented in the medical record. CHI's 

review of recent anonymised case notes demonstrated frequent and clear 

communication between relatives and clinical staff 

7.12 Comments recorded in this workshop were echoed by staff interviewed by CHI, 

such as the difficultly in building a rapport with relatives when patients die a few days 

after transfer, the rising expectations of relatives and the lack of control Gosport War 

Memorial staff have over infonnation provided to patients and relatives prior to 
transfer regarding longer term prognosis. 

Monitoring and trend identification 

7.13 A key action identified in the 2000/2001 clinical governance action plan was a 

strengthening of trust systems to ensure that actions following complaints were 

implemented. Until the dissolution of Portsmouth Healthcare NHS Trust, actions were 

monitored through the divisional review process, the clinical governance panel and 

trust board. A trust database was introduced in 1999 to record and track complaint 

trends. An investigations officer was also appointed in order to improve factfinding 
behind complaints. This has improved the quality of complaint responses. 
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7.5 Both the trust and the local community health council (CHC) described a good 

working relationship. The CHC regretted, however, that their resources since November 

2000 had prevented them from offering the level of advice and active support to trust 

complainants they would have wished. The CHC did continue· to support complainants 

who had contacted them before November 2000. New contacts were provided with a 
"self help" pack. 

7.6 CHI found that letters to complainants in response to their complaints did not always 

include an explanation of the independent review stage, although this is outlined in the 

leaflet mentioned above, which is sent to complainants earlier in the process. The 2000 

update of the complaints policy stated that audit standards for complaints handling were 

good with at least 80% of complainants satisfied with complaint handling and 100% of 

complaints resolved within national performance targets. The chief executive responded 

to all written complaints. Staff interviewed by CHI valued the chief executive's personal 

involvement in complaint resolution and correspondence. Letters to patients and relatives 

sent by the trust reviewed by CHI were thorough and sensitive. The trust adopted an open 

response to complaints and apologised for any shortcomings in its services. 

7. 7 Once the police became involved in the initial complaint in 1998, the trust ceased 

its internal investigation processes. CHI found no evidence in agendas and minutes 

that the trust board were formally made aware of police involvement. Senior trust 

managers told CHI that the trust would have commissioned a full internal 

investigation without question if the police investigation had not begun. In CHI's view, 

police involvement did not preclude full internal clinical investigation. CHI was told 

that neither the doctor nor portering staff involved in the care and transfer of the 

patient whose care was the subject of the initial police investigation were asked for 

statements during the initial complaint investigation. 

Trust learning regarding prescribing 

7.8 Action was taken to develop and improve trust policies around prescribing and 

pain management (as detailed in chapter 4). In addition, CHI learnt that external 

clinical advice sought by Portsmouth Health care NHS Trust in September 1999, during 

the course of a complaint resolution, suggested that the prescribing of diamorphine 

with dose ranges from 20mg to 200mg a day was poor practice and "could indeed lead 

to a serious problem". This comment was made by the external clinical assessor in 

regard to a patient given doses ranging from 20mg to 40mg per day. 

7.9 Portsmouth Healthcare NHS Trust correspondence states that there was an agreed 

protocol for the prescription of diamorphine for a syringe driver with doses ranging 

between 20mg and 200mg a day. CHI understands this protocol to be the Wessex 

guidelines. Further correspondence in October 1999, indicated that a doctor working on 

the wards requested a trust policy on the prescribing of opiates in community hospitals. 
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6. 7 From 1994 until the resignation of the post holder in July 2000, a clinical assistant 

was employed for five sessions at the Gosport War Memorial Hospital. The fees for this 

post were in line with national rates. The job description clearly states that the clinical 

assistant was accountable to "named consultant physicians in geriatric medicine". The 

post holder was responsible for arranging cover for annual leave and any sickness 

absence with practice partners. The trust and the practice partners did not have a 

contract for this work. The job description does state that the post is subject to the 

terms and conditions of hospital medical and dental staff. Therefore, any concerns 

over the performance of any relevant staff could be pursued through the trust's 

disciplinary processes. CHI could find no evidence to suggest that this option was 

considered at the time of the initial police investigation in 1998. 

Appraisal and supervision of clinical assistants 

6.8 CHI is not aware of any trust systems in place to monitor or appraise the 

performance of clinical assistants in 1998. This lack of monitoring is still common 

practice within the NHS. The consultants admitting patients to Dryad and Daedalus 

wards, to whom the clinical assistant was accountable, had no system for supervising 

the practice of the clinical assistant, including any review of prescribing. CHI found no 

evidence of any formal lines of communication regarding policy development, 

guidelines and workload. Staff interviewed commented on the long worklng hours of 

the clinical assistant, in excess of the five contracted sessions. 

6.9 CHI is aware of work by the Department of Health on GP appraisal which will 

cover GPs working as clinical assistants and further work to develop guidance on 

disciplinary procedures. 

Sultan ward 

6.10 Medical responsibility for patients on Sultan ward lay with the admitting GP 

throughout the period of the CHI investigation. The trust issued admitting GPs with a 

contract for working on trust premises, which clearly states "you will take full clinical 

responsibility for the patients under your care". CHI was told that GPs visit their 

patients regularly as well as when requested by nursing staff. This is a common 

arrangement in community hospitals throughout the NHS. GPs had no medical 

accountablity framework within the trust. 

6.11 GPs managing their own patients on Sultan ward could be subject to the health 

authority's voluntary process for dealing with doctors whose performance is giving 

cause for concern. However, this procedure can only be used in regard to their work as 

a GP, and not any contracted work performed in the trust as a clinical assistant. Again, 

this arrangement is common throughout the NHS. 
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Out of hours cover provided by GPs 

6.12 Between the hours of 8.30am and 5.00pm on weekdays, hospital doctors employed 

by the trust manage the care of all patients on Dryad and Daedalus wards. Out of hours 

medical cover, including weekends and bank holidays, is provided by a local GP 

practice from 5.00pm to 11.00pm, after which, between 11.00pm and 8.30am, nursing 

staff call on either the patient's practice or Health call, a local deputising service for 

medical input. If an urgent situation occurs out of hours, staff call 999 for assistance. 

6.13 Some staff interviewed by CHI expressed concern about long waits for the 

deputising service, CHI heard that waiting times for Healthcall to attend a patient 

could sometimes take between three and five hours. However, evidence provided by 

Healthcall contradicts this. Nurses expressed concern over Healthcall GPs' reluctance 
to 'interfere' with the prescribi,ng of admitting GPs on Sultan and Dryad wards. The 

contract with Healthcall is managed by a local practice. 

Appraisal of hospital medical staff 

6.14 Since April 2000, all NHS employers have been contractually required to carry out 

annual appraisals, covering both clinical and non clinical aspects of their jobs. All 

doctors interviewed by CHI who currently work for the trust, including the medical 

director, who works five sessions in the department of medicine for elderly people, have 

regular appraisals. Those appraising the work of other doctors have been trained to do so. 

Nursing responsibility 

6.15 All qualified nurses are personally accountable for their own clinical practice. 

Their managers are responsible for implementing systems and environments that 

promote high quality nursing care. 

6.16 On each ward, a G grade clinical manager, who reports to a senior H grade nurse, 

manages the ward nurses. The H grade nurse covers all wards caring for older people and 

was managed by the general manager for the Fareham and Gosport division. The general 

manager reported to both the director of nursing and the operations director. An 
accountability structure such as this is not unusual in a community hospital. The director of 

nursing was ultimately accountable for the standard of nursing practice within the hospital. 

Nursing supervision 

6.17 Clinical supervision for nurses was recommended by the United Kingdom Central 

Council in 1996 and again in the national nursing strategy, Making a difference, in 

1999. It is a system through which qualified nurses can maintain lifelong development 

and enhancement of their professional skills through reflection, exploration of practice 

and identification of issues that need to be addressed. Clinical supervision is not a 
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7 I Lessons learnt from 
complaints 

7.1 A total of 129 complaints were made regarding the provision of elderly medicine 

since 1 April 1997. These complaints include care provided in other community 

hospitals as well as that received on the acute wards of St Mary's and Queen 

Alexandra hospitals. CHI was told that the three wards at Gosport War Memorial 

Hospital had received over 400 letters of thanks during the same period. 

7.2 Ten complaints were made surrounding the care and treatment of patients on 

Dryad, Daedalus and Sultan wards between 1998 and 2002. A number raised concerns 

regarding the use of medicines, especially the levels of sedation administered prior to 

death, the use of syringe drivers and communication with relatives. Three complaints in 

the last five months of 1998 expressed concern regarding pain management, the use of 

diamorphine and levels of sedation. The clinical care, including a review of prescription 

charts, of two of these three patients, was considered by the police expert witnesses. 

External review of complaints 

7.3 One complaint was referred to the Health Services Commissioner (Ombudsman) in 

May 2000. The medical adviser found that the choice of pain relieving drugs was 

appropriate in terms of medicines, doses and administration. A complaint in January 

2000 was referred to an independent review panel, which f9und that drug doses, 

though high, were appropriate, as was the clinical management of the patient. 

Although the external assessment of these two complaints revealed no serious clinical 

concerns, both the Health Services Commissioner and the review panel commented on 

the need for the trust to improve its communication with relatives towards the end of 
a patient's life. 

Complaint handling 

7.4The trust had a policy for handling patient related complaints produced in 1997 

and reviewed in 2000, based on national guidance Complai11ts: guidance on the 

impleme11tation of the NHS complaints procedure. A leaflet for patients detailing the 

various stages of the complaints procedure was produced, which indicated the right to 

request an independent review if matters were not satisfactorily resolved together with 

the address of the Health Service Commissioner. This leaflet was not freely available 
on the wards during CHI's visit. 
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4. There was a planned approach to the service development in advance of the change in use 
of beds in 2000. The increasing dependency of patients and resulting pressure on the service, 
whilst recognised by the trust, was neither monitored nor reviewed as the changes were 
implemented and the service developed. 

5. Portsmouth Healthcare NHS Trust should be congratulated for its progress towards a 
culture of reflective nursing practice. 

6. The trust has a strong staff focus, with some notable examples of good practice. Despite 
this, CHI found evidence to suggest that not all staff felt adequately supported during the 
police and other recent investigations. 

7. Out of hours medical cover for the three wards out of hours is problematic and does not 
reflect current levels of patient dependency. 

8. There are systems in place to support patients and relatives towards the end of the 
patient's life and following bereavement. 
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1. The Fareham and Gosport PCT should develop local guidance for GPs working as clinical 
assistants. This should address supervision and appraisal arrangemnts, clinical governance 
responsibilities and trianing needs. 

2. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards should be 
reviewed. The deputising service and PCTs must work towards an out of hours contract which 
sets out a shared philosophy of care, waiting time standards, adequate payment and a 
disciplinary framework. 

3. Fareham and Gosport PCT and East Hampshire PCT should ensure that appropriate patients 
are being admitted to the Gosport War Memorial Hospital with appropriate levels of support. 

4. The Fareham and Gosport PCT should ensure that arrangements are in place to ensure 
strong, long term nursing leadership on all wards. 

5. Both PCTs must find ways to continue the staff communication developments made by the 
Portsmouth Healthcare NHS Trust. 
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managerial activity, but provides an opportunity to reflect and improve on practice in 

a non judgemental environment. Clinical supervision is a key factor in professional 

self regulation. 

6.18 The trust has been working to adopt a model of clinical supervision for nurses for 

a number of years and received initial assistance from the Royal College of Nursing to 

develop the processes. As part of the trust's clinical nursing development programme, 

which ran between January 1999 and December 2000, nurses caring for older people 

were identified to lead the development of clinical supervision on the wards. 

6. I 9 Many of the nurses interviewed valued the principles of reflective practice as a 

way in which to improve their own skills and care of patients. The H grade senior 

nurse coordinator post, appointed in November 2000, was a specific trust response to 

an acknowledged lack of nursing leadership at the Gosport War Memorial Hospital. 

Teamworking 

6.20 Caring for older people involves input from many professionals who must 

coordinate their work around the needs of the patient. Good teamwork provides the 

cornerstone of high quality care for those with complex needs. Staff interviewed by CHI 

spoke of teamwork, although in several instances this was uniprofessional, for example 

a nursing team. CHI observed a multi disciplinary team meeting on Daedalus ward, 

which was attended by a consultant, a senior ward nurse, a physiotherapist and an 

occupational therapist. No junior staff were present. Hospital staff described input from 

social services as good when available, though this was not always the case. 

6.2 I Regular ward meetings are held on Sultan and Daedalus wards. Arrangements are 

less clear on Dryad ward, possibly due to the long term sickness of senior ward staff. 

6.22 Arrangements for multidisciplinary team meetings on Drjad and Sultan wards 

are less well established. Occupational therapy staff reported some progress towards 

multi disciplinary goal setting for patients, but were hopeful of further development. 

Allied health professional structures 
6.23 Allied health professionals are a group of staff which include occupational therapists, 

dieticians, speech and language therapists and physiotherapists. The occupational therapy 

structure is in transition from a traditional site based service to a defined clinical specially 

service (such as stroke rehabilitation) in the locality. Staff explained that this system 

enables the use of specialist clinical skills and ensures continuity of care of patients, as 

one occupational therapist follows the patient throughout hospital admission(s) and at 

home. Occupational therapists talking to CHI described a good supervision structure, with 

supervision contracts and performance development plans in place. 

6.24 Physiotherapy services are based within the hospital. The physiotherapy team sees 

patients from admission right through to home treatment. Physiotherapists described 

good levels of training and supervision and involvement in Daedalus ward's 

multi disciplinary team meetings. 
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6.25 Speech and language therapists also reported participation in multidisciplinary 

team meetings on Daedalus ward. Examples were given to CHI of well developed in 

service training opportunities and professional development, such as discussion groups 

and clinical observation groups. 

6.26 The staffing structure in dietetics consists of one full time dietitian based at 

St James Hospital. Each ward has a nurse with lead nutrition responsibilities able to 

advise colleagues. 

Workforce and service planning 

6.27 In November 2000, in preparation for the change of use of beds in Dryad and 

Daedalus wards from continuing care to intermediate care, the trust undertook an 

undated resource requirement analysis and identified three risk issues: 

1\Yi consultant cover 

!$\ medical risk with a change in patient group and the likelihood of more patients 

requiring specialist intervention. The trust believed that the introduction of 

automated defibrillators would go some way to resolve this. The paper also spoke 

of "the need for clear protocols ... within which medical cover can be obtained out of 

hours" 

l!ii the trust identified a course for qualified nursing staff, ALERT, which demonstrates 

a technique for quickly assessing any changes in a patients condition in order to 

provide an early warning of any deterioration 

6.28 Despite this preparation, several members of staff expressed concern to CHI 

regarding the complex needs of many patients cared for at the Gosport War Memorial 

Hospital and spoke of a system under pressure due to nurse shortages and high sickness 

levels. Concerns were raised formally with the trust in early 2000 around the increased 

workload and complexity of patients. This was acknowledged in a letter by the medical 

director. CHI found no evidence of a systematic attempt to'review or seek solutions to 

the evolving casemix, though a full time staff grade doctor was in post by September 

2002 to replace and increase the previous five sessions of clinical assistant cover. 

Access to specialist advice 

6.29 Older patients are admitted to Gosport War Memorial Hospital with a wide variety 

of physical and mental health conditions, such as strokes, cancers and dementia. Staff 

demonstrated good examples of systems in place to access expert opinion and 

assistance. 

6.30 There are supportive links with palliative care consultants, consultant 

psychiatrists and oncologists. The lead consultant for elderly mental health reported 

close links with the three wards, with patients either given support on the ward or 

transfer to an elderly mental health bed. There are plans for a nursing rotation 
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programme between the elderly medicine and elderly mental health wards. Staff spoke 

of strong links with the local hospice and Macmillan nurses. Nurses gave recent 

examples of joint training events with the hospice. 

6.31 CHI's audit of recent case notes indicated that robust systems are in place for both 

specialist medical advice and therapeutic support. 

Staff welfare 

6.32 Since its creation in 1994, the trust developed as a caring employer, demonstrated 

by support for further education, flexible working hours and a ground breaking 

domestic violence policy that has won national recognition. The hospital was awarded 

Investors in People status in 1998. Both trust management and staff side 

representatives talking to CHI spoke of a constructive and supportive relationship. 

6.33 However, many staff, at all levels in the organisation, spoke of the stress and low 

morale caused by the series of police investigations and the referrals to the General 

Medical Council, the United Kingdom Central Council and the CHI investigation. Trust 

managers told CHI they encouraged staff to use the trust's counselling service and 

support sessions for staff were organised. Not all staff speaking to CHI considered that 

they had been supported by the trust, particularly those working at a junior level, 

"I don't fee! I've had the support I should have had before and during the police 

investigation - others feel the same". 

Staff communication 

6.34 Most staff interviewed by CHI spoke of good internal communications, and were 

well informed about the transfer of services to PCTs. The trust used newsletters to 

inform staff of key developments. An intra net is being developed by the Fareham and 

Gosport PCT to facilitate communication with staff. 

. . 
1. Portsmouth Healthcare NHS Trust did not have any systems in place to monitor and 
appraise the performance of clinical assistants. There were no arrangements in place for the 
adequate supervision of the clinical assistant working on Daedalus and Dryad wards. lt was 
not made clear to CHI how GPs working as clinical assistants and admitting patients to Sultan 
wards are included in the development of trust procedures and clinical governance 
arrangements. 

2. There are now clear accountability and supervisory arrangements in place for trust doctors, 
nurses and allied health professional staff. Currently, there is effective nursing leadership on 
Daedalus and Sultan wards, this is less evident on Dryad ward. CHI was concerned regarding 
the potential for professional isolation of the staff grade doctor. 

3. Systems are now in place to ensure that appropriate specialist medical and therapeutic 
advice is available for patients. Some good progress has been made towards multidisciplinary 
team working which should be developed. 

e CHAPTER 6 STAFFING ARRANGEMENTS AND ·RESPONSIBILITY FOR PATIENT CARE 33 

G) 
I :s;: 
() 

0 
0 
OJ 
N 
(!) 

I 
0 
w 
01 
0 



GMC Case Reference Number: 200 O.! .. .:lOi-1-

i tO~ # 
Or .V . DAYt:OY) Name of doctor: 

GMC1 00829-0351 

GENEI\_AL 
M_EDICAL 
COUNCIL 
ProtectinB patients, 

auidina doctors 

Under Section 35A(2)(a)/(b) of the Medical Act 1983 (as amended), you are 
asked to provide details of your current employment. (Please include 
employment or arrangements with Health Authorities, locum agencies, e hospitals or surgeries and details of bodies outside of the NHS). Failure to 
comply with the statutory request to provide the above information 
may result in further proceedings against you: 

Name & address of employer Job title/post 

lL, ... AA,l../V~-nJ~.-.?~ ~~ 
rr~s-~~~ 
~~I 

Cont. over/on separate sheet if neccessary ..... . 

Declaration: 

I have provided the GMC with details of my current employment as required by 
Section 35A(2)(a)/(b) of the Medical Act 1983 (as amended). I confirm that I have 
given this information truthfully and in good faith. 

. ~ A- ;.£-A-~~ 
Name (please pnnt) ...................................... ~ .................................................................................. .. 

Signature ................... J··coae··A-·L ... Dat.l.~.:.~-b ............................ . 
! i 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 



In reply please quote: SB/FPD/2000/2047 

5 August 2002 

The Chief Executive 
Hampshire & Isle of Wright 
Practitioner & Patient Services Agency 
Coithking House, Friarsgate 
Winchester 
Hampsire S023 SEE 

Dear Sir/Madam 

GMC100829-0352 

GENEI\_AL 
M_EDICAL 
COUNCIL 
Protectin& patients, 

auidina doctors 

I write pursuant to the provisions of Section 358(1 )(b)(l)/(ii) of the Medical Act 
1983 (as amended), to inform you that we have received a complaint about 
Or J Barton, who has informed us that he works for Hampshire & Isle of Wight 
Agency as a GP. 

The allegations made against Or Barton are to be considered by the Council's 
Preliminary Proceedings Committee, who will decide whether the doctor should 
be referred to the Professional Conduct Committee on a charge of serious 
professional misconduct. 

The allegations to be considered by the Committee are as follows: 

1. At the material times you were a registered medical practitioner working 
as a clinical assistant in elderly medicine at the Gosport War Memorial 
Hospital, Hampshire; 

2. a. i. On 27 February 1998 Eva Page was admitted 
to Dryad Ward at Gosport War Memorial Hospital for 
palliative care having being diagnosed at the Queen 
Alexander Hospital with probable carcinoma of the bronchus 

11. On 3 March 1998 you prescribed diamorphine, hyoscine and 
midazolam to be administered subcutaneously via syringe 
driver 

b. Your prescribing to Mrs A of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

178 Great Portland Street London WJW SJE Telephone o2o 758o 7642 Fax o2o 7915 3641 

email crmc@crmc-uk.org W\VW.gmc-uk.orcr 
b b C' C' ;:;. 

Registered Charity No. 1 o 8 9 2 7 8 



GMC1 00829-0353 

1. she was started on opioid analgesia in the absence of prior 
psychogeriatric advice 

ii. the medical and nursing records do not indicate that Mrs A 
was distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion 
of opiate and sedative drugs were not adequately recorded 
in medical or nursing records 

iv. you knew or should have known that opiate and sedative 
drugs were prescribed in amounts and combinations which 
were excessive and potentially hazardous to a patient in Mrs 
A's condition; 

3. a. i. On 6 August 1998 Mrs B was admitted to 
Daedalus Ward at Gosport War Memorial Hospital for 
observation following treatment at the Queen Alexandra 
Hospital for a urinary tract infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be 
administered subcutaneously 

iii. These drugs were administered to Mrs B from 20 August 
1998 until her death the following day 

iv. Mrs B had not been prescribed or administered any 
analgesic drugs during her time on Daedalus Ward prior to 
this 

b. Your prescribing to Mrs B of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

ii. the prescription for diamorphine, hyoscine and midazolam 
was undated 

iii. the specific reasons for commencing subcutaneous infusion 
of opiate and sedative drugs were not adequately recorded 
in medical or nursing records 

iv. you knew or should have known that opiate and sedative 
drugs were prescribed in amounts and combinations which 
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were excessive and potentially hazardous to a patient in Mrs 
B's condition 

c. Your management of Mrs B was unprofessional in that you failed to 
pay sufficient regard to Mrs B's rehabilitation needs; 

4. a. i. On 11 August 1998 Mrs C was admitted to 
Daedalus Ward at Gosport War Memorial Hospital for 
rehabilitation following a hip replacement operation 
performed on 28 July 1998 at the Haslar Hospital, 
Southampton 

ii. Despite recording that Mrs C was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam 
and haloperidol 

iii. Although Mrs C did not have a specific life threatening or 
terminal illness you noted in the medical records that you 
were 'happy for nursing staff to confirm death' 

1v. On 13 August 1998 Mrs C artificial hip joint became 
dislocated and underwent further surgery at the Haslar 
Hospital, returning to Daedalus ward on 17 August 1998 

v. On 18 August 1998 you prescribed diamorphine, haloperidol, 
midazolam and, on 19 August 1998, hyoscine which was 
administered to Mrs C subcutaneously and by syringe driver 
until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 Mrs C received no foods or 
fluids 

b. Your prescribing to Mrs C of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

1. you knew or should have known that Mrs C was sensitive to 
oromorph and had had a prolonged sedated response to 
intravenous midazolam 

ii. insufficient regard was given to the possibility of using milder 
or more moderate analgesics to control Mrs C pain 

iii. opiate and sedative drugs were administered 
subcutaneously when you knew or should have known that 
Mrs C was capable of receiving oral medication 
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iv. You knew or should have known that opiate and sedative 
drugs were prescribed in amounts and combinations which 
were excessive and potentially hazardous to a patient in Mrs 
C's condition 

c Your management of Mrs C was unprofessional in that you failed to 
pay sufficient regard to Mrs Cs' rehabilitation needs.; 

5. a. i. On 21 September 1998 Mr D was admitted to Dryad 
ward at Gosport War Memorial Hospital with a large sacral necrotic 
ulcer with necrotic area over the left outer aspect of the ankle 

ii. After reviewing Mr D you prescribed oromorph and later, via 
syringe driver, diamorphine, midazolam to which was added 
hyoscine on 23 September 

Hi. Although Mr D did not have a specific life threatening or 
terminal illness you noted in the medical records that you 
were 'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 
and Mr D's death on 26 September 1998 

b. Your prescribing to Mr D of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

ii. the reasons for the switch to sub<:;utaneous infusion and the 
subsequent increases in dosages were not adequately 
recorded in medical or nursing records 

iii. you knew or should have known that opiate and sedative 
drugs were prescribed in amounts and combinations which 
were excessive and potentially hazardous to a patient in Mr 
D's condition 

c. Your management of Mr D was unprofessional in that you failed to 
pay sufficient regard to Mr D's rehabilitation needs; 

6. a. i. On 14 October 1998 Mr E was transferred from to Dryad 
Ward at Gosport War Memorial Hospital for rehabilitation, following 
treatment at the Queen Alexandra Hospital for a fractured left humerus 
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ii. Between 16 October 1998 and Mr E's death on 18 October 
1998 you prescribed oromorph, diamorphine, hyoscine and 
midazolam 

iii. Diamorphine, hyoscine and midazolam were administered 
subcutaneously to Mr E via syringe driver from 16 October 
1998 

b. Your prescribing to Mr E of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam 
was undated 

ii. the specific reasons for commencing subcutaneous infusion 
of opiate and sedative drugs and the subsequent increases 
in dosages were not adequately recorded in medical or 
nursing records 

iii. you knew or should have known that opiate and sedative 
drugs were prescribed in amounts and combinations which 
were excessive and potentially hazardous to a patient in Mr 
E's condition 

c. Your management of Mr E was unprofessional in that you failed to 
pay sufficient regard to Mr E's rehabilitation needs. 

lt is intended that the Preliminary Proceedings Committee will consider these 
allegations at their meeting on 29 August 2002. 

Should the Committee decide that no issue of serious professional misconduct is 
raised by these allegations, they may conclude the matter by issuing a warning 
or advisory letter to the doctor about his future conduct, or decide to take no 
action. We will write to you again after the Committee meeting to inform you of 
their decision. 

We will inform the Department of Health of these allegations. As deliberations at 
this stage of our procedures are private, I would ask you not to disclose this 
information to any persons outside your organisation. 

Please write personally to acknowledge receipt of this letter. 

Yours sincerely 

ProtectinB patients, 

auidina doctors 
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From 
Sent: 

Christine Payne (i-·-·-c;-;;d~-A-·-·-·i 
28 Aug 2002 1 o:2<r-·-·-·-·-·-·-·-·-·-·-' 

To: - Venessa Carroll (C=~:=:~~!t~=~:=:=:=:=: 
Subject: RE: Or Barton 

I have spoken to lan Barker- he is content that CHI report is flagged up as being available to Chairman. I will place on 
file (Barton has its ~rfbox!) 
Christine ~V\ 

-----Original Message-----
From: Venessa Carroll l".~--~--~·f.i~iA.~--~--~·1 
Sent: 27 Aug 2002 14:44 
To: Christine Payne ~-~--e:-o'd':A:=·-·-·1 
Subject: RE: Or Barton ~--·-·-·-·-·-·-·-·-·-·-· 

okay. thanks 

-----Original Message-----
From: Christine Payne C.·~.£~i~~i.·~.-~."J 
Sent: 27 Aug 2002 14:37 
To: Venessa Carroll r·-·-·c~d~-A·-·-·! 
Subject: Or Barton '-·-·-·-·-·-·-·-·-·-·-' 

Venessa 
This case is in PPC day 1. CHI have prepared a report which has just been sent to us. lt does not name Or 
Barton specifically but refers to the criminal investigations and criticises systems in place at the time. I have a 
call out to lan Barker at MOU to see if he wishes for report to be made available to PPC; if not it can be on file 
but I am not sure how necessary it is for PPC to know about it- it could be flagged up to Chairman though. 
Christine 
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• Please quote our refer~'rice when communicating with us about this matter 

. Llr ref: 

Your ref: 

ISPB/TOC/9900079/Legal 

2000/2047 

27th August 2002 THE 

MDU 
FAO: Lorna Johnston 

General Medical Council 

178 Great Portland Street 

London, Wl 

MDU Services Limited 
230 Blackfriars Road 

London 
SE1 SPJ 

Also by fax: 0207-915-3696 
Legal Department of The MDU 

Freephone: 
Telephone: 

Fax: 

Dear Madam 

Re: Dr J ane Barton 

0800 
020 7202 1500 
020 7202 1663 

I act for Dr Jane Barton, and write with reference to the letter to her from Mr Leighton 
of 11th July 2002. I would be grateful if this letter could be placed before the 
Preliminary Proceedings Committee meets to consider this matter on 29th - 30th August, 
representing Dr Barton's response in relation to the various matters raised in Mr 
Leighton's letter. 

It may be of assistance to the Committee to have some general information at the outset 
about Dr Barton, the Gosport War Memorial Hospital and in particular about the 
working environment in which Dr Barton had to practice at the Hospital at the relevant 
time in 1998. Dr Barton's case was in fact considered by the Interim Orders Committee 
in March this year. At that time the Committee determined that it was not satisfied it 
was necessary to make any order affecting Dr Barton's registration. Dr Barton gave 
evidence on oath before the Committee, which evidence dealt very much with these 
matters. It may therefore be of considerable assistance for the Committee to have access 
to Dr Barton's evidence then, and I have pleasure in enclosing a copy of the transcript of 
the proceedings on the 21st March from pages 5 to 23. The initial pages of the transcript 
involve representations from Counsel instructed for the GMC, raising issues within the 
expert reports to which the PPC already has access. 

It may nonetheless be helpful for the Committee to have brief further review of Dr 
Barton's position here. Dr Barton qualified in 1972. She entered General Practice in 
1976, joining her present practice in 1980, where she has practised in partnership on a 
minimum full-time basis. From 1996 to 1998 Dr Barton was a locality Commissioner, 
seconded to the Health Authority to assist in relation to purchasing issues, and from 
1998 to 2000 she was the Chair of the local Primary Care Group. 

In addition to her general practice duties, Dr Barton took up the post of the sole Clinical 
Assistant in elderly medicine at the Gosport War Memorial Hospital, a cottage hospital, 
in 1988. As the Committee will appreciate, the position of Clinical Assistant is a 
training post, and for Dr Barton it was a part-time appointment. Initially the position 
was for 4 sessions each week, one of which was allocated to Dr Barton's partners to 
provide out of hours cover. This was later increased, so that by 1988 the Health Care 
Trust had allocated Dr Barton 5 clinical assistant sessions, of which 1 ¥:?were now given 

Specialists in: Medical Defence Dental Defence Nursing Defence Risk Management 

lv!DU Services Ltd is a.n agent for The Medical Defence Union Ltd (the MDU) and for Zurich Insurance Company, which is a member of the 
Association of British Insurers (ABI). The 111DU 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. 
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to her partners in her practice for the out of hours aspects of the post. Dr Barton was 
therefore expected to carry out her day to day responsibilities in this post in effect within 
3 12 sessions each week. 

Dr Barton worked on two of the wards at the Hospital, Daedalus, and Dryad Wards. The 
two wards had a total of 48 beds. About 8 of the beds on Daedalus Ward were for 'slow 
stream' stroke patients. The remaining beds were otherwise designated to provide 
continuing care for elderly patients. 

Two Consultants in elderly medicine were response for each of the wards. Dr Althea 
Lord was responsible for Daedalus Ward and Dr Jane Tandy for Dryad Ward. Both 
Consultants, however, had considerable responsibilities elsewhere and thus their actual 
time at the Gosport War Memorial Hospital was significantly limited. Dr Lord for 
example was responsible for an acute ward and a continuing care ward at the Queen 
Alexandra Hospital in Portsmouth, and had responsibilities at a third site, St Mary's 
Hospital, also in Portsmouth. As a result, Dr Lord's presence at the hospital was limited 
to conducting a continuing care ward round on Daedalus Ward every other Monday. She 
would also be in the hospital, conducting outpatients on Thursday when she would carry 
out a further ward round in relation to the stroke patients. 

Dr Tandy took annual leave towards the end of April 1998 followed immediately 
thereafter by maternity leave, so that she did not return to work until February 1999. 
The Trust took the decision that her post should not be filled by a locum. Dr Lord kindly 
volunteered to make herself available to cover, but the reality was that given her own 
position as a very busy consultant, she could not carry out a ward round on Dryad Ward. 
The Committee will appreciate therefore that for much of the relevant period in 1998 
with which it is concerned, Dr Barton had no effective consultant support on one of the 
two wards for which she had responsibilities, with the consultant role on the other ward 
already being limited. 

Dr Barton would arrive at the Hospital each morning when it opened about 7.30am. She 
would visit both wards, reviewing patients and liasing with staff, before she then 
commenced her General Practitioner responsibilities at 9am. She would return to the 
Hospital virtually every lunchtime. · New patients, of whom there were about 5 each 
week, would usually arrive before lunchtime and she would admit patients, write up 
charts and see relatives. Quite often, in particular if she was the duty doctor, Dr Barton 
would return to the Hospital after GP surgery hours at about 7pm. She was concerned 
to make herself available to relatives who were not usually able to see her in the course 
of their working day. She would attend the Daedalus ward round on Mondays with Dr 
Lord, but was unable to attend the round for stroke patients on Thursdays. 

Further, Dr Barton was concerned to make herself available even outside those hours 
when she was in attendance at the hospital. .The nursing staff would therefore ring her 
either at her home or at her GP surgery to discuss developments or problems with 
particular patients. In the event that medicine was to be increased, even within a range 
of medication already prescribed Dr Barton it would be usual for the nursing staff either 
to inform Dr Barton of the fact that they considered it necessary to make such a change, 
or would inform her shortly thereafter of the fact that that increase had been instituted. 
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When Dr Barton first took up her post as clinical assistant the level of dependency of 
patients was relatively low. In general the patients did not have major medical needs. 
However, over time that position changed greatly. Patients who were increasingly 
dependent would be admitted to the wards, so that in time, and certainly by 1998, many 
of the patients were profoundly dependent with minimal Bartell scores. There was in 
consequence a considerable increase in the medical and nursing input required to care 
for such patients. 

Further, at the relevant time the bed occupancy was about 80%. That was then to rise to 
approximately 90%. There would therefore be as many as 40 or more patients to be seen 
and/or reviewed by Dr Barton when she attended each day. 

• As the Committee might anticipate over the 10 years in which she was in post, Dr 
Barton was able to establish a very good working relationship with the nursing staff at 
the hospital. She found them to be responsible and caring. They were experienced, as 
indeed Dr Barton herself became, in caring for elderly dependent patients. Dr Barton 
felt able to place a significant measure of trust in the nursing staff. 

• 

Over the period in which Dr Barton was in post there was no effective increase in the 
numbers of nursing staff. With the significant number of patients and the considerable 
increase in dependency over the period, the nurses, like Dr Barton, were faced with an 
excessive workload. 

The picture therefore that emerges by 1998 at this cottage hospital is one in which there 
had been a marked increase in the dependency of the patients, and indeed an increase in 
their numbers. There was limited consultant input, reduced still further by the fact that 
no locum was appointed to cover Dr Tandy's position. By this time the demands on Dr 
Barton were considerable indeed given that she was expected to deliver this significant 
volume of care within a mere 3 lh sessions eachweek. As the Committee will appreciate 
from Dr Barton's evidence to the Interim Orders Committee, she raised this matter with 
management, albeit verbally, saying that she could not manage this level of care for the 
number of patients, but the reality was that there was no one else to do it. In due course 
Dr Barton felt unable to continue. She resigned from her post in 2000. 

The Committee may feel it is of some significance that her position was then replaced, 
not with another part-time clinical assistant, but a full-time staff grade. Indeed, Dr 
Barton's present understanding is that this post may be increased to two full-time 
positions, and is a clear reflection of the very considerable demands upon her at the 
relevant time when she was struggling to cope with the care of patients. In addition, the 
Consultant cover to the two wards was increased to ten sessions per week in 2000. In 
1998, Dr Barton had tried to raise the issue and could have walked away, resigning her 
position at that time. However, she felt obliged to remain, to support her colleagues, 
and more particularly, to care for her patients. In reality she was trying to do her best in 
the most trying of circumstances. 

For Dr Barton caring for patients on a day by day basis therefore she was left with the 
choice of attending to her patients and making notes as best she could, or making more 
detailed notes about those she did see, but potentially neglecting others. In the 
circumstances, Dr Barton attended to her patients and readily accepts that her note 
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keeping suffered in consequence. The medical records therefore do not set out each and 
every review with a full assessment of a condition of a patient at any given point. 

Similarly, in relation to prescribing Dr Barton felt obliged to adopt a policy of pro-active 
prescribing, giving nurses a degree of discretion and administering within a range of 
medication. As a result, if the patient's condition deteriorated such that they required 
further medication to ease pain and suffering, that medication could be given even 
though the staffing arrangements at the hospital were such that no medical staff could 
attend to see the patient. This was of assistance in particular out of hours. It was a 
practice adopted out of necessity, but one of which Dr Barton had trust and confidence in 
the nurses who would be acting on her prescripts, and indeed in which the nurses would 
routinely liase with her as and when increases in medication were made even within the 
authority of the prescription. 

The Committee may feel that it is also of some significance that prescriptions of this 
nature by Dr Barton were inevitably reviewed on a regular basis by consultants when 
carrying out their ward rounds. At no time was Dr Barton ever informed that her 
practice in this regard was inappropriate. 

Lest this observation, and indeed others, in relation to the degree of consultant support 
appear in any way to be critical of Dr Lord, Dr Barton is anxious to emphasise the 
evidence which she gave at the Interim Orders Committee in this rega:r;d- that Dr Lord 
was caring, thoughtful and considerate. The reality is that Dr Lord too had a 
considerable workload, and she did what she could given the constraints upon her. 

Professor Ford comments in his report that there may have been inadequate senior 
medical input into the wards and that it would be important to examine this in detail. It 
does not appear from this that Professor Ford, or indeed the other experts, were 
informed by the police of the levels of nursing and medical staffing on the two wards in 
question. Such information would be of particular importance in evaluating properly any 
perceived failings on the part of 'junior medical staff - Dr Barton. Indeed, as the 
committee will see from the questioning and responses on page 13 of the transcript of the 
IOC hearing, it may even be the case that Professor Ford was unaware that Dr Barton 
was the only member of the "non-consultant medical staff' and that she was part time at 
that. 

It was in this context then that Dr Barton came to treat and care for the patients in 
question, and the committee will no doubt wish to consider that context carefully. With 
reference to the patients the committee may be further assisted by the following 
information: 

Eva Page 

Mrs Page was admitted to the Victory ward of the Queen Alexandra Hospital on 6th 
February 1998 suffering with anorexia, cachexia, depression and a 2 inch mass in her 
left hilum which was diagnosed on chest x ray as lung cancer. She had a history of heart 
failure and was receiving medication accordingly. It was felt that she was too ill to 
undergo bronchoscopy by way of further examination and on 12th February it was noted 
that she should receive palliative care and was not for resuscitation. 
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On 16th February she was noted to be confused and deteriorating gradually. She was 
later transferred to Charles ward, a palliative care ward at Queen Alexandra Hospital, 
and from time to time was noted to be confused, frightened and calling out. 

On 25th February Mrs Page was seen by Dr Lord who stopped all medication and 
commenced Thioridazine, before she was then admitted to the Gosport War Memorial 
Hospital2 days later. Dr Barton saw her the same day, clerking her in and assessing her 
condition. By this stage Mrs Page was totally dependent with a Bartell score of zero. Dr 
Barton reviewed the notes from the Queen Alexandra Hospital and was aware of the 
assessments which had been made, including that relating to palliative care. 

• Dr Barton prescribedThioridazine and Oramorph on an 'as required' basis. Although she 
was not in pain at the time, Dr Barton appreciated that given the diagnosis of lung 
cancer, pain relief with opiates might become necessary. Mrs Page was clearly very ill. In 
Dr Barton's view she was indeed in terminal decline as others had assessed her to be. Dr 
Barton recorded in the notes that she was happy for the nurses to confirm death. 

It was Dr Barton's practice to record this in a patient's notes if it was felt that the 
patient was likely to die. This in no way reflected the nature or quality of care to be 
given to a patient. If a patient died unexpectedly, the nursing staff would be required to 
call out a duty doctor, there usually being no medical presence at the hospital. If a death 
was not unexpected - recorded by Dr Barton in this way - Dr Barton was content the 
nurses should confirm death in the first instance, with Dr Barton or Dr Lord to certify 
death when next available at the hospital. 

In any event, the following day Mrs Page was noted by the nursing staff to be very 
distressed, calling out for help and saying that she was afraid. Thioridazine was given, 
but with no effect and it appears to have become necessary to call out the duty doctor. 

By 2nd March it seems that Mrs Page was now also in pain. She was assessed by Dr 
Barton in the morning, who recorded that there had been no improvement on major 
tranquillisers and she suggested adequate opioids to control Mrs Page's fear and pain. 
Dr Barton prescribed a Fentanyl patch which would have the effect of a continuous 
delivery, but which can take some time to be effective. To cover the intervening period, 
Dr Barton also prescribed 5mgs ofDiamorphine intramuscularly, to be given then, with 
a further 5mgs at 3pm. 

From the records it is clear that Dr Lord saw the patient later that day and was aware of 
the medication which had been given. Dr Lord made two entries in the notes, and in the 
second she recorded that she had spoken with Mrs Page's son. It is apparent from the 
note that there had been a further deterioration in Mrs Page's condition and that Dr 
Lord believed she was dying. 

Dr Barton was concerned that Mrs Page might require medication via a syringe driver as 
a more effective way of alleviating her pain and distress. She prescribed Diamorphine in 
a 20 - 200mgs/24 hours range as required, together with Hyoscine and Midazolam for 
subcutaneous delivery. On 3rd March, before the syringe driver was set up by the nursing 
staff, Mrs Page was noted to have deteriorated still further, and a left sided CVA was 
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suspected. Midazolam and 20mgs of Diamorphine to be delivered over 24 hours was 
commenced by syringe driver at 10.50 that morning. That would be the equivalent of the 
60mgs of Oramorph she had received in the previous 24 hours. Mrs Page died peacefully 
at 9.30 that night. 

Alice Wilkie 

Mrs Wilkie was admitted to the Queen Alexandra Hospital on 31st July 1998 with a 
history of severe dementia. Her Bartel score was recorded at 1. She was reviewed again 
on 1st August and the clinician attending her then considered her condition was such 
that she should not be resuscitated in the event of emergency. She was seen by Dr Lord 
on 4th August who recorded that her overall prognosis was poor and confirmed that she 
should not be resuscitated. The plan was for Mrs Wilkie to be admitted to the Gosport 
War Memorial Hospital for observation. 

That transfer took place on 6th August, and Mrs Wilkie was seen in:itially By Dr Peters, 
one of Dr Barton's partners, Dr Barton being on sick leave at the time. Dr Lord assessed 
Mrs Wilkie again on lOth August, recording that her Bartel score was now 2, confirming 
that she was profoundly dependent. 

The nursing records contain no entries for the period 6th August - 17th August, 
suggesting that this was a time when the staff were profoundly stretched, but on 17th 
August Mrs Wilkie was noted to have deteriorated over the weekend and that her 
condition was worsening, from a state which had already been poor. 

Dr Barton believes that she saw the patient on 20th August. Although she has not made 
an entry in Mrs Wilkie's notes, a prescription of subcutaneous Diamorphine - 20 -
200mgsover 24 hours, together with Midazolam and Hyoscine is recorded. 30mgs of 
Diamorphine over 24 hours with 20mgs of Midazolam was commenced at 1.30 that 
afternoon, via syringe driver. 

Dr Barton saw Mrs Wilkie the following morning, noting the marked deterioration over 
the past few days and that subcutaneous medication had been commenced. A nursing 
entry shortly before 1.00 that afternoon recorded that Mrs Wilkie's condition had 
deteriorated during the morning but she was said to be comfortable and free from pain. 
Mrs Wilkie died later that day at 6.00pm. 

Mrs Gladys Richards 

Dr Barton has of course made a lengthy statement concerning the treatment of Mrs 
Richards, contained in the Committee's papers at pages 153 - 163. The Committee will 
no doubt consider that statement in detail, being Dr Barton's explanation. 

Arthur Cunningharn 

Mr Cunningham, who suffered from Parkinson's disease and depression, was admitted 
to the Gosport War Memorial Hospital on 2Pt September 1998, having been reviewed 
that day at the Dolphin Day Hospital by Dr Lord. As Dr Lord recorded in her letter to Mr 
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Cunningham's GP dictated the same day, Mr Cunningham had a large necrotic sacral 
ulcer which was extremely offensive. Dr Lord stated that he continued to be very frail. 

In her notes in the hospital records, Dr Lord confirmed this, stating that the prognosis 
was poor and that Mr Cunningham should have 5 - lOmgs of Oramorph if he was in 
pain. 5mgs of Oramorph was then given at 2.50pm. 

Dr Barton saw Mr Cunningham on 21st September, after his admission, and noted that 
he should have adequate analgesia. She was aware of Dr Lord's view of the poor 
prognosis and, agreeing with that assessment, Dr Barton recorded that she was happy 
for the nursing staff to record death. 

The notes contain photographs of the sacral sore at the time of Mr Cunningham's 
admission, which are far from clear in the photocopies of the medical records now 
available. Dr Barton recalls, however, that it was about the size of a fist. Concerned that 
Mr Cunningham might require further pain relief in due course, through increasing pain 
and tolerance, Dr Barton prescribed Diamorphine - 20 - 200mgs, Midazolam 20 - 80mgs 
and Hyoscine over 24 hours subcutaneously, to ensure a continuous delivery of pain 
relief and that there would be no breakthrough pain. 

A further dose of Oramorph was given at 8.15pm, but the nursing records show that Mr 
Cunningham appears to have remained in pain and required assistance to settle for the 
night. The syringe driver was commenced at 11.10 that night, delivering 20mgs of 
Diamorphine and 20mgs of Midazolam, following which Mr Cunningham slept soundly. 
He was noted to be much calmer the following morning. 

Dr Barton would have seen Mr Cunningham each day. On 23rd September the nursing 
notes record that Mr Cunningham had become chesty and Hyoscine was added to dry the 
secretions on his chest. The records make clear the view that by this stage Mr 
Cunningham was dying. At 8pm on 23rd September the Midazolam was increased to 
60mgs to maintain Mr Cunningham's comfort. · 

On 24th September Dr Barton noted that Mr Cunningham's pain was being controlled by 
the analgesia - just. The nursing records show that the night staff had reported Mr 
Cunningham was in pain when being attended to, and the day staff also noted pain. The 
Diamorphine was increased to 40mgs and the Midazolam to 80mgs accordingly. Mr 
Cunningham was then noted by the nurses to have a peaceful night. 

The following day Mr Cunningham was seen by Dr Brooks, one of Dr Barton'.s partners, 
who confirmed that Mr Cunningham remained very poorly. Dr Barton also saw Mr 
Cunningham that day, writing up a prescription for Diamorphine for 40 - 200mgs, 
Midazolam at 20 - 200mgs, together with Hyoscine. In fact it was necessary to 
administer 60mgsof Diamorphine and 80mgs ofMidazolam/24 hours via the syringe 
driver in order to control the pain. 

The following day, 26th September, Mr Cunningham's condition continued to deteriorate 
slowly. Diamorphine was increased to 80mgsover 24 hours, and the Midazolam to 
lOOmgs to control the pain. Mr Cunningham then died peacefully at 11.15 that evening. 
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Robert Wilson 

Mr Wilson was admitted to the Queen Alexandra Hospital on 21st September 1998 with a 
fracture of the humerus. He had a history of alcohol abuse and heart failure, for which 
he was receiving medication. X ray revealed displacement, but Mr Wilson was unwilling 
to undergo surgery. He was in pain, receiving a range of painkillers, including opiates in 
the form of Morphine and Diamorphine. 

On 29th September it was noted that resuscitation was considered inappropriate in view 
of the poor quality of life and the poor prognosis. On 8th October he was assessed by a 
psychogeriatrician who said that he was in low mood, presenting with a wish to die and 
disturbed sleep, possibly secondary to pain. She diagnosed early dementia, possibly 
alcohol related, and depression. 

A decision was then made to transfer Mr Wilson to the Gosport War Memorial Hospital 
and Dr Barton clerked him in following his arrival on 14th October. Dr Barton noted the 
plan as gentle mobilisation. She believes Mr Wilson was in a degree of pain following his 
transfer, and she prescribed Oramorph in addition to Paracetamol on an 'as required' 
basis. Oramorph was given for pain relief at 2.45pm and 11.45pm on 14th October. 

Dr Barton wrote a further prescription for Oramorph on 15th October, for 10mgs 4 hourly 
and 20mgs at night to control the pain in Mr Wilson's arm, which persisted. As a result 
of that Oramorph, Mr Wilson was noted to have settled and slept well. 

Later that night Mr Wilson appears to have suffered what was thought to have been a 
silent myocardial infarction. Dr Knapman was called to see him on 16th October, and he 
increased the dose of Frusemide Mr Wilson was already receiving for his pre-existing 
heart failure. Dr Knapman noted a decline overnight with a shortness of bre~th, 
bubbling, and a week pulse. He had significant oedema in the arms and legs, and was 
unresponsive to the spoken word. 

Dr Barton believes she may have come in to see Mr Wilson later in the day. The nursing 
record for 15th October had noted that Mr Wilson had difficulty in swallowing, and as he 
would have had difficulty in taking Oramorph, Dr Barton decided in view of his 
condition now that he should receive pain relief subcutaneously, converting to 
Diamorphine via syringe driver. She prescribed 20 - 200mgs of Diamorphine, 20 - 80mgs 
of Midazolam, together with Hyoscine for the chest secretions. The Diamorphine was 
then commenced at 20mgs over 24 hours, entirely consistent with the 60mgsof0ramorph 
which had been required for pain relief the previous day. As a result, the nursing records 
show that after the Diamorphine was commenced, Mr Wilson had not been distressed 
and appeared comfortable. 

On 17th October Dr Peters was called to see Mr Wilson. Dr PE?ters noted that he was 
comfortable, though he had deteriorated. Dr Peters also recorded that the nursing staff 
should verify death if necessary. Later that day the Diamorphine was increased to 
40mgs over 24 hours and Midazolam added at 20mgs/24 hours. Mr Wilson was producing 
significant secretions, requiring suctioning, apparently being in heart failure, and the 
Hyoscine was also increased. In consequence, the secretions were noted not to disturb 
him, and he appeared to be comfortable. 
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The following day he was seen again by Dr Peters. The nurses noted that there had been 
a further deterioration in his already poor condition. The syringe driver was reviewed at 
2.50 that afternoon, and the Diamorphine increased to 60mgs and the Midazolam to 
40mgs. Mr Wilson continued to require, regular suctioning and Dr Peters prescribed a 
further increase in the Hyoscine. 

Mr Wilson continued to deteriorate in the course of the afternoon, and he died peacefully 
that night at 11.40pm. 

Sulllllary 

Dr Barton endeavoured to care for her patients in what were clearly very difficult 
circumstances. She did not wish to abandon her consultant, her nursing colleagues and 
the patients. She raised her concerns with management, but to no avail. The information 
above about the individual patients will hopefully assist the Committee in considering 
this matter, coupled most importantly with an understanding of the situation in which 
Dr Barton found herself. I respectfully suggest that the Committee can reasonably 
conclude that this is not essentially a matter of professional conduct, but rather an issue 
of lack of resources and proper management. 

Yours faithfully 

Code A 
·-·-·-,·-·-·-·-·-·-·.-r.-·-J·. ·-·-·-·-·-·-· -·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

I an S f Barker 
SoliCI\r 

"· "~ 
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THE C!-1/\IF~MAN: ThH workin9 rele:J.tionship bet....veen Dr Lord and Or Barton 
rnight be explored through l'vk ,_kmkins. 

!n the absence of further questiCHlS, Mr .Jenkins, would you like to bef"Jin? 

MH .JENKJNS: Sir, what 1 propose to do is ask Dr Barton to give evidence before 
you. 

0 Dr BF..uion, I want brie·fly to go thrm19h your curricuiwn vitao_ The 
Committee will see from lhe 'front page of tht:;ir blue papers that you qualifitS>d with 
the degree MB .sc:h 'l 9/0 in Oxford and that your homo address is in GosporL If 
we turn to paoe 26f5 of the bundle, WEJ can see a staternent produced by you to the 
police at B stage sorne rnonths apo. I want to 90 through lt with you, if we rnay. 

You say in the second paragn3.ptl there that you jt}ined your present GP practice, 
initially as an assistant, then as a partner and, ln 1988, you took up the additional 
post of clinical assistant in elderly nw::~dicine on a part-time ses~;,ion basis. You say 
the post originally covered three sites but in due course, was centred at Gosport 
\f\/ar Mernorial Hospital. You retired frorn that position this year. I think you retired 
in the spring 2000, is that right? 
A Y·,~, "h/·t ·I" r·J·g~.Jt . t-·-~, t cl t'J ' .l • 

Q How many sessions were you doing at the VVar Memorial Hospital? l thinh 
¥ve haw:: the answf.:r at paragraph 4, but I will just ask you about it Tt:dl us how 
many sessions you were cloing. 
/\ The he~Jith care trust allocated me five c!inicn! m;sistant sessions, of which 
one anrl a half wen:~ given to rny partners in the pr:actico t() cover the out-oMwurs 
aspect of the job; so Umt I rernained 'illlith three and <~ half clinical ass,Jst.~;mt 
sessions in order to look after 48 long-stay geriatric beds. I Vllould visit each of the 
wards at 7.30 eac:!'1 rnorning, getting to rny surqery at nine, Tovvards thf:: end of 
the time doin~~ the job, I vvas ba.ck very nearly every !unchtirne to adroit patk:mts or 
to write up charts or to see rci<Jtives. Quite often, especially- if I was duty doctor 
and finished rny surqery at about seven in the eveninr;, I would go back to the 
hospital in orrlor pmt1cularly to ~;ee relatives who were not available during the day 
because u·1ey wem working, That becam('.< a very irnpmtant time commitment in 
U1e job. 

Dryad warcJ had no consultant cover for the '1 0 months that you are considering 
these cases.. Dr Lord was trying to cover both wards as well as her commitments 
on the acute side ancl the other hospital in the group, and found it very difficult to 
he there very often. 

Q I will break it up and take it in stt1gGs, 1ll may. Y'cu.J vvoukl be there frorn 
7<so to ninH o'clock each weekdny rnorninq, is th;Bt right? 
A Yes. 
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THE CHAIRMAN: The working relationship between Or Lord and Dr Barton 
might be explored through Mr Jenkins. 

In the absence of further questions, Mr Jenkins, would you like to begin? 

MR JENKINS: Sir, what I propose to do is ask Or Barton to give evidence before 
you. 

JANE ANN BARTON. Sworn 
Examined by MR JENKINS 

Q Or Barton, I want briefly to go through your curriculum vitae. The 
Committee will see from the front page of their blue papers that you qualified with 
the degree MB BCh 1970 in Oxford and that your home address is in Gosport. If 
we turn to page 266 of the bundle, we can see a statement produced by you to the 
police at a stage some months ago. I want to go through it with you, if we may. 

You say in the second paragraph there that you joined your present GP practice, 
initially as an assistant, then as a partner and, in 1988, you took up the additional 
post of clinical assistant in elderly medicine on a part-time session basis. You say 
the post originally covered three sites but, in due course, was centred at Gosport 
War Memorial Hospital. You retired from that position this year. I think you retired 
in the spring 2000, is that right? 
A Yes, that is right. 

Q How many sessions were you doing at the War Memorial Hospital? I think 
we have the answer at paragraph 4, but I will just ask you about it. Tell us how 
many sessions you were doing. 
A The health care trust allocated me five clinical assistant sessions, of which 
one and a half were given to my partners in the practice to cover the out-of-hours 
aspect of the job; so that I remained with three and a half clinical assistant 
sessions in order to look after 48 long-'stay geriatric beds. I would visit each of the 
wards at 7.30 each morning, getting to my surgery at nine. Towards the end of 
the time doing the job, I was back very nearly every lunchtime to admit patients or 
to write up charts or to see relatives. Quite often, especially if I was duty doctor 
and finished my surgery at about seven in the evening, I would go back to the 
hospital in order particularly to see relatives who were not available during the day 
because they were working. That became a very important time commitment in 
the job. 

Dryad ward had no consultant cover for the 1 0 months that you are considering 
these cases. Or Lord was trying to cover both wards as well as her commitments 
on the acute side and the other hospital in the group, and found it very difficult to 
be there very often. · 

Q I will break it up and take it in stages, if I may. You would be there from 
7.30 to nine o'clock each weekday morning, is that right? 
A Yes. 
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Q You have mentioned two wards. One was Daedalus; the other was Dryad 
ward. 
A Yes .. 

Q Were you in charge of both of the wards? 
A Yes. 

Q 

A 
How many beds were there? 
Forty-eight in total. 

Q Over the period with which this Committee is concerned, what was the 
level of occupancy typically of those 48 beds? · 
A We were running at about 80 per cent occupancy, but of course that was 
not enough for the health care trust towards the end of my time there. They 
attempted to increase it up to 90 per cent, which is running a unit very hot, when 
you have one part-time jobbing general practitioner arid no increase in resources 
of nursing staff, support staff, OT and physio, and no support from social services. 

I 

Q How many other doctors would be there throughout the day to treat these 
48 patients if all the beds were full? 
A None. 

Q So yours was the medical input? 
A Mine was the medical input. 

Q Between half-past seven in the morning and nine o'clock eacry weekday 
morning. 
A Time to see each patient, to actually look at each patient, but not time to 
write anything very substantial about very many of them. 

Q If you wanted to see relatives, were you able to see relatives at those early 
hours in the morning? 
A No, except for that one particular case where they spent the night in her 
single room with her, with their notebooks. Generally, relatives preferred to see 
me either at lunchtime or in the evening. I would see them in the morning if it was 
that urgent, but it was generally not appropriate~ 

Q When you first started this job in 1988, what was the level of dependency 
typically of patients who were under your care? 
A This was continuing care. This was people who- now, because their 
Bartell or dependency score is less than four, are a problem- went to long-stay 
beds and stayed there for the rest of their natural lives. So I had people that I 
looked after for five years, for 1 0 years, in these beds. The sort of people that I 
was given to look after in these beds generally were low dependency; they did not 
have major medical needs, but were just nearing the end of their lives. The 
analogy now, I suppose, would be a nursing home. 

Q 
A 

Did that position change as time went on? 
That position changed. · 
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Q Tell us how. 
A Continuing care as a concept disappeared. The National Health Service 
was no longer going to look after people who were as dependent as that. lt was 
going to go into the private sector. I cannot give you an exact year, but it 
happened in the 1990s. ·At the same time, social services found that, with their 
budget constraints, they had difficulty placing people with a Bartell of less than 
four. So there was constant conflict between what we were supposed to be 
looking after and doing with the patients.and what the private sector was going to 
take from us. 

Q Just explain to us, what does a Bar:tell,of less than four mean? What is the 
range of the Bartell scores? 
A You or I have hopefully a Bartell of 20. That means we are able to take 
care of ourselves; do all the activities of daily living; cut up your food and eat it; go 
to the loo; change your clothes; walk about. Most of these people in the places 
mentioned have a Bartell of zero; I think one chap had one of four. So these were 
very dependent people. 

Q That is an indication of the requirements made of nursing staff? 
A Nursing requirements. They could not do anything for themselves, 
basically. · 

Q What you have told us is that, over time, the level of dependence of the 
patients increased. 
A lt escalated enormously: to the point where I began to be saying to my 
employers, "I can't manage this level of care for this number of patients on the 
commitment I have". But there was not anybody else to do it. During 1998, when 
the consultant on Dryad went on maternity leave, they made the decision not to 
employ a regular locum, so that I did not even have full consultant cover on that 
ward and so that Althea was left to attempt to help me with both, although she was 
not officially in charge. 

Q 
A 

Althea is ... ? 
Or Lord; the other consultant. 

Q Did she have other clinical commitments outside the two wards with which 
we are concerned? 
A She had her acute wards up on the Queen Alexandra site; she had a day 
hospital and outpatients to run down at the St Mary's site in Portsmouth - so she 
was a very busy lady. 

Q How often was she able to undertake a ward round on the two wards with 
which you were concerned? 
A She did not ward rounds on Dryad ward. She came to Daedalus on the 
Monday to do a continuing care round. Towards the end of my job she designated 
six of her beds as slow stream stroke rehab' beds, and she did a Thursday ward 
round -which I could not always make because it was my antenatal day. She 
was in the hospital and doing outpatients on Thursday as well, so she was in my 
hospital twice a week- but available on the end of a phone if I had a problem. 
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Q You have told us that over a 1 0-month period there was nl6 consultant 
cover at all. 
A Yes. 

Q That is 10 months during 1998, which is the period essentially within which 
the cases that this Committee have been asked to consider fall? 
A Yes. 

Q Were your partners in your GP practice able to help at all? I 

A My partners provided the out-of-hours cover.- those who were not using 
Healthcall. They would admit patients who arrived from the district general 
hospital and see that they had arrived safely. They were in general unwilling to 
write up pro-active opiate prescribing or any prescribing for patients because they 
felt that I was the expert and it should be left to me to do it. I think they felt it was 
not part of their remit, providing cover for me; to prescribe for the patients. 

Q So if anyone was to prescribe opiates or other forms of strong analgesic to 
patients, would it always be you? I 

A lt was generally me. 

Q We know that your time at the War Memorial Hospital was limited to the 
mornings, lunch times and evenings, when you told us you would see relatives. If 
you were not in a position to prescribe for the patient and the patient was 
experiencing pain, what provision was there for another doctor to write up a 
prescription? 
A They would have to either ask the duty doctor to come in or tt)ey would 
have to ask the duty Healthcall doctor to come in. That is why, in one of the 
cases, you see somebody has written up "For major tranquillisers" on one 
occasion, because that duty doctor obviously either felt it inappropriate or was 
unwilling to use an opiate and he wrote up major tranquillisers instead. 

The other alternative was, of course; that they would ring me at home. If I was at 
home - and I am only at the end of the road in the village - I would go in and write 
something up for them, outside the contracted hours. 

Q You have said that your partners regarded you as the knowledgeable one 
about opiates and palliative care. 
A Yes. 

Q Tell us what your experience may be in those areas. 
A In 1998 I was asked to contribute to a document called the Wessex 
Palliative Care Guide, which was an enormous document that covered the 
management of all major types of cancer and also went into management of 
palliative care and grief and bereavement. Each month, another chapter would 
arrive through the post for you to make comments on, contribute your experience 
to and send it back. This document was published in 1998 as the Wessex 
Palliative Care Guide and we all carry the Wessex Palliative Care Handbook 
around with us, which contains a sort of----
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A I contributed to the writing of that and I am acknowledged in the thanks in 
the major document. I attended postgraduate education sessions at the Countess 
Mountbatten and also at the other hospice locally, The Rowans. 

Q Just remind us, where is the Countess Mountbatten? 
A The Countess Mountbatten is part of Southampton University Hospitals 
and it is in Hedge End, which is about 1 0 miles from Gosport. The Rowans is a 
similar distance in the other direction. I am still in very close contact professionally 
with both· the director and the 9eputy dire'ctot of Countess Mountbatten. I still go 
to their postgraduate sessions and I still talk to them about palliative care 
problems. They are always very available and helpful, and of course they provide 
district nursing, home care nursing input into our community, which is enormously 
helpful in general practice. 

Q Are you - perhaps I can use the expression - up to date in developments 
locally in primary care and matters of that nature? 
A I was also, at the time of these allegations, chairman of the local primary 
care group which, on 1 April this year, becomes a primary care trust, so that I was 
very involved in the political development of our district. I knew only too well that 
the health care trust could not afford to put any more medical input than I was 
giving them, on the cheap as a clinical assistant, into our cottage hospital at that 
time. I knew what the stresses and strains were on the economy and I knew 
where the money needed to go. 

I could have said to them, "I can't do this job any more. lt's too difficult; it's 
becoming dangerous", but I felt that I was letting them down. I felt that I was 
letting down the nursing staff that I had worked with for 12 years, and I felt that I 
was letting patients down, a lot of whom were iri my practice and part of my own 
community. So I hung onto the job until 2000. In the thank-you letter I got for my 
resignation letter they said that I "would consider, wouldn't I, the three quarters of 
a million they were looking for, to beef up community rehabilitation services in the · 
district" - which included replacing my job with a full-time staff grade, nine-to-five, 
every weekday in Gosport. 

Q We will come to some correspondence shortly. After you resigned, your 
job was taken over by another doctor? 
A Yes, a single, full-time staff grade. I hear on the grapevine that the bid has 
gone in for two full-time staff grades to do that job now. 

Q Is this to do the job that you were doing within three and a half clinical 
assistant sessions? 
A In three and a half clinical assistant sessions. lt is just a measure of the 
difference in the complexity and the workload that is being put into a cottage 
hospital. 
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Q Can I ask about your note-keeping? You had a signifi~nt number of 
patients; it was at 90 per cent occupancy. Clearly that is----
A Between 40 and 42 patients, yes. 

Q What time would you have during your clinical session to make notes for 
each of the patients? 
A You could either sit at the desk and write notes for each patient, or you 
could see the patients. You had that choice. I· chose to see the patients, so my 
note-keeping was sparse. 

Q You accept, I think, as a criticism that note-k'eeping should be full and 
detailed? 
A . I accept that, in an ideal world, it would be wonderful to write full and clear 
notes on every visit you pay to every patient .every weekday morning. 

Q . But the constraints upon you were such, I think, that you were not able to 
do so? 
A Yes. 

Q ~. Were the health authority aware of your concerns as to staffinQ levels and 
medical input? 
A Yes. 

Q Were they aware of your concerns over the increasing level of dependency 
that patients had who were transferred to your unit? 
A Yes. In the dreadful winter of 1998, when the acute hospital admissions-
admissions for acute surgery and even booked surgery - ground to a 'halt because 
all their beds were full of overflow medical and geriatric patients, my unit received 
a letter asking us to improve the throughput of patients that we had in the War 
Memorial Hospital, accompanied by a protocol for the sort of patients we should 
be looking after: how they should be medically stable and everything like that. . 
I wrote back to the then acting clinical director and said, "I can't do any more. 
I can't really even look after the ones that I have got, because of their dependency 
and medical needs. Please don't give me any more". I got a bland reply, saying 
that we were all going to try to help out with this crisis in the acute sector. 

Q We will look at the correspondence. Can I come to nursing staff, your 
relations with them, and the experience of the nursing staff? Clearly you started 
12 years before you retired. Did the number of nurses increase over the period of 
time that we are talking about? 
A Marginally. 

Q What about the level of experience of the nursing staff? The impression 
that we have is, towards the end of the period, you are dealing with patients who 
had very high dependency. Was the experience of the nursing staff raised in 
order to meet that increase in need? 
A By an large they were the same people and they learned in the same way 
that I did: by having to deal with these more difficult needs. I do not think I can 
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comment on how much input the Trust put into improving their. skills. I think that 
would be inappropriate for me to do. 

Q Perhaps I can ask this. Was it apparent that the Trust were seeking to 
raise the level of experience and qualification of the nursing staff in the War 
Memorial Hospital? And the answer should go on the transcript. ' 
A Does it? 

Q Was it apparent? 
A lt was not apparen't that they were making ar;1y great attempts to improve 
the cover, the experience and the training of some of the nurse~. 

Q Were the health authority aware of your concerns, both as regards nursing 
levels and levels of medical staff? 
A Yes. I did not put anything in writing until 1998- or was it 2000? 

Q I think it was 2000. 
A. 2000 --but I was in constant contact with the lower echelons of 
management. Any remarks you made about the difficulties you were having, the 
worries you had and the risk of the patients you were covering, would pefinitely fall 
on stony ground. 

Q You chose to prescribe opiates. lt is something which is criticised by the 
experts whose reports are before the Committee. You chose to prescribe· over a 
range, and quite a wide range, for certain of the opiates that we have seen. 
A A professor of geriatrics in a teaching hospital, or even a big qistrict 
general hospital, will have a plethora of junior staff. There will be never any need 
for any opiate dose to be written up for more than 24 hours, because somebody 
will either be on the end of the bleep or be back on the ward. That was not the 
case in Gosport War Memorial. If there was a weekend, if I was on a course, if I 
was on sick leave, if I was on holiday, I have already explained that there was not 
the cover for someone else to write drugs for me, and therefore I wrote a range of 
doses. I implicitly trusted my nursing staff never to use any of those doses 
inappropriately or recklessly. You will see from each of the documents that there 
is no question that any of these people received enormous amounts of opiate or 
benzodiazepine. 

Q If the nurses wished to move from one level of administration of opiate up 
tot he next stage, but within the range that you had already prescribed---
A They would speak to me. 

Q How would that happen? 
A Because I was in, if it was a weekday morning. I was on the end of the 
phone in surgery or, if I was at home and it was a weekend and they were worried, 
they would ring me at home. I did not have any objection to that. 

Q Did you feel that your relationship with the nursing staff was such that such 
informal communication could take place? 
A I trusted them implicitly. I had to. 
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Q What we see again and again in the comments of Professor Ford and 
others is that the expert can see no justification for raising the level of prescribing. 
The expert in each case will have looked at the notes. Was there always 
recorded a justification for increasing the level of prescribing or the level of 
administration? 
A Not always in my notes. I would hope that the nursing notes would be 
copious enough. In particular, interestingly, the night staff tend to make more of a 
full record of what the patient has been like through the night. lt was quite often 
their feeling, night sister's feeling, that the patient was less comfortable or was 
beginning to bubble, or something like that, that would suggest to me that we 
needed to move up a step or in a step with the drugs we were using. 

Q I will ask you to turn to page 370, 'which is the final couple of paragraphs of 
Professor Ford's report. Paragraph 7.5, two-thirds of the way down that 
paragraph, he says, 

"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". 

What do you say about levels of nursing staff on the ward during the period with 
which we are concerned? 
A He is absolutely right. These· experienced, caring nurses had the choice 
between tending to patients, keeping them clean, feeding them and attending to 
their medical needs, or writing copious notes. They were in the same bind that I 
was in, only even more so. As you can see from the medical records you have 
had, the health care trust produces enormous numbers of forms, protocols and 
guidelines, and sister could spend her whole morning filling those out for each 
patient or she could nurse a patient. 

Q He goes on, . 

"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". 

Do you have a comment on that? 
A I agree entirely. There was inadequate senior medical input. 

Q 

A 
During 1 0 months of 1998 was there any senior medical staff input? 
No. 

Q lt is not apparent that Professor Ford was aware that you were doing three 
and a half sessions----
A In a cottage hospital. 

Q 

A 
... in the cottage hospital. 
No. 
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Q lt may be that Professor Ford believed that you were permanent staff. 
A Failed junior staff! His last comment in paragraph 7.5- his review of 
Dr Lord's medical notes- is absolutely correct., She was caring and thoughtful 
and considerate, and with a considerable workload - probably more than she 
should have been carrying. Therefore it is difficult to criticise. She did what she 
could, within the constraints that she had available to her. ' 

Q I am not going to go through the individual cases. This is not a trial; this 
Committee is not here to find facts proved or not proved. But I think lt fair to you 
to invite you to comment on Professor Ford's next pt?ragraph. He says, 

" ... the level of skills of nursing and non-consultant medical staff'.- it was 
only you- "and particularly Or Barton", 

- the word "particularly" suggests he may have believed there were other medical 
staff-

"were not adequate at the time these patients wer~ admitted". 

How do you respond to that? , . 
A I find it very upsetting. I was only a clinical assistant. The definition of a 
clinical assistant is in fact that it is a training post, and the only training that I 
received was that I went to get for myself as a part of my postgraduate learning, 
and I did my best at that time. In my opinion they were probably adequate·. 

Q Can we turn to the last page of the bundle, page 380? This is, a letter 
dated 13 February 2002 and sets out matters that were agreed between you and 
the acting chief executive, Dr Old. Yes? 
A Yes. 

Q Attention has already been drawn to this document, but is it right that you 
agreed to cease to provide medical care, both in and out of hours for adult 
patients at the Gosport War Memorial Hospital? 
A Yes. 

Q And you agreed voluntarily to stop prescribing opiates and 
benzodiazepines. 
A I did. 

Q Had you not agreed those, were you threatened with any action? 
A Dr Old told me that, under the change in Government legislation on 
14 December last year, he was entitled to suspend me from general practice; but 
he did not wish to do that and, provided we came to this voluntary agreement, he 
would wait to see what the GMC had to say on the matter. 

Q This is the same health authority who had been putting through a 
significantly higher volume of patients to your cottage hospital and with much 
higher levels of dependency? 
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A . This is the employers of the health care trust who had been putting through 
significant.. .. The health authority in fact purchase work from the health care trust 
and, theoretically, employ general practitioners. So this was my employer telling 
me that he could suspend me from the day job as well. So I agreed to the 
voluntary restrictions on my practice. At Jhat time I had four patients in general 
practice on opiates and approximately 15 on any form of benzodiazepine. 
I handed the four patients over to my partners and said I felt no longer able to treat 
them. I no longer sign any prescriptions for sleeping tablets in general practice; 
the other partners do that for me. · 

Q You have given us the figures. ·Qo,yov describe yourself as a high 
prescriber of benzodiazepines? 
A I was quite surprised at how few 'of my patients got benzodiazepines from 
me. 

Q · And of those prescribed opiates----
A One was for terminal care. She went into hospital a couple of days after I 
was suspended and died there. The other three are maintained by the partners 
for longstanding chronic pain. 

Q Just to remind the Committee, in your statement at page 266 you say in 
paragraph 3~ . 

"As a general practitioner, I have a full-time position; I have approximately 
1,500 patients on my list". 

A Yes. 

Q The Committee can see, of the 1,500 patients, precisely how many are 
prescribed benzodiazepines and/or opiates. · 
A Yes. 

Q [To the Committee] Sir, we have a small bundle of correspondence. I am 
sorry that you have not ~een given it in advance. 

THE CHAIRMAN: We will refer to it as 01. [Same handed] 

MR JENKINS: Sir, we are giving you a number of letters. I am happy if they are 
collected in 01, or we can number them sequentially. 

THE CHAIRMAN: I assume they have been circulated. Shall we put them in 
chronological order? 

MR JENKINS: I would be happy with that. The first letter you should have is one 
dated 16 February. lt is from the consultant physician, Or Jarrett. He talks of a 
"bed crisis at Queen Alexandra Hospital continues unabated". "lt has fallen on 
us", he says, 
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"to try and utilise all our beds in elderly medicine as efficiently as possible. 
There has been some under-utilisation of continuing care beds. From 
16 February I propose that we use vacant continuing care beds for post
acute patients. A policy offering guidance is enclosed". 

You should see a document, enclosure 2, "Emergency use of community hospital 
beds". You will see it reads, 

"Du~ to current crisis with the acute medical beds at Queen 1\lexandra 
Hospital and the detrimental effect on surgicc::il waiting lists, the Department 
of Medicine for Elderly People is making some urgent changes to the 
management of beds in the small hospitals". ' 

Can I break off and remind the Committee, this relates to the year 2000. The 
situation with which you are concerned for the five patients whose records you 
have were treated in 1998. So this is after, but we hand these documents to you 
to give you the continuing picture. You will see, 

"Therefore patients referred to these beds for post~acute care should be: 

1. 
2. 

Waiting for placement... 
Medically stable with no need for regular medical monitoring ... ", 

and the other matters that you see listed. 

The next document is a letter from Or Barton dated 22 February to D~ Jarrett. The 
letter reads, 

"I was very disappointed and also quite concerned to be shown a letter from 
yourself dated 16 February on the subject of the bed crisis at Queen 
Alexandra and addressed to the various ward managers and sisters. 

Less than a month after I wrote a letter to the clinical director expressing my 
concerns about the situation in our continuing care unit, I find that we are 
being asked to take on an even higher risk category of patient. 

These post-acute patients have a right to expect a certain standard of 
medical care, appropriate levels of therapy and supervision, and 
appropriate out-of-hours cover during this period of time in hospital. 

I find myself without a consultant or seamless locum consultant cover for a 
period of a further month on one of the wards, and the other consultant 
cannot be expected to provide anything other than firefighting support 
during this time. 

As a result, I am unable to do the clinical assistant job to a safe and 
acceptable standard, which will inevitably lead to further serious and 
damaging complaints about the service given in my wards. In addition, my 
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' 
staff are subjected to ever-increasing pre~sures from patients and relatives, 
causing stress and sickness levels to rise. 

I would also question the term 'under-utilisation' in a unit which is handling 
approximately 40 per cent of the continuing care done by Elderly Services 
at this time". 

The next document in time is a letter from Or Jarrett dated 7 March, by way of 
response. I do not need to read it to you, but you have heard Dr Barton suggest 
that there was a request, effectively, for three quarters of a million pounds from 
the primary care group to go towards the local. hospital. You may find a hint of that 
in the last paragraph of this letter. 

The next document is the one with the fax strips down the centre of it. lt is a letter 
from Dr Barton dated 28 April 2000, tendering her resignation. lt is addressed to 
Peter King, personnel director, and it reads as follows: 

"Over recent months I have become increasingly concerned about the 
clinical cover provided to the continuing care beds at Gosport War 
Memorial Hospital. I have highlighted these worries on two occasions 
previously in the enclosed letters. 

I returned from my Easter leave this weekend to find that the situation has 
deteriorated even further. For example, on one of the wards I will only be 
having locum consultant cover until September. In addition, an increasing 
number of higher risk 'step down' patients continue to be transferred to the 
wards, where the existing staffing levels do not provide safe and adequate 
·medical cover or appropriate nursing expertise for them. 

The situation has now reached the point that, with the agreement of my 
partners, I have no option but to tender my resignation". 

You will see a reference to the original contract of employment in 1993. 

The last letter, dated 19 May from Fiona Cameron, is one responding to the letter · 
we have just read. The second paragraph reads as follows: 

"I am writing to offer my thanks for your commitment and support to 
Gosport War Memorial Hospital over the last seven years. There is little 
doubt that over this period both the client group and workload have 
changed and I fully acknowledge your contribution to the service whilst 
working under considerable pressure". 

Sir, that is the evidence I seek to place before you. I have called Dr Barton and, if 
there are questions for her, the Committee or Mr Lloyd may wish to ask those 
questions now before I go on to sum up, if I can put it that way. 

THE CHAIRMAN: Mr Lloyd, do you wish to ask questions? 

16 



A 

B 

D 

E 

F 

G 

H 

TA Reed 

&Co 

• 

GMC1 00829-0381 

' 
THE LEGAL ASSESSOR: I have no questions, sir. 

Questioned by the COMMITTEE 

OR RAN SON: Did you have consultant cover during 1998? 
A I had a lady called Or Jane Tandy, who became pregnant, who 
commenced her annual leave on 27 April 1998 and followed on with maternity 
leave from 1 June until 8 February 1999. So basically she was very pre§nant, and 
then she was gone for the rest of the year. 

Q And no replacement or locum cover? , 
A No. 

Q 

A 
So you were in fact on your own in a training grade post? 
Yes. 

MR WARDELL: I would like to ask some questions in order to have a feel for the 
48 beds you were looking after with regard to patients. You mentioned the Bartell 
Score, that I am not familiar with at all but I am pleased that I am at 20. 
A On a good day!. 

Q Absolutely! You said that the bed occupancy rate was about 80 per cent 
when you were there. Perhaps you were looking after about 38, up to 40 
patients? 
A Yes. 

Q With regard to your looking after those patients, could you give us a feel of 
what you did? You said you were there for an hour and a half in the morning. 
Can you run through fairly quickly the typical kind of week you would have at the 
hospital? · 
A I would arrive as they opened the front door of the hospital at 7.30 and I 
would go straight to Dryad ward first. I would walk round the ward with the nurse 
who had just taken the night report, so it was the most senior nurse on. We did 
not, fortunately, have these named nurses at that point. I would stop by every bed 
and I would ask, "Are they in pain? Have they had their bowels open? Do I need 
to see the family? Is there anything I should know?". So I got a report at the foot 
of each bed. That was Dryad. 

Daedalus liked to do it slightly differently, in that I did the report with the person 
who had taken the hand-over in the office, and then was invited to look at any 
patients they had concerns about. They preferred to do it in front of their 
paperwork. But the concept was the same: you went through all the patients in 
your care each morning, and that took until just before nine. 

Q How many days a week did you do that? 
A That was five. That was each weekday morning. 

Q Was that your total involvement with the hospital? 
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A That is when it started. Generally, with the rate at which we were running 
·admissions in 1998, I think an average week would contain five admissions. I had 
to try to get them to bring them down to my hospital before four o'clock in the 
afternoon. Lunchtime was better, because (a) 'they get very cold and stressed if 
you carry them round the countryside and bring them in after dark and (b) it gave 
me time to clerk them and to check whether any further investigations, bloods or 
anything needed doing, and to get them settled into the ward. So I would go back 
most lunch times, unless I had a PCG or purchasing meeting or something like 
that. In those days I was only on duty once a fortnight, but I would quite often go 
back in the evening if I felt there was somebody I was particularly worried about -
to talk tot he relative or to support the nursing staff. 

Q Mr Jenkins put in front of us a number of documents, including the second 
one, which is "Emergency use of community Hospital beds". In point 7 there, the 
second sentence reads, " ... this placement does not entitle patient to NHS 
continuing care". 
A There was no such thing in 2000. If your condition became medically 
stable and you could persuade social services to either fund you or agree to have 
you at all, then you would be moved on - even though yo'ur dependency score 
might be very low. 

Q In that period, say 1998 to 2000, were you experiencing dilemmas whereby 
-and I use the word "conspiracy" advisedly, because I have the evidence from a 
report that I chaired during that period when I was in another post in the House of 
Commons - in evidence we had it said that there was a conspiracy between social 
services, doctors and management with regard to trying to push people who were 
entitled to have NHS care out of hospitals into nursing homes, where they would 
have to pay out of their own resources? Were you in that horrible dilemma? 
A If you knew anything about Gosport, you would realise that (a) there is not 
much potential for private practice and (b) there were not vast numbers of patients 
who were self-funding. Self-funders were not the problem then. If they were 
stable and social services would agree that they could go to a nursing home at all, 
that was not the problem. I would never conspire with anyone in social services. 

Q I was not levelling that at you. I was just thinking about the dilemma, that if 
you had patients in beds, such as the patients you were dealing with, then they 
would be covered in terms of the NHS system----
A They were not. 

Q They were not? 
A They were not. They were not entitled to stay in any of those beds. In 
order to keep them in those beds, you had to write in the notes, "Requires ongoing 
medical care". Despite a Bartell of zero, if they required no further medical input 
and their medical condition was stable, you then had to find them a nursing home. 
But the sort of people we are talking about here were not going to become stable. 

MR WINTER: You refer to raising concerns in 1998 verbally with lower levels of 
management about your working situation. Would you be prepared to say a little 
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more about what you actually did and whether yo,u considered putting your 
concerns in writing at that point? 
A I should have put my concerns in writing, because I was sitting on these 
strategic bodies. We were talking about how the health community was going to 
move forward, how we were going to improve step-down care, and how we were 
going to make available more beds for acute surgery so that the Trust achieved its 
waiting list targets and therefore its money from region. But I did not put anything 
in writing. I became increasingly concerned. I spoke to lower management, who 
probably did not even relay those concerns further up. I spoke to my clinical 
colleagues. 

I 

Or Lord tried at that time to get more funding and was unsuccessful. The first time 
we got any extra funding was in 2000 when I resigned and we got an extra three
quarters of a million for St Christopher's and Gosport War Memorial to do more 
post-acute rehabilitation work. So they knew we were in trouble, but I did not go to 
print at that stage. 

Q Cou19 you say approximately how many times you raised these matters 
with people in lower management? 
A Once every couple of months. 

THE CHAIRMAN: I wonder if I might be allowed to ask a few questions, just so 
that I understand the situation? Am I correct in assuming that Gosport War 
Memorial Hospital is a stand-alone community hospital? 
A lt has no theatre facilities; it now has no A&E or minor injuries facility; it has 
a little X-ray department with basic, standard equipment in a Portacabin. lt has a 
little outpatient department to which consultants come down from the centre to do 
peripheral clinics, and it has approximately 100 beds. 

Q These are including the 48 long-term care beds? 
A We have long-stay elderly medical patients; we have babies; we have a 
maternity unit and we have a small GP ward. 

Q Can you tell me roughly what the average length of stay was in, say, 1989, 
about 1 0 years ago, and then in the later part of the 1990s? How had the average 
length of stay changed? 
A I had patients I had had for five years. I had some very ill patients 
transferred from the Royal Hospital, Haslar, after orthopaedic surgery or 
transferred from the main unit because they lived in Gosport and their relatives 
lived iri Gosport. But those were the minority. The majority of patients were long 
stay. 

Q Was there a calculation of the average length of stay in the early 1990s? 
A lt would be difficult to do, because we also did shared care and respite 
care in those days. I was looking at the figures the other day. You would find it 
very difficult to get a feel for the average length of stay, but it was generally 
reckoned to be a good long time. Then in the late 1990s - I could not find any 
research on this subject, but there are two major risk times for these elderly 
transferred from a nursing home to an acute unit and then down to a long-stay 
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unit. They may well die in the first two, three days- something to' ao with the 
shock of being moved really makes them quite poorly. If they survive that----

Q While you do not have a specific figure for average length of stay, you are 
quite convinced that the dependency level increased over the decade? 
A Massively, yes. ' 

Q We are aware of how the Gladys Richards case came to the surface. lt is 
not clear to me from the papers how the other cases were identified. I Can you 
help me with that? [Dr Bafton conferred with counse.~ 

MR JENKINS: Sir, you will recall from what I said to an earlier Constitution of this 
Committee that the relatives of Gladys Richards complained. What I said to an 
earlier Committee was that they complained about everybody, 1including the police 
officers Who conducted the inquiry. They generated some publicity locally about 
th~ir concerns, as a result of which relatives of other patients- and I think the four 
with which you are concerned- expressed concerns. I think that is how the police 
became involved in those other cases. ' 

OR BARTON: The health care trust also decided to invoke CHI, the Commission 
for Health Improvement, and CHI produced a lot of local publicity saying, "If you 
have any concerns about your hospital, this is the phone number, these are the 
people to get in touch with". And of course I have no input as to how much and 
where they got their information from; but they must have received an enormous 
amount of positive and negative feedback from the people of Gosport. 

' 
THE CHAIRMAN: Technically, as a clinical assistant you did not carry, ultimate 
responsibility for the clinical care of patients? 
A No. You will see in a couple of the reports that we were using the Fentanyl 
skin patch for opiate pain relief. I was not allowed to sign for that. That had to be 
countersigned by a consultant. I was working for a consultant. 

Q And the consultants under whom you worked reviewed the prescribing 
practices that you indulged in, did they? 
A I do not know. Not with me. 

Q So you did not do the ward rounds with the consultant? 
A Yes. 

Q You did? 
A Yes, but no comments were made at any time at this point about reckless 
prescribing or inappropriate prescribing. 

Q They did not raise any questions about the prescribing that was being done 
for these patients? 
A They did not raise any concerns, no. 

Q 
A 

Were there any audit meetings in the hospital? 
I did not go. I was not invited to go to audit meetings. 
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a Turning to page 380, I would also like s'ome clarification. lt implies in the 
first bullet point there that there is still some relationship to the Gosport War 
Memorial Hospital. What was the continuing relationship you had? 
A , In Gosport there is something called the Gosport Medical Committee, 
which is made up of all the practising doctors on the peninsula, which I think at the 
moment is about 36. We are employed by the health care trust to look after 20 
GP beds upstairs from my erstwhile geriatric beds. We have admitting rights to 
those beds and we are allowed to look after our own patients. We are also invited 
to look after step-down patients from the acute unit. Although, as a GP you can 
be much more hard-nosed about refusing to accept somebody who you feel is 
beyond the capability of the hospital to look af,ter than I could as a clinical assistant 
downstairs in the wards. That is why you will see something about, "a 
retrospective audit of your prescribing on the Sultan ward". That is, what I was 
doing -whether I was prescribing inappropriate opiates upstairs on the GP ward. 

a That has been helpful clarification. Was I correct in assuming- this is the 
second bullet point- that you told us this was in relation to your primary care 
duties? 
A The voluntary stopping prescribing opiates? 

Yes. a 
A Yes, I am not prescribing any opiates or benzodiazepines at the moment. 

THE CHAIRMAN: I think these are the points I wanted to raise. Are there any 
further points from members of the panel? In the absence of further points, 
Mr Jenkins? 

MR JENKINS: There is one, sir, and it was raised by Mr Lloyd. Do you have any 
private patients? 
A No . 

MR JENKINS: Sir, may I sum up very briefly? You may think that this is plainly 
an excellent and dedicated doctor. lt may appear to you, and I would encourage 
this view on your behalf, that it may have been problems with the allocation of 
resources at the Gosport War Memorial Hospital which has led to a situation 
where best practice was not followed. 

You will have to consider the reports of the various experts placed before you. 
You will have to consider as well whether they are considering Or Barton's position 
as it was. I may have missed it, but it is not apparent from my reading of the 
reports that there is shown to be an understanding by Professor Ford and the 
other doctors that they were well aware that Or Barton was working three and a 
half sessions; that she was effectively, during the period with which we are 
concerned, the only medical input into the care of these patients; that she had a 
significant number of patients to see and to evaluate and to continue to care for, in 
a very restricted period of time. 
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You have to consider whether it is necessary for the protection of'members of the 
public to impose conditions. I do not deal with the question of suspension 
because I say that it is plainly not appropriate i~ this case. 

Is it necessary for the protection of members of the public to impose conditions? 
Dr Barton is no longer undertaking the job th.at she· started in 1988. You know the 
reasons why. I say she poses absolutely no threat to members of the public, 
either in her general practice or in any form of hospital medicine. She does not 
undertake any of the latter. ' 

' 
Is it necessary in her own interests to impose conditions? I say not. The last 
issue is whether it is otherwise in the public interest. You will know that there has 
been a police investigation, in fact two, arising out of the complaints in this case. 
You will know the results of the police investigation: that a decision has been 
taken not to charge. ' 

I repeat what I have said. lt is slightly troubling that it is not apparent that the 
experts instructed by the police have been presented with the full picture of' 
Dr Barton's clinical in'volvement with these patients before being invited to express 
a view. But I say that it is not in the public interest either for this body to impose 
conditions upon this doctor in the circumstances in which you know she practises. 
She does not pose a risk to patients. lt is not necessary in her interests, and it is 
not otherwise in the public interest 

If, however, you feel that because of police investigation, because of the possibility 
of press coverage, that it is necessary to demonstrate that this body i$ able to 
make decisions, I would invite you to do no more than reimpose what Or Barton 
has voluntarily agreed with the health authority. 

Those are the submissions that I make. 

THE CHAIRMAN: I now turn to the legal assessor. 

THE LEGAL ASSESSOR: The advice I give the Committee is as follows. They 
may make an order restricting this doctor's registration only if they are satisfied it 
is necessary to do so for the protection of members of the public, otherwise in the 
public interest, or in the interests of the doctor. In addition they must be satisfied 
that the consequences of any restriction that they might impose of her registration 
will not be disproportionate to the- risks posed by the doctor remaining in 
unrestricted practice. 

Mr Jenkins, Mr Lloyd, unless there is anything else on which you would like me to 
advise the Committee, that is the advice I give. 

MR JENKINS: Sir, I have mentioned the little green book with which Or Barton has 
helped. I leave it with you. 

THE CHAIRMAN: Thank you. 
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The parties withdrew by direction from the Chair and the Committee deliberated in 
camera. 

The parties having been readmitted: 

THE CHAIRMAN: Or Barton, the Committee has carefully considered all the 
' I 

evidence before it, including the submissions made on your behalf. 

The Committee has determined, on the basis of the information available to it 

today, that it is not satisfied that it is necessary for the protection of members of 
I 

the public, in the public interest or in your own interests that an inter_im order under 

Section 41 A of the Medical Act 1983 as amended should be made in relation to 
I 

your registration. 
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c:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~::.~:~:~.~?de·ti---·-·-·-·-·-·-·-·~~-~~~~-~:~:~:~:~:~:~:~:~:J: __ j 

~Vlr.._G._.R.~--f.~~~-i!."!.~- (step son of Arth u r yun.runaham~·-·(f·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
L._____________________ -~:~:~:~:~:~:~~9.~·e'A-·-·-·-·-·-·-·r.:L ____________________________ ~----~r-~---·-·-·-·-·-·-·-·-·-·-·J 

-·-·-·-·-·-·-·-·-·-·-·-·i 

Mrs M Jackson (daughter of AJ.icP...WilkieL ____________________________ _ 

[_-_-_-_-_-_-_-_-_-_-_-_-_-_-~--·-----------~-~~-;~~::::::::::~~:~:~:=::::::[::::::1 
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FronT 
Sent: 
To: 
Subject: 

Christine 

Michael Hudspith [~~~-~~~~~-~~~~~~J 
07 Aug 2002 13:,4.;1 ____________________ , 
Christine PayneL_ ____ ~I?cJ.e A ! 
Or Jane Barton (PPC 297DH!D2) 

GMC100829-0390 

-·-r;: .(). 

Please see message below for information. Mrs McKenzie is the daughter of Gladys Richards, one of the patients 
whose death we are looking into. Her contact details are on the case file. 

Should the case proceed to PCC our solicitors may wish to be aware of other possible complaints with a view to 
possibly adding these in. 

Mrs McKenzie has also requested that when looking at the case the PPC also be asked to consider referring the 
matter back to the police and ask them to re-open their investigation. I have informed Mrs McKenzie that I have never 
heard this done and was not sure that it would even be appropriate in this case as 

1) the information came from the police in the first place and they have already deceided (on advice from CPS) not to 
bring charges 

,Athe CPS's area of expertise is criminal law and ours is professional conduct and performance. it is not our place to 
•ise or suggest to the CPS that their original decision was flawed and should be revisited. 

Hope this is clear. Any questions please ask. 

Mike 

-----Original Message-----
From: Seaton Giles r·-·-·-c~-;;;·;;;"-·-·-; 
Sent: 30 Ju\ 2002 1 (42·-·-·-·-·-·-·-·-·' 
To: Michael Hudspith r-·-c~~i~·-A·-·-! 
Subject: Phone call '·-·-·-·-·-·-·-·-·-·-! 

For info: 

Gillian McKenzie called re: Or Barton & Gosport War Memorial Hospital. She wished to inform us that the Deputy 
Chief Constable of Hants Police was seeking further advice from the CPS regarding the investigation into Or Barton's 
actions. She also stated that following publicity, she is now aware of a further 6 cases. 

Thanks 

Seaton 

1 



CONFIDENTIAL 
Sandra Baldwin 
Disclosure Officer 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

15 August 2002 
Yourref SB/FPD/2000/2047 

Dear Ms Baldwin 

----------~MC 1 00829-0391 

Hampshire and Isle of Wight 
Practitioner & Patient Services Agency 

Coitbury House 
Friarsgate 

Winchester 
Hampshire 
S023 SEE 

Tel: 01962 853361 
Fax: 01962 840773 
url: www.hiow.ns.uk 

e m a ill.~·.~·.~·.~·.-·-·-·-·-·-· Code A·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·; 

direct dial._ieiei)t1Ci·r;-e;·l·-·-·-·-·c-oa(i-A.J.-·-·-i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

I refer to your letter dated 5 August 2002 received today regarding Or J Barton. 

As this Agency works on behalf of PCTs across Hampshire and the Isle of Wight, I have 
forwarded a copy of your letter to Mr I an Piper, Chief Executive, Fareham and Gosport PCT 
as it is the PCT responsible for the provision of primary care in the area that Or Barton 
practices. 

r-·-·-·-·-·-·Xg~r-~.-s~·-·-·· 

I Code A I 
t·-·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Manda Copage 
General Manager 

Cc: lan Piper, Chief Executive, Fareham and Gosport PCT 

- 1 -



GMC1 00829-0392 

HAMPSHIRE Constabulary 

Paul R. Kernaghan QP~I LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 
Your Ref. 

Chief Supt/JJ/DM · 

Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
W1W 5JE 

Dear Mr Hudspith 

Police Headquarters 
West Hill 
RomseyRoad 
WINCHESTER 
Hampshire 
S022 SDB 

Tel . 0845 045 45 45 
Direct Dial 
F 01 't e 1- ~ 1-1 Z--ttlf ax. 

29th July 2002 

Re: Dr Jane Ann BARTON r·-C.ode-·A-·-~ 
·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Thank you for your letter of the 11th July concerning the above named which I have seen on 
my return from holiday. 

I note the private nature of the current proceedings and await an update in due course. Would 
you please note that I have moved to a new position and can be contacted in future at the 
address on this letterhead. · 

Yours sincerely 

Code A 
1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

J JAMES 
Chief Superintendent 

Website- www.hampshire.police.uk 



• 

D~rect unfc·-·-·-0·-·-·-d·-·-e·-·-·-·A-·-·-·-·] 
D1rect Fax: : 

L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

GMC1 00829-0393 

Isle of Wight, Portsmouth and f4!/lfj 
South East Hampshire 

Health Authority 

Finchdean House 
Milton Road 

Portsmouth P03 6DP 

Tel: 023 9283 8340 
Fax: 023 9273 3292 

Our Ref: PO/JD/031502jb.doc 

15 March 2002 

Private & Confidential 
Q[_J_~.o~.J?9J.t9_Q. __ _ 
i i 
i i 

j Code Ai 
i i 

L.-·-·-·-·-·-·-·-·-(-·-·-·yv~ 
Dear _.PrBartQn 

I wrote to you on 13 February 2002 setting out our agreement on restrictions to your medical 
practice. At that time it was not possible to put a timescale on these restrictions, but we agreed to 
review the situation monthly. 

I understand that you are due to appear before the GMC in the very near future. Therefore I 
propose that we continue with the current restrictions until we have the result of the GMC's 
deliberations. 

Thank you for your continued co-operation. 

r·-·-·-·-·-Y.ours_.sioc...e~ely 

e!codeAi 
i i 
i i 
i i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Or Peter Old 
Acting Chief f-:x.e.c_u.tbl.e ___________________________________________ ~ 
Email Address: i Code A i 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

cc: Michael Hudspith, GMC 
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GMC1 00829-0394 

Portsmouth HealthCare ri'/:kj 

Detective Superintendent John J ames 
Major Incident Room 
Hampshire Constabulary 
Kingston Crescent 
Portsmouth 

Dear Superintendent J ames. 

NHS Trust 

Department of Medicine for Elderly People 
Queen Alexandra Hospital 

Cos ham 
Portsmouth 

Hants 
P06 3LY 

Tel 023 9228 6000 
Fax 023 9220 0381 

08 March 2002 

RIR/cmp 

Further to you letter of 5th February 2002, to Mr Millett regarding Police enquiries at Gosport 
War Memorial Hospital and our subsequent discussion, we are considering within the Trust 
what further appropriate action we need to take as the employer of the staff named in the three 
reports commissioned by the Police. 

In the course of this we have identified several· inaccuracies in the text of one of the reports 
(that from Professor Ford). I am quite sure that these are to do with a misreading of the draft 
when finally-being typed up, but given that the GMC and UKCC, along with ourselves, are 
considering individual staff on the basis of these reports, I felt that I should write highlighting 
the points so that they can be corrected: 

Page 17, paragraph 3.13, fourth sentence 

This reads "poor assessment by Dr. Lord" 

However in view of the subsequent sentence (which reads that "the assessment by Dr 
Lord was thorough and competent") and of the context of the patient's medical notes 
(where there is a comprehensive note by Dr Lord but only four lines by Dr Barton), we 
assume that this should read "poor assessment by Dr Barton". 

•!• Page 21, paragraph 4.1, line seven 

This reads " ... she is not refusing fluids ... " 

The G.P. letter referred to states " ... she is now refusing fluids". 

•!• Page 26, paragraph 5.5 

\\Qah·svr-farm\Elderly\Management\iV1edica1· Director\Dr Reid\Leuers\2002\Detective Superintendent John James.doc 

www.portsmouth-healthcare.org 
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vUIIjiUt:ldlll)fl oy tne Kcgistrar: 

to determine whether enq~iry is a complaint 

Complated by tha Offica 

GMC1 00829-0396 

COUNCIL 
,.._ .. ,.,.,.~,....,..,..,, 
~..}·~·~,,~ 

FPO enquirt reference I I I I I I I I I r I 0Jiel I I I I I I 
,0 0 M M 

Or's nJme T ................................................ .. 
.I • 

1. 1 Is the enquiry about a dcctor? 

Yes 0-t or.z 
No 0-t 0T.9J 

1.2 Has the doctor been charged or convicted? 

y C!S 0 -1 or.J 

No 0 -1 OT . .J 

1. J Is the offence a minor motoring offence not involving drugs or alcohol? 

Yes- 0 -t or.9J 

No 0 -) Seer/on J 

1.4 Is the enquiry only about the following? 

If. multiple option:; Jpply, only lie!< the box for the main option 

a. Concerning lees Olarg!;d for private treatmenUservice 0 
b. Delay of less than six months in providing a single medicJI report 0 
c. The doctor's profession is incidental to the matter, e.-g. a dispute 

between neighbours. one of whom happens to be a doctor 0 
d. Objections to the contents of medical reports or records v1here there 

is no suggestion that the doctor acted unreasonably 0 
e. 

f. 

Irrational/ incoherent enquir; 

Patently frivolous/trivial non-clinical matters. e.g. doctor a lew 

0 

minutes late for a routine appointment : -~;..,-- 0 
Doctor failed to take up a post following a verbal agreement to do so. g. 
but gave two weeks' notice or more 0 

h. A complaint from a third party where it is clear that the principal party 
does not want to pursue the matter, and no other reason for proceeding 0 

i. A doctor's immigration status 

J. The level or quality of service provided by a healthcare organisation 
v;here there is no suggestion that the doctor is directly responsible 

k. Removal from a GP list where there is no suggestion that the doctor's 
decision was unfair or contravened GMC guidelines 

I. Practice or Departmental disputes wh~re there is ~o suggestion that 
patients are being put at risk 

m. Failures in local complaints handling procedures 

n. Corresponde0ce is a copy letter which does not specifically request 
GMC action 

Scr~~nin~ d•!d-;ion form Rel'!a-;e S, Ver~ion 2- 20 Augu-;t 2001 

0 

0 

0 

0 

0 

If any rick:; 

hl!ra r;o ro 

or.9a 

Section 1 



GMC 100829-0397 

. . ··. ·-·- ... ~, c: •:. 110 rea scn to suspec: that the 
dcc:or is an immediate threat to patients 

0 J o.u~ 

No. none of these O_,o.r.S 

1.5 Is the enquiry lrom a person acting in a public capacity (or on their behal0? . . 
Yes ' 0 -1 s~ction 2 

No 0-t 
J. 

01.6 

1.6 Is the enquiry about any ol the following? 
If mulciple options apply tick che box far the main option 

a. a doctor working in the NHS ·o 
b. access to health records 

·0 c. [In England, Wales or Northern lrei<JndJ compulsor1 admission under the If Jny licks 

Mental Health Act and/or treatment received thereafter 
0 

here go 10 

d. [In Scotland] care or treatment given to those suffering from a mental 01.7 
disorcer o. 

e. none a( these 0_, Ot.S 

• 1.7 Is there any re.Json to believe that the.enquirer has alfeady referred this 
m<Jtter to the appropriate complaints' handling body and exhausted that 
body's procedures belare writing to the GMC? 

-, Yes 0 -> 01.8 

No 0-? 01.9 

1.8 (NOTE. before the caseworker proceeds to seek consent etc. from the 
enquirer. where necessary. under ttw following section. he or she should 
consider whether this case should be referred to screerJCrs under 1/Je initial 
::.crccning procedures for treatment-related cases using SOF section Bf 

Is the enquirer willing to: 

a. Identify the doctor(s)? Yes 0-? 0/.Bb 

No 0-? OI.'JJ 

e b. Allo''! the GMC to disclose this to the doctor(s)? Yes 0-? Ot.Bc 

No 0-? 01.9J 

c. Make a sworn statement? 
Yes 0-1 Section 2 

No 0-1 01.9J 

If any answers are unknown, request further information from the enquirer 
before completing this section and progressing to Section 2. This can 
include requesting information for medical screening. 

1.9a Is there any other 'reason ~thy the enquiry should be seen by the 
Medical Screener? 

Yes 0 -1. 01.9b 

No 0-? 01.10 

Scr~enin:J dcci~ion form P.~i'!J~e 5, V<:t~ion 2-20 Augu~l2001 Section 1 
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r 
I 

0 I~ 0 0 0 0 
t 

0 0 0 0 0 0 
l 

0 0 0 
t 

0 0 0 0 
t t 

0 0 0 1 0 0 
I 

0 t 0 
I 0 0 t I 0' 0 I I I I 0 0 o I 0 t t t t 0 t t 0 to 0 I I 0 I o I It too It 1 o• 1 t 1 I o o 1 o 1 o o o t 10 o 00 o t 0 tot 0 o t 11 I 110 0 I o I 

I lit tt 0 0 00 tl IIO I 0 t II II tIt I 
001 

I Olt 0 t I I I I 0 °1 I 010 O'tiOIO I I I 010411 tO tit oto 11 I I IO Ill 1 tl 10 011 t t~ ltlttii.Ottllt tl I 10 till t I I to tt 

J 

·············································································!······································· 

1.10 Declaration and certificate to close enquiry ,J, 

Completed by Caseworker 

I certify that I have processed this case in accordance with the instructions approved by 
the Screeners and that the information on this form matches that on the FPD system. 

Signature ............................... ~............ Date ........................................ .. 

. Name ........................................................................................................ 

Completed by Casework MJnJger 

I have examined this case. I certify that in my opinion there are no grounds to seek information 
about the doctor's ~tness to practise from a source other than the complainant. I am satis~ed 
that this case may be closed. 

Signature . ... . .... ................ .......... ......... Date ......................................... . 

Name ........................................................................................................ 

Screening dcci:;ion form Rei'! a se 5, V~mion 2-20 Augu:;t 2001 Section 1 

. -·~· 
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WITH COMPLIMENTS 

GMC1 00829-0400 

CHIXX 
COMMISSION FOR HEALTH IMPROVEMENT 

Finsbury Tower 

103-105 Bunhill Row 

London EC1Y 8TG 

Telephone: 020 7448 9200 

Fax: 020 7448 9222 

Text phone: 020 7448 9292 

www.chi.nhs.uk 

Report order line: 0870 6oo 5522 



/ 04-07-2002 09:01 FROM:MEDIR SERVICES HRMPS 01962 871506 

TO: (At1. 

Fax: ~ ~~ 7 q 15' 3&; PS 

Tel: 

Re: ~-~(jr +- LUlr r\tte.M.WrloJ 

GMC1 00829-0401 

T0:902079153685 

FROM: Sus~ ~ot.....~-,r-J6-

o ire et T e I : r·-·-·-·-·-·-·-·-·-·-·code·-·A-·-·-·-·-·-·-·- -·-·j 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·j 

Date: 04 o -, C.:L 

Pages: 2. 

e 0 URGENT 0 FOR REVIEW 0 PLEASE COMMENT 0 PLEASE REPLY 

Hampshire Constabulary Media Services 

Police Headquarters, Romsey Road, 
Winchester 5022 SOB 

T: 01962 871619 F: 01962 87\194 
mediaservices@hampshire.police.uk 

04 JUL 2002 10=28 

www.hampshire.polic~.L.Jk 

01962 871506 PAGE.01 



04-07-2002 09:01 FROM:MEDI~ SERVICES H~MPS 01952 871506 T0:902079153685 

GOSPORT WAR MEMORIAL HOSPITAL
POLICE WELCOME REPORT 

Hampshire Constabulary welcomes the Commission for Health Improvement's 
report, which has concentrated on the policies and procedures at Gosport War 
Memorial Hospital. 

The police investigation was carried out to identify and focus on any potential 
criminal activity. The Crown Prosecution Service has consistently advised that 
there are no grounds for prosecution. 

The Commission's report hopCfully reassures concerned relatives that this 
matter has been examined, and key recommendations made. 

The constabulary continues to actively review this complex investigation in the 
context of complaints against police made by relatives, and will act accordingly 
on any findings from that process. 

This case concentrates on issues of major significance, and has potential 
ramifications for many agencies. 

It must be seen against the backdrop of care for the elderly being provided with 
transparency and accountability to best health practice and the law. 

RH030702 

Hampshire Constabulary Media Services 
Police Headquarters, Romsey Road, 
Winchester S022 SOB 

T: 01962 871619 F: 01962 871194 
mediasarvices@ hampshlra.police.uk 

04 JUL 2002 10:28 

www.hampshire. police. uk 

01962 871506 

GMC100829-0402 
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Our Reference: HM/FPD/2002/1608 

12 July 2002 

Commission for Health Improvement 
Finsbury Tower 
103-105 Bunhill Row 
London 
EC1Y 8TG 

Dear Sir/Madam 

Gosport War Memorial Hospital 

GMC1 00829-0403 

GENERAL 
]\\EDICAL 
COUNCIL 
Protecting patients. 

guiJing Joctors 

.. • 

Thank you for your letter, the contents have been noted. Your enquiry is being 
considered and we shall write again as soon as possible. 

Your case has been allocated the following reference number !~~~~~~~9.:~~-~)\~~~~J lt would 
be very helpful if you could quote this reference number whenever you write or 
speak to us. · 

1 
_______ .You.nLs.iocem.lv _____ i 

I Code AI 
L_c-·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
-~tephen Kelly 

Fitness to Practise 

r:~:~:~:~:~:~:~:~~~~:~~:~:~:~:~:J 

178 Great Portland Street London\\'!\\' 5JE Telephone o2o 75So 76+2 Fax o2o 7915 36+1 

email gmc@gmc-uk.org "·"·"·-gmc-uk.org 



Your reference: 

Our reference: 2002/1608 

21 August 2002 

First Class Post 

Dr RI Reid 
Medical Director 

1-' .... 

Queen Alexandra Hospital 
Southwick Hill Road 
Cosh am 
Portsmouth P06 3L Y 

Dear Dr Reid 

Portsmouth Healthcare NHS Trust (CHI Report) 

GMC100829-0404 

GENERAL 
M_EDICAL 
COUNCIL 
Prorccring paricnrs. 
guiJing docrors 

I write further to our previous correspondence and telephone conversations 
concerning the Gosport War Memorial Hospital. 

This letter concerns the recently published report by the Commission for Health 
Improvement (CHI) into the Gosport War Memorial Hospital. I appreciate that 
Portsmo.uth Healthcare NHS Trust, as was, no longer exists and has been replaced 
by a number of smaller Trusts. I apologise therefore if my letter is incorrectly directed _ 
to you and should be grateful if you would forward it to the appropriate person/office. 

We have now reviewed the CHI report and noted it's findings and recommendations. 
At paragraph 2.8 of the report it is mentioned that the Trust received 10 complaints e concerning patients treated on Daedalus, Dryad and Sultan Wards at Gosport War 
Memorial Hospital since 1998. 

You are aware that in the wake of the investigation by Hampshire Constabulary the 
GMC was contacted directly by a number of relatives of patients who died at 
Gosport. These are listed below: 

Complainant Deceased relative 

Mr C R S Farthing Arthur Cunningham 

Mrs G McKenzie Gladys Richards 

Mr I Wilson Robert Wilson 

Mr B Page Eva Page 

Mrs M Jackson Alice Wilkie 

Mr M Bulbeck Dulcie Middleton 

17~ Crc.1l f'onl.111d Street London \\'1\\" >]E Telephone o;o 7\~o 7"+' Fax"'" ]'ll) .l"+' 



Mrs A Reeves 

Mrs R Carby 

Mr M Wilson 

Eisie Devine 

Stanley Carby 

Edna Purnell 

GMC100829-0405 

I should imagine that our list relates fairly closely to the 10 complaints received by 
the Trust. However, I should be grateful if you would provide me with brief details of 
any further complaints received by the Trust not listed above. 

Thank you in ·advance for your assistance. 

Yours sincerely 

~--c-o-cie--A--1-
! _____ "7 _______________________________________________________________ ] 

Michael Hudspith e Fitness to Practise Directorate 

~--c-oae--A--1-
i i 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Protcctin9 patients, 

auidins doctors . 2 
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• 

Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

Dear Mr Hudspith 

Thank you for your letter of 21st August 2002. 

GMC1 00829-0406 

East Hampshire rr/;fj 
Primary Care Trust 

Department of Medicine for Elderly People 
Queen.Aiexandra Hospital 

Cosh am 
Portsmouth 

Hants 
P06 3LY 

Tel: 023 9228 6000 
Fax: __ Q2.3._92.2.Q __ Q3.8.J. 

Direct Line:! Code A i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Ref: RIR/cmp 

29 August 2002 

I enclose a list of the names associated with the ten complaints which were referred to in the 
CHI report. 

A very brief resume of the issues raised in respect of the complaints about which you have 
no knowledge is included. If you would like further detail of these I would suggest that you 
contact Fiona Cameron, Operational Director, Fareham & Gosport Primar.J Care Trust, Unit 
180 Fareham Reach, 166 Fareham Road, Gosport, Hants. P013 OFH, telf ·-·C-ode--A-·l 

i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

In respect of Mrs Batson's complaint, Fiona Cameron recently spoke to Mrs Batson on the 
telephone and she indicated that she was happy with the way her complaint had been 
resolved. 

Fiona Cameron also reports that the Windsor family seemed happy after receiving an 
apology from Or Knapman, the G.P. involved. 

With the exception of the Dungworth re Madgewick complaint, Fiona Cameron states that all 
complaints, to the best of her knowledge, have now been resolved. 

In respect of the complaints to the GMC, the Trust has never received any complaint from Mr 
I Wilson, Mr B Page, Mrs M Jackson, Mrs R Carby. The Trust has only very recently 
received a complaint from Mrs Bulbeck (but this was not one of the ten referred to in the CHI 
report). 

I shall be on holiday from 2nd - 22nd September. Could I suggest if you have any queries in 
the meantime or any information about Or Barton, that you contact lan Piper the Chief 
Executive of Fareham & Gosport Primary Care Trust at the above address (or alternatively 
Fiona Cameron, the Operational Director). 

\\Qah-svr-farm\Eiderly\Management\Medical Director\Dr Reid\Letters\2002\Mr M Hudspith- GMC re CHI Report. doe 



GMC1 00829-0407 

House, Hulbert Road, Waterlooville, Hants, PO? ?GP, tel: L~~~~~~~~~~~~~~~~~E~~~~~~J East Hampshire 
Primary Care Trust is now Or Lord's employer and I am effectively the Medical Director (for 
secondary care services) for East Hampshire PCT and Fareham & Gosport PCT. 

Yours sincerely 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
i i 

I Code A I 
i i 
i i 
i·-·~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Or lan Reid 
Medical Director 

cc: lan Piper 

Enc 

Fiona Cameron 
Tony Horne · 

1\Qah-svr-farm\Eiderly\Management\Medical Director\Dr Reid\Letters\2002\Mr M Hudspith- GMC re CHI Report. doe 
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----------------

Farthing re Cunningham Oct. '98 Dryad On GMC list. 

Wi!son re Purnell Nov. '98 Dryad On GMC list. 

Lack/McKenzie re Richards Aug. '98 Daedalus On GMC list. 

Reeves re Devine Jan. '00 Drvad On GMC list. 

Riply re Ripley Jul. '00 Sultan Communication with 
- relatives/management of pain. 

Batson re Gilbertson Jun. '00 Dryad Management of pressure 
areas/pain relief/use of 
morphine/lack of info. and 
involvement in care/nutrition and 
fluid intake. 

Paddon-Hall re Hall May '01 Sultan Nurses dress code and attitudes 
of staff. 

Slaymaker re Saffin Dec. '99 Daedalus Management of Ieo ulcers. 

Windsor re Windsor Aug. '00 Sultan Delay in transfer/management of 
food and fluids and 
communication with family. 
Family met with Or Knapman and 
Fiona Cameron. 

Dungworth re Madgewick Dec.'01 Dolphin Management of venflon site. IRP 
Day request turned down, for external 
Hospital review of medical notes by Or 

Graham Dewhurst. Family have 
already met Or Mike Bacon and 
Fiona Cameron. 

1\Qah-svr-farm\Eiderly\Management\Medical Oirector\Dr Reid\Letters\2002\Mr M Hudspith- GMC re CHI Report. doe 



Your reference: RIR/cmp 

Our reference: 2002/1608 

3 September 2002 

Fiona Cameron (Operational Director) 
Fareham and Gosport Primary Care Trust 
Unit 180 Fareham Reach 
166 Fareham Road 
Gosport 
P013 OFH 

Dear Ms Cameron 

Gosport War Memorial Hospital 

GMC1 00829-0409 

I am to you at the suggestion of Or lan Reid who I understand is currently on annual 
leave. I enclose copies of my letter of 21 August 2002 to Or Reid and his 
subsequent response of 29 August 2002 for your information. The contents should 
be self explanatory. 

Of the 1 0 complaints listed in Or Reid's resume only the complaint of Mrs Batson 
would appear to raise issues which may warrant further consideration by the GMC. 
In order to assist us in deciding whether or not this is the case, I should be grateful if 
your would provide me with full details of this particular complaint, including the 
names of those doctors complained about. 

Thank you in advance for your assistance. 

Yours sincerely 

Michael Hudspith 
Fitness to Practise Directorate r--cotie--A--1 

!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·_i 



Your ref: RIR/cmp 

3 September 2002 

Or lan Reid 
Department of Medicine for Elderly People 
Queen Alexandra Hospital 
Cosham 
Portsmouth 
Hants 
P06 3LY 

Dear Or Reid 

GMC1 00829-0410 

GENERAL 
M._EDICAL 
COUNCIL 
Procccring pmicncs, 

glli,/ing doccor.> 

Thank you for your letter dated 29 August 2002, the content of which is receiving 
attention and we shall write again in due course. 

Yours sincerely . 
(-------------------------------------------------------------·-·l 

I Code AI 
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L-·-:n:.:·:::·~-~-~:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
··~asWood 
Fitness to Practise Directorate 
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Fareham and Gosport rr/:fj 
Primary Care Trust 

Mr Michael Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

FC/MT 

30 September 2002 

Dear Mr Hudspith 

Re: Gosport War Memorial Hospital 

Unit 180, Fareham Reach 
166 Fareham Road 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

Thank you for your letter of 3 September. In response I am enclosing Mrs Batson's 
original complaint and Portsmouth HealthCare Trust's final response to the complaint. Or 
I an Reid was the consultant in charge of this case and Dr Jane Barton the clinical assistant 
working with him. 

I hope this information is helpful. However, if there is anything further you require, please 
do not hesitate to contact me. 

Yours sincerely 

Code A 
F ion a Came ro n ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
Operational Director 

Enc. 
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Dear Mr Millett, 

GMC100829-0412 

40 Fareham Park Road. 
Fareham. 
P015 6LE. 

2 June 2000 

Would you please take this document as a formal complaint about the 
treatment that was metered out to my mother Mrs Velma Gilbertson whilst she was a patient 
at the Gosport War Memorial Hospital last November/December? My complaint is directed 
towards Dryad Ward and no other. The week she spent in Mulberry Ward was splendid, the 
care here was second to none and I am most giateful for theii; excellent efforts on Mum's 
behalf Every day Mum was· washed, dressed and taken into the main ward where she 
enjoyed the inter-activity and banter enjoyed by most members of a ward when that patient is 
so obviously on the, road to recovery after a very long journey. She had two, much longed for 
baths and had her hair washed and set. The contrast therefore was so inuch greater when she 
was transferred to the floor below. :; \,_ 

--~ill. 

For ease and clarity I have taken the liberty of merely listing the problems, which we as a 
family encountered, my brother Michael is also in agreement to the sending of this letter: -

1. In opposition to advice given by every other medical person we had encountered, 
(Mum having been in Queen Alexander Hospital since the beginning of September), it was 
decided by Dryad Ward to confine Mum to bed the reason stated was that this was the best 
way to begin the healing process of the pressure sores that she had developed. In fairness a 
proper mattress was provided but that was all. Why does this ward offer different pressure 
sore advice to every other, outside~ (including the District Nurses) medical practitioner who 
without exception says confining the patient to bed is the last thing a pressure sore needs to 
heal it? 

2. Pain Relief Mother was indeed in a great deal of pain and discomfort with both her 
back and her legs; she has suffered from Osteo-Arthritis for many years. At the first of many 
meetings with the medical team, it was mentioned that Oral Morphine might be the best form 
of pain control. In truth my initial horror at the suggestion of the administration of any form 
of this strong medication was only assuaged by Dr Barton who advised me that Morphine 
was not only an excellent pain reliever but; enhanced healing, stimulated the appetite and was 
a most efficient mood enhancer. Whilst subsequent medical folk have agreed with the pain 
killing effect, they have without exception shown great surprise at any mention of this drug 
being either a healer or an appetite stimulant. Having regard to the suggestion of their being 
any mood enhancing, they have suggested the opposite in that it is a drug that will by its very 
nature, make the patient. very drowsy. Wo~ld you please try to explain this difference in 
advice? 

3. As stated in 1 above, Mum's pain was great and folloW-ing another meeting this time 
with Dr Rei cl, my brother and the ever present, note taking, Sister Hamlin, it was decided to 
proceed with the prescribing of Oral~Morphine. The anti-inflammatory drugs M.um had been 
having were withdrawn. Day after day, night after night fol.md Mum sitting bolt upright in 
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remember being reduced to tears at that stage as I had arranged Mum's tr 
improve her health not to watch her die: 

I believe that Dryad Ward practices a regime that is totally out.o ate and needs serious· 
modernisation. To exclude a family that has so obviously pu ts of time and effort into the 
well being of their beloved parent seems somewhat arrog to say the least. The frustration 
that we all felt during this most stressful time cannot b n to be explained and it is with little 
surprise that tempers were frayed on more than one ~asion. To be told repeatedly that, 
(even about the simplest oftasks)"We don't dot · gs like that on this ward", can only lead to 
conflict and that was what we experienced ev day of Mum's hospitalisation. 

I have been in contact with C.A.B and A Concern who have both urged me to vmte this 
letter to you. I have written this withi e timescale hiid down and I write in the hope that 
drawing attention to our problems · n at this late stage may help other families who feel that 
the system has let them down. ve not as has been suggested to me sent a copy of this to 

·the local MP. I would wish t ear from your office in the first instance. 

1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l 

I Code AI 
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L·-·-·-·-·:·-·-·-~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~-·-·i 

Daphne Batson. 
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bed, to say that she looked very uncomfortable would be an under statement to top all others. 
Obviously the staff was reluctant to move Mum, because of her suffering. Why th~m did it 
take a week and a day for the Morphine to arrive onto the ward and the administration begin? 

4. My brother and I have always been encouraged by all other Hospital Wards to offer as 
much mental help by way of visits and support, and practical help, by way of assisting with 
dressings, eating and washing. Imagine then our total ~hock when we encountered the regime 
practiced by Dryad Ward. As next of kin we did not expect to be asked to leave the room 
every time a dressing was changed or Mum was washed. Arguably the Ward may say tl).at it 
was not a mans place to be there at these times but my brother and I have personally and 
intimately cared for Mum over a long period of time and especially since the loss of Dad over 
three years ago. The Ward was aware of this. My brother and I were removed from the room 
at all times and the last straw was when, following the most stressful and acrimonious period, 
Dr Reid came to Mum's room on the evening we were scheduled for yet another meeting to 
discuss our feelings of frustration and helplessness regarding Mum's treatment, my brother 
and I were asked to leave the room and the door was actually closed with us ·left outside 
feeling humiliated and staggered at the total lack common courtesy shown by this :seruor 
practitioner. He was accompanied as always by another member of staff, Sister Hamblin on 
this occasion , because never in the weeks Mum was in this ward did staff ever attend alone, 
always in twos, which gave the impression, rightly or wrongly that there was a need for a 
chaperone or another member of staff as witness at all times. I can only speak for myself on 
this occasion when I say that I have never before encountered such total insensitivity towards 
and disregard for, feelings and consider this action to be the height of rudeness and bad · 
manners and especially so, coming from professional people such as these. One woUld never 
have thought we were MUiil's next ofkin. 
Why were we so totally excluded from any input regarding our Mother's well being it was as 
though our love and regard for Mum was not even part of the equation? Surely this Dickens
ion approach to hospitalisation is sho~king in the light of tod.ays political correctness. 

5. I was sitting with Mum one evening when I asked one of the senior nurses who was at 
that time attending to the drugs trolley, what medication mum was on and yet again on this · 
ward I felt thoroughly rejected when I was given the answer that this information could not 
be given, as it would contravene the patient's charter.' The drugs record file was quite 
literally slammed shut. I asked what Mum's blood sugars were, same answer, I asked what 
levels of insulin Mum was on and yet again this information was not forthcoming. I had 
taken in for Mum some Kamillosan (a herbal lip salve) for her dry lips and some Bonjella to 
help the discomfiture of a gum ulcer. When I looked for these two items in Mum's drawer, 
they had been taken away; I was told by the same senior nurse that all medication was to be 
kept in the drugs cupboard. The items were returned on request and I was told that they were 
not to be used and that I should take them home. 
Why this totally unsympathetic and dictatorial approach? We were encouraged by all other 
local Hospitals as I have said before, to hav~ total input and interest in our Mother's 
treatment and improvement. Again why the total reverse system at Gosport? 

6. Having regard now to Mum's food· and liquid intake. Mum is a diabetic and has been 
at great efforts over these past few years to ensure.that blood sugar levels were kept to within· 
an acceptable level this you will agree is done by monitoring the food intake level. We are 
therefore quite familiar with what is and is not correct. There Were no food or drink charts 
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kept despite our advising the ward that Mother's appetite was poor. In an effort·to tempt 
Mum to eat more I took in diabetic milk puddings, low sugar drinks, various fruits and was 
told that under no circumstances was I to take in any "titbits", their word not mine. I asked 
that a Dietician could be called to advise us, told her all the things that I had been bringing in 
and asked why was it now the wrong thing to give diabetics to eat. Of course she was totally 
shocked at the suggestion the these foods were not.appropriate and gave me another copy of 
the booklet to leave on the ward, a copy of which we have at home and have always worked 
too. Dr Ravenjanni had obviously I suggest assumed that it was these.foods that had caused 
the blood sugars to rise, if that was the case, for that must have been the reason to stop home 
prepared food. I brought in other savoury diabetic foods because the hospital food did not 
look appetising, though I realise that mass catering is difficult. Because as previously stated 
as a family we were not made aware of Mum's progress I can draw the conclusion that, as 
Mum was catheterised a U.T.I may have caused the blood sugar levels to rise. We were 
never given a reason for the food from home restriction!· 

7. Whilst I am touching on the subject of the catheter, I will mention the two occasions 
when I noticed the very dark colour of the urine therein. I twice drew this to the attention of 
the nurse and the comment was made that, here I quote that nurse "Well she's not drinking 
very much" my response was to ask why the staff were not actively encouraging Mum to 
drink more. A shrug of the shoulders was the reply I received. 
Why was the liquid intake not monitored to avoid possible kidney problems? Q.A had 
monitored both food and drink throughput continually. 

To conclude this very lengthy and I most truly hope, not too rambling letter of complaint 
I must add that the few weeks that Mum was in Dryad Ward saw her total decline. Having 
watched Queen Alexander pull out all the stops to provide everything that Mum could need 
be it daily physiotherapy, lots of chat and encouragement from all the staff (even though this 
was a very busy surgical ward, there was always a moment for Mum) they re- kindled the 
spark of hope in Mum, we had to watch, through the total lack of both mental a physical 
stimulation, the extinguishing once again, of that spark. Apart from being washed and 
nightdress changed at least three times a day; (I know this is a fact because I took them home 
to wash each day) and the administration ofthe medication, the social input and effort on 
Mum's behalf seemed minimal. When my brother first met Dr Reid at the beginning of this 
awful period in all our lives, Dr Reid expressed grave doubts as to his ability to re-habilitate 
Mum and with that idea in mind I honestly believe that no effort was made to even try. 

On the 21 51 December last year and with the help of Dr Rei d., I had Mum brought 
home to live with us. She remains a poorly lady and indeed progress has been slow but with 
the help ofFareham District Nurses who attend every other day, a wonderful, supportive and 
understanding G.P and the total family support she has always enjoyed we look forward to 
even better days to come. 

I believe that both Dr Barton and Dr Reid assumed that Murri had cancer and with 
only scant evidence from one out of three biopsy tests assumed that Mum was terminally ill. 
They to my knowledge made no attempt at further diagnostic tests and at the initial meeting 
with me and in the presence of the note taking Sister Hamlin, Dr Barton suggested that, in her 
words, ".We had had Mum for a furtJ;!er five or six years following a mastectomy what more 
did we want". To say that I was shocked would be another under statement; I seem to 
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remember being reduced to tears at that stage as I had arranged Mum's transfer to Gosport to 
improve her health not to watch her die. · 

I believe that Dryad Ward practices a regime that is totally out of date and needs serious· 
modernisation. To exclude a family that has so obviously put lots of time and effort into the 
well being of their beloved parent seems somewhat arrogant to say the least. The frustration 
that we all felt during this most stressful time cannot begin to be explained a:nd it is with little 
surprise that tempers were frayed on more than one oc~asion. To be told repeatedly that, 
(even about the simplest oftasks)"We don't do things like that on this ward", can only lead to 
conflict and that was what we experienced every day of Mum's hospitalisation. 

I have been in contact with C.AB and Age Concern who have both urged me to write this 
letter to you. I have written this within the timescale laid down and I write in the hope that 
drawing attention to our problems even at this late stage may help other families who feel that 
the system has let them down. I have not as has been suggested to me sent a copy of this to 
the local MP. I would wish to hear from your office in the first instance. 

e I am, yours most sincerely,~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

. ICodeAI 
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Daphne BatsoiL 
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08 June 2000 

5478 

. e Dear Mrs. Batson, 

Thank you for writing to me. I was sorry to hear of your concerns ·about the care provided for 
your mother, Mrs. Velma Gilbertson, on Dryad Ward. It is very helpful that your concerns are 
listed so clearly. 

We will be conducting an investigation and I will write to you in more detail on its 
completion. We would u8ually aim to respond in full to complaints within four weeks, but 
some investigations take longer. I am aware that a number of key members of staff are on 
holiday over the next fe~ weeks so it is likely to take more than a month in this case. Our · 
investigating officer, Mrs. Sue Frogley, will contact you soon and we will keep you informed 

·.of progress. 

The enclosed leaflet explains how the NHS complaints procedure works, including future 
options open to you. 

e yours sincerely, 

Max Millett 
Chief Executive 



e. 
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Mrs. D. Batson, MM/LHIYJM 

~--c-oae--A--1 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 22 August 2000 

4378 

Dear Mrs. Batson, 

Further to my earlier letters I am now able to respond in detail to your complaint about the care 
provided for your mother, Mrs. Velma Gilbertson, on Dryad ward. We are sorry that it has taken so 
long to conclude our investigation - thank you for your patience. As you know, our investigating 
officer, Mrs. Sue Frogley, spoke with those concerned with your complaint, and reviewed medical and 
nursing records. Following this Mrs. Lesley Humphrey (Quality Manager) and Mrs. Fiona Cameron 
(General Manager for Gosport and Fareham) reviewed the investigation report, drawing conclusions 
and making recommendations. 

Our investigation highlights the differing expectations of you and your family from the clinical staff. 
It also very powerfully highlights a breakdown in the relationship and trust between yourselves and 
the clinical team. I am very sorry for the distress caused by this and I will return later to this issue. 

First, I would like to respond to your specific questions in the order that they were posed. 

1. 

2. 

Why did Dryad ward offer different pressure sore advice to other areas? 

Mrs. Gilbertson had developed two extensive sacral sores prior to her admission to Dryad ward. 
A pressure sore assessment completed on the day of admission registered that she was at high 
risk. A score of20 or over is considered very high risk and Mrs. Gilbertson scored 27. The best 
treatment for, and indeed prevention of, pressure sores is to relieve the pressure. We cannot 
comment on what you have been told by others, however bed rest with a pressure relieving 
mattress was the appropriate care at this stage - as confirmed by our wound care guidelines (a 
copy oftwo ofthe guide appendices is enclosed). 

Dr. Barton' s advice that morphine enhances healing, stimulates the appetite and is an efficient 
mood enhancer 

We have checked with our pharmacy advisory service; morphine can cause a state of euphoria 
and thus enhance a person's mood. There is, however, no identified link between morphine and 
wound healing or stimulation of appetite. We are sorry that you were given the impression that 
morphine had these properties. 
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/continued- page 2 

It would be fair to say that relieving someone's pain and enhancing their mood might improve 
their general feeling of well-being; with a positive effect on their appetite and healing, etc. 
Conversely, however, morphine can cause nausea and vomiting in some people, and indeed 
drowsiness. I am sorry that you were left with a false impression of the potential effects of 
morphine and for the distress this has subsequently caused you. 

3. Why did it take a week and a day for t}le morphine to arrive and administration begin? 

It is very clear that pain was a major problem for your mother, and that managing her pain 
proved to be very difficult, for a number of reasons. As you state in your letter, you were 
originally horrified at the thought of morphine being used, as was your brother, 
Mr. Gilbertson. The staff were acut~ly aware ofthi~ and did not want to cause you any upset. 

On, 8th December, 1999 Dr . .R-eid. saw your mother. He suggested to her thal herp~~n killillg 
medication (ami.lgesics) could be changed (i.e. that morphine could be used) but she was 
reluctant for this to happen and requested that she stayed on her current medication. 

That same day Dr. Reid saw your brother, Mr. Gilbertson. They agreed that it was essential to 
get your mother's pain under control if she were to get back on her feet. They also agreed that if 
other analgesics proved to be inadequate we would try to persuade your mother to have 
morphine. 

Your mother's regular pain killing medication at this time consisted of: Tramadol (which is in 
the same group of medications- opiates- as morphine, but has fewer of the opiate side effects); 
paracetamol; and ibuprofen (a non-steroidal anti-inflammatory medication). The ibuprofen was 
stopped on 1Oth December because of concern that it might be affecting the functioning of your 
mother's kidneys. When the ibuprofen was stopped a TENS (Trans Electric Nerve Stimulation) 
machine was introduced, initially with good effect. This machine works by interrupting the pain 
signals to the brain. 

Despite all these efforts however Mrs. Gilbertson remained in pain, particularly on moving. 
Oral morphine was commenced on 14th December, 1999, six days after Dr. Reid's conversation 
with Mr. Gilbertson. 

From our investigation it seems there was no delay in the morphine arriving or being given; in 
fact, morphine is routinely kept on the ward. The staff were of the impression that they were 
following the wishes of Mrs. Gilbertson, and your brother and yourself, by continuing with other 
analgesics before resorting to morphine. 

I understand that morphine made little significant difference to Mrs. Gilbertson' s pain. By the 
16th December, 1999 Mrs. Gilbertson's condition had begun to deteriorate and it was recognised 
that the morphine might be contributing to this. At your request, the administration of morphine 
was stopped, and only subsequently given with your explicit agreement, or on request from your 
mother. .· 
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/continued- page 3 

The whole issue of pain and pain relief seems to have created a great deal of tension between 
yourselves and the staff. Sometimes pain is difficult to control, and although distressed by her 
pain it seems that Mrs. Gilbertson was reluctant to accept stronger pain killers. I am very sorry 
that we were unable to satisfactorily control your mother's pain, and for the distress this caused 
her and yourselves. On reflection, it seems possible. that the tension between you and your 
family and the clinical staff may have clouded the issue of what would clinically have been in 
your mother's best interests. 

4. Why were you excluded from any input to your mother's well-being? 

I think perhaps there are two elements to this question: your influence on and your involvement 
in Mrs. Gilbertson's care. From our records it is clear that you and your brother had many 
meetings with the clinical staff, sometimes more than one a day, to discuss your mother's care . 

. The staff felt that they did their best to accmn,niodate your .wishes, allowing you to influence 
care, whilst being mindful of what they felt was clinically in Mrs. Gilbertson's best interests. 

With regard to your involvement in your mother's care, and you being asked to leave the room 
whilst care was provided, it seems that the staff took an unfortunately rigid line. So long as 
Mrs. Gilbertson agreed, there was no reason why you should not have helped, or indeed 
provided, some care. (I understand that you did assist with washing.) There is also no reason. 
why you should have been asked to leave the room whilst dressings were changed. I would like 
to apologise for the rigidity of the nursing approach, and for the distress this caused you. 

Dr. Reid remembers the visit you describe. He asked you to leave so that he could talk 
COJ1fidentially to Mrs. Gilbertson about her wishes and how she was feeling. The patient's 
wishes are always paramount and they have a right to confidentiality which the doctor must 
respect. Relatives are regularly asked to leave the room so that the doctor can talk privately to 
the patient. Dr. Reid meant no disrespect to you, nor was he deliberately trying to exclude you. 
He is sorry that you felt insulted, and he denies showing any discourtesy. 

You mention staff always attending in twos, giving the impression that a chaperone or witness 
was needed. In fact, the staff felt this to be the case. The nature of the relationship between you 
all was such that staff felt intimidated and, at times, threatened. This was an unfortunate 
situation for everyone and I will comment more in my conclusion. It would also, however, be 
fair to say that as many of your questions spanned both medical and nursing issues, it was an 
adyantage to have both a doctor and a nurse present. 

5. Why was there an unsympathetic approach to simple medications and to information about blood 
sugar medication? 

There is no valid reason, other than established ward routine, as to why the Kamillosan and 
Bonjella that you brought into the ward were not left in your mother's locker. These are simple 
medications which would have caused no harm so long as the package instructions were 
followed. 
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/continued -page 4 

With regard to giving you information about blood· sugar and insulin, the Patient's Charter states 
"if you agree, you can expect your relatives and friends to be kept up to date with the progress of 
your treatment", with the aim of preserving the patient's wishes. In your mother's case, given 
the existing level of your involvement in her care, the response you received to your questions 
was very unhelpful. If the staff had any doubts about whether your mother wished such 
information to be shared with you, they should have asked her. 

I would like to apologise for this unfriendly approach and rigid routine, and the distress it 
caused. 

6. Restriction on food from home 

When Mrs. Gilbertson was admitted to Dryad ward her blood sugars were unstable, they were 
high. Her blood results and insulin needs yvere carefully monitored .and her diet "Was. strictly 
controlled. Initially this was best managed through keeping to hospital food, as her food intake 
needed to be carefully controlled and monitored. To eat food brought from home, in addition to 
the food provided in hospital, would have caused her blood sugars to rise. 

That being said, however, once the situation settled there was no reason why agreement could 
not have been reached about what foods you would bring in to replace some of the hospital food. 
The dietitian recorded in the medical notes that she met you on 7th December, 1999 and 
discussed what foods it would be appropriate for you to bring in. It would, of course, have been 
important for you to keep this list, and to agree with the ward staff what hospital meals you 
would be replacing. I am very sorry that this situation was not amicably resolved. 

7. Why was liquid intake not monitored to avoid possible kidney problems? 

At interview the nursing staff have confirmed that Mrs. Gilbertson was regularly encouraged to 
drink and her fluids monitored; her care plan for catheter care regularly records that her catheter 
was draining well. There is, however, no record in the nursing notes ofvolume of fluid taken or 
passed. We would expect that specific volumes be recorded if monitoring of intake and output is 
to be effective. We would not, however, consider it necessary to monitor the fluid balance of all 
patients; we would only measure when there was a potential or actual problem. I can only 
apologise that Mrs. Gilbertson's fluid intake and output was not recorded more accurately. 

I would now like to turn to the more general comments made at the end of your letter before drawing 
some overall conclusions. 

You felt that Dr. Reid and the rest of the team made no effort to rehabilitate your mother, and that an 
assumption was made that she was terminally ill with cancer. With regard to the latter, Dr. Reid has 
stressed that he always had an open mind because there was no evidence of recurrent cancer, and that 
no assumption was made about terminal cancer. Towards the end of her stay on Dryad ward he was, 
however, of the opinion that Mrs. Gilbertson's condition was deteriorating, that she had little strength 
cir reserves left, and that it was quite likely that she would die. I understand that he explained his 
concerns to you on 16th December, 1999. 

\" 
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/continued- page 5 

With regard to rehabilitation, Mrs. Gilbertson had spent some three months in Queen Alexandra 
Hospital before movingto Dryad ward. From the notes it seems that for quite some time before she 
left Queen Alexandra Hospital there was concern that she was unlikely to regain much mobility. You 
may remember Dr. Logan visiting to give an opinion on whether she might be suitable for his 
rehabilitation ward. After assessing your mother's needs he concluded that there was little likelihood 
of any success from formal rehabilitation. He felt she was reaching the end of her life, that she had 
huge nursing needs, and would be likely to need long-term nursing care, possibly in a nursing home. 
Before she was admitted to Dryad ward Mrs. Gilbertson could not stand aild bending her knees caused 
extreme pain, in addition to her surgical wounds and extensive pressure sores. The physiotherapist at 
Queen Alexandra Hospital recorded that trying to mobilise. and sitting out in a chair aggravated your 
mother's pain, while resting alleviated the pain. 

Mrs. Gilbertson's pain severely limited any rehabilitation. Dr. Reid explained that if her pain could 
be brought under control it might be possible to.try.to get her back on her feet It was not that no e efforts were made, but that rehabilitation in these circumstances was not possible. 

With regard to your comments that "Dryad ward practice a regime that is totally out of date", we 
would agree from our investigation that there are some areas of ward philosophy and practice which 
need updating. The service manager will be working closely with the ward manager to review and 
revise how some aspects of care are managed. 

So, our conclusions. Understandably you, your mother and your brother had a desire for 
Mrs. Gilbertson to be returned to the state of health she had enjoyed before she was admitted to 
Queen Alexandra Hospital. The collective opinion of a number of clinicians (not just from Dryad 
ward) was that rehabilitation was unlikely to be successful and probably impossible. The doctors and 
nurses on Dryad ward spent many hours discussing this with you. Given all the circumstances, the 
care provided on Dryad ward was appropriate to Mrs. Gilbertson's clinical needs, and indeed to her 
personal capabilities, at the time. 

This fundamental (and seemingly unresolvable) difference in opinion and expectation between 
yourselves and the clinical team led to a breakdown in the relationships and trust between you all. 
You refer in your letter to frustration and frayed tempers on more than one occasion. I understand 
that the staff too felt frustrated and also felt that this conflict affected their ability to provide what in 
their professional opinion would be the most appropriate care for your mother. You obviously care 
deeply for your mother and wish the best for her. Equally the staff had a duty of care towards her. 
Balancing her assessed clinical needs against your wishes for her care seems to have turned into a 
power struggle. 

Unfortunately there seems to have been no winners, only losers, in this struggle. We have to conclude 
that everyone concerned had some responsibility for this situation developing as it did. The service 
manager will be working with the ward team to explore the ways of building effective partnerships 
with relatives, and in handling conflict. Dr. Barton no longer works for the Trust so she will not be 
included in this work. 

We have thought long and hard about the issues raised in your letter, which I hope is indicated in this 
response. I also hope that this helps to clarify the different perspectives about what happened and 
why. Please let me know within one month if there is any further action you would like me to take. 
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I :-r.:all~~c that you ·~~;ell l rwt b;;; compktdy happy with aH of this reply, bnt dn h(lp!.:. that you ~vill w:.cept 
our apologies for the sho:rtfnlb in nnr.sing care, 

You mentioned to J\!n;, F'!·ogley, inv<~stigatlng offlcer, that J''(;U W('>Hld Hke to :;ee a ;;opy ;Jf t!v;:: note->: 
n'\<Jde by tlll'. nursing staff duri:ng }t!i;oehng:L The onJy records r~tabed are the note:' rnade nn tht:-: 
nur:o::ing contat:t Ah;:et \Vhidl qt!i:k exknsivc!y ~:k:tail your corrvers.ations. klrs. Froglc;,' has conGnncd 
tkH fvh.<;;. GHix~rtsou h<J.s 2tgnxxl tn you having <k:cess tn her re<~Ords in this way. Enc.Jf:<Hxi is a full 
c.opy· ofth>~s~:. ;;:.o:ntad: noH:s. 

i'vln. Frogley '>vas very irnpresseJ <tvlth the Gan~ ym.! provide for ycmr mother nt bonu;:, and l hope 
rA.rs. CH!be:nson's n::mains comfortabk at horn<::. 

Yow::~ sincen::.ly. 

Max t\·Hllett 
Chief Exccutiv:~ 

Silent copy to: Dr. I. Reid 

WMfi.o/r'·r-::rf~ttt;r~~Jwtlfilii\'' 
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In reply please quote 

4 October 2002 

Ms Fiona Cameron 
Operational Director 
Fareham and Gosport 
NHS Primary Care Trust 
Unit 180, Fareham Reach 
166 Fareham Road 
Gosport 
P013 OFH 

Dear Ms Cameron 

Mhu/FPD/2000/2047 

Re: Gosport War Memorial Hospital 
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1\\EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

/I 

Thank you for your letter and enclosures of 30 September 2002, the content~ 
of which have been noted. 

Your correspondence has been passed to Mr Michael Hudspith for his 
attention. 

Yours sincerely 
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''lllchael Hudspith (7915 3617) 

From: 
Sent: 
To: 
Subject: 

Michael, 

Michael Keegan (7915 7 437) 
04 Oct 2002 15:48 
Michael Hudspith (7915 3617) 
Or Barton 

Thanks for your memo regarding additional Barton-related information. 
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I am about to write to FFW and copy your memo to them. At a case conference yesterday it was suggested that 
additional cases (such as those relating to Mr Carby and Mrs Gilbertson) may be added under Rule 11, as you inquire. 
FFW will, no doubt, wish to see the additional papers you have. 

Perhaps you could discuss the matter when you get a chance? 

Michael Keegan 
/~.9.D_c!~_g!._Q9_S..~.J:.~~?.§~-~~~~<?.~U?.~ction 
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Executive summa:ty 

CHI has undertaken this investigation as a result of concerns expressed by the police 

and others around the care and treatment of frail older people provided by Portsmouth 

Healthcare NHS Trust at Gosport War Memorial Hospital. This follows police 
investigations between 1998 and 2001 into the potential unlawful killing of a patient in 

1998. As part of their investigations, the police commissioned expert medical opinion, 

which was made available to CHI, relating to a total of five patient deaths in 1998. 

In February 2002, the police decided not to proceed with further investigations. 

Based on information gathered during their investigations, the police were sufficiently 

concerned about the care of older people at Gosport War Memorial Hospital to share 

their concerns with CHI in August 2001. CHI is grateful to the Hampshire Constabulary 

for sharing information with us which contributed towards the local and national 

recommendations CHI makes to improve the care of this vulnerable group of NHS 

patients. 

CHI has conducted a detailed review of the systems in place to ensure good quality 

patient care. CHI does not have a statutory remit to investigate either the 

circumstances around any particular death or the conduct of any individual. 

Key conclusions 

CHI concludes that a number of factors, detailed in the report, contributed to a failure 

of trust systems to ensure good quality patient care: 

11!1 there were insufficient local prescribing guidelines in place governing the 

prescription of powerful pain relieving and sedative medicines 

lil the lack of a rigorous, routine review of pharmacy data led to high levels of 

prescribing on wards caring for older people not being questioned 

m the absence of adequate trust wide supervision and appraisal systems meant that 

poor prescribing practice was not identified 

tJ there was a lack of thorough multidisciplinary total patient assessment to 

determine care needs on admission 

CHI also concludes that the trust now has adequate policies and guidelines in place 

which are being adhered to governing the prescription and administration of pain 
relieving medicines to older patients. 

EXECUTIVE SUMMARY Vii 



GMC100829-0434 

Key findings 
National and local context (Chapter 3) 

ill Throughout the timeframe covered by the CHI investigation, CHI received evidence 

of strong leadership, with a shared set of values at corporate and divisional level in 

Portsmouth Healthcare NHS Trust. The senior management team was well 

established and, together with the trust board, functioned as a cohesive team. 

11 There was lack of clarity amongst all groups of staff and stakeholders about the 

focus of care for older people and therefore the aim of the care provided. This 

confusion had been communicated to patients and relatives, which had led to 

expectations of rehabilitation which had not been fulfilled. 

Arrangements for the prescription, administration, review and recording of medicines 

(Chapter 4) 

l!ill CHI has serious concerns regarding the quantity, combination, lack of review and 

anticipatory prescribing of medicines prescribed to older people on Dryad and 

Daedalus wards in 1998. A protocol existed in 1998 for palliative care prescribing 

referred to as the "Wessex guidelines", this was inappropriately applied to patients 
admitted for rehabilitation. 

11 Though CHI is unable to determine whether these levels of prescribing contributed to 

the deaths of any patients, it is clear that had adequate checking mechanisms existed 

in the trust, this level of prescribing would have been questioned. 

Ill CHI welcomes the introduction and adherence to policies regarding the 

prescription, administration, review and recording of medicines. Although the 

palliative care Wessex guidelines refer to non physical symptoms of pain, the 

trust's policies do not include methods of non verbal pain assessment and rely on 

the patient articulating when they are in pain. 

Quality of care and the patient experience (Chapter 5) 

11 Relatives speaking to CHI had some serious concerns about the care their relatives 

received on Daedalus and Dryad wards between 1998 and 2001. The instances of 

concern expressed to CHI were at their highest in 1998. Fewer concerns were 
expressed regarding the quality of care received on Sultan ward. 

11 Based on CHI's observation work and review of recent case notes, CHI has no 

significant concerns regarding the standard of nursing care provided to the patients 
of Daedalus, Dryad and Sultan ward now. 

Staffing arrangements and responsibility for patient care (Chapter 6) 

llil Portsmouth Healthcare NHS Trust did not have any systems in place to monitor 

and appraise the performance of clinical assistants. There were no arrangements in 

place for the adequate supervision of the clinical assistant working on Daedalils 

and Dryad wards. 

11 There are now clear accountability and supervisory arrangements in place for trust 
doctors, nurses and allied health professional staff. 
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Lessons learnt from complaints (Chapter 7) 

llil The police investigation, the review of the Health Service Commissioner, the 

independent review panel and the trust's own pharmacy data did not provide the 

trigger for the trust to undertake a review of prescribing practices. The trust should 

have responded earlier to concerns expressed around levels of sedation, which it 

was aware of in late 1998. 

Ill Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a 

result of patient complaints, including increased medical staffing levels and 

improved processes for communication with relatives, though this learning was not 

consolidated until 2001. CHI saw no evidence to suggest that the impact of these 

changes had been robustly monitored and reviewed. 

Clinical governance (Chapter 8) 

!I The trust responded proactively to the clinical governance agenda and had a robust 

framework in place with strong corporate leadership. 

Re eo m mendations 

It is clear from a number of CHI recommendations to the Fareham and Gosport 
Primary Care Trust (PCT) and the East Hampshire PCT, that continued close and 

effective working relationships between both PCTs will be essential in order to 

implement the recommendations in this report. CHI is aware of the high level of 

interdependence that already exists between these two organisations and urges that 

this continues. 

CHI is aware that many of these recommendations will be relevant to emerging PCTs 

and urges all PCTs to take action where appropriate. 

Fareham and Gosport/ East Hampshire Primary Care Trust 

1. Fareham and Gosport PCT and East Hampshire PCT should work together to build 

on the many positive aspects of leadership developed by Portsmouth Health care NHS 

Trust in order to develop the provision of care for older people at the Gosport War 

Memorial Hospital. The PCTs should ensure an appropriate performance monitoring 

tool is in place to ensure that any quality of care and performance shortfalls are 

identified and addressed swiftly. 

2. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with 

local GPs, review the admission criteria for Sultan ward. 

3. The East Hampshire PCT and Fareham and Gosport PCT should review all local 

prescribing guidelines to ensure their appropriateness for the current levels of 

dependency of the patients on the wards. 

4. The Fareham and Gosport PCT should review the provision of pharmacy services to 

Dryad, Daedalus and Sultan wards, taking into account the change in casemix and use 

of these wards in recent years. Consideration should be given to including pharmacy 

input into regular ward rounds. 
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5. As a priority, the Fareham and Gosport PCT must ensure that a system is in place to 

routinely review and monitor prescribing of all medicines on wards caring for older 

people. This should include a review of recent diamorphine prescribing on Sultan 

ward. Consideration must be given to the adequacy of IT support available to facilitate 

this. 

6. The Fareham and Gosport PCT and East Hampshire PCT, in conjunction with the 

pharmacy department, must ensure that all relevant staff including GPs are trained in 

the prescription, administration, review and recording of medicines for older people. 

7. All patient complaints and comments, both informal and formal, should be used at 

ward level to improve patient care. The Fareham and Gosport PCT and East Hampshire 

PCT must ensure a mechanism is in place to ensure that shared learning is 

disseminated amongst all staff caring for older people. 

8. Fareham and Gosport PCT should lead an initiative to ensure that relevant staff are 

appropriately trained to undertake swallowing assessments to ensure that there are no 

delays out of hours. 

9. Daytime activities for patients should be increased. The role of the activities 

coordinator should be revised and clarified, with input from patients, relatives and all 

therapists in order that activities complement therapy goals. 

10. The Fareham and Gosport PCT must ensure that all local continence management, 

nutrition and hydration practices are in line with the national standards set out in the 

Essence of Care guidelines. 

11. Both PCTs must find ways to continue the staff communication developments 

made by the Portsmouth Healthcare NHS Trust. 

12. Within the framework of the new PALS, the Fareham and Gosport PCT should, as a 

priority, consult with user groups and consider reviewing specialist advice from 

national support and patient groups, to determine the best way to improve 

communication with older patients and their relatives and carers. 

13. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards 

should be reviewed. The deputising service and PCTs must work towards an out of 

hours contract which sets out a shared philosophy of care, waiting time standards, 

adequate payrpent and a disciplinary framework. 

14. The Fareham and Gosport PCT and the East Hampshire PCT should ensure that 

appropriate patients are being admitted to the Gosport War Memorial Hospital with 

appropriate levels of support. 

15. The Fareham and Gosport PCT should ensure that arrangements are in place to 

ensure strong, long term nursing leadership on all wards. 

16. The Fareham and Gosport PCT should develop local guidance for GPs working as 

clinical assistants. This should address supervision and appraisal arrangements, clinical 

governance responsibilities and training needs. 
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17. Fareham and Gosport PCT and East Hampshire PCT should ensure that the learning 

and monitoring of action arising from complaints undertaken through the Portsmouth 

Healthcare NHS Trust quarterly divisional performance management system is 

maintained under the new PCT management arrangements. 

18. Both PCTs involved in the provision of care for older people should ensure that all 

staff working on Dryad, Daedalus and Sultan wards who have not attended customer 

care and complaints training events do so. Any new training programmes should be 

developed with patients, relatives and staff to ensure that current concerns and the 

particular needs of the bereaved are addressed. 

19. The Fareham and Gosport PCT and East Hampshire PCT must fully embrace the 
clinical governance developments made and direction set by the trust. 

20. All staff must be made aware that the completion of risk and incident reports is a 

requirement for all staff. Training must be put in place to reinforce the need for 
rigorous risk management. 

21. Clinical governance systems must be put in place to regularly identifY and monitor 

trends revealed by risk reports and to ensure that appropriate action is taken. 

22. The Fareham and Gosport PCT and East Hampshire PCT should consider a revision 

of their whistle blowing policies to make it clear that concerns may be raised outside 

of normal management channels. 

Hampshire and Isle of Wight Strategic Health Authority 

23. Hampshire and Isle ofWight Strategic Health Authority should use the findings of 

this investigation to influence the nature of local monitoring of the national service 

framework for older people. 

Department of Health 

24. The Department of Health should assist in the promotion of an NHS wide 

understanding of the various terms used to describe levels of care for older people. 

25. The Department of Health should work with the Association of Chief Police 

Officers and CHI to develop a protocol for sharing information regarding patient safety 

and potential systems failures within the NHS as early as possible. 
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1.1 During the summer of 2001, concerns were raised with CHI about the use of some 
medicines, particularly analgesia and levels of sedation, and the culture in which care 

was provided for older people at the Gosport War Memorial Hospital. These concerns 
were also about the responsibility for clinical care and transfer arrangements with 

other hospitals. 

1.2 On 22 October 2001, CHI launched an investigation into the management, 

provision and quality of health care for which Portsmouth Healthcare NHS Trust was 

responsible at the Gosport War Memorial Hospital. CHI's decision was based on 
evidence of high risk activity and the likelihood that the possible findings of a CHI 

investigation would result in lessons for the whole of the NHS. 

Terms of reference 

1.3 The investigation terms of reference were informed by a chronology of events 
provided by the trust surrounding the death of one patient. Discussions were also 

held with the trust, the Isle of Wight, Portsmouth and South East Hampshire Health 

Authority and the NHS south east regional office to ensure maximum learning locally 

and for the NHS. 

1.4 The terms of reference agreed on 9 October 2001 are as follows: 

The investigation will look at whether, since 1998, there had been a failure of trust 

systems to ensure good quality patient care. The investigation will focus on the 

following elements within services for older people (inpatient, continuing and 

rehabilitative care) at Gosport War Memorial Hospital. 

i) staffing and accountability arrangements, including out of hours 

ii) the guidelin~s and practices in place at the trust to ensure good quality care ahd 

effective performance management 

iii) arrangements for the prescription, administration, review and recording of 

drugs 

iv) communication and collaboration between the trust and patients, their relatives 

and carers and with partner organisations 

v) arrangements to support patients and their relatives and carers towards the end 

of the patient's life 

vi) supervision and training arrangements in place to enable staff to provide 

effective care 

CHAPTER 1 :TERMS Of REFERENCE AND PROCESS OF INVESTIGATION 
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In addition, CHI will examine how lessons to improve patient care have been learnt 

across the trust from patient complaints. 

The investigation will also look at the adequacy of the trust's clinical governance 

arrangements to support inpatient continuing and rehabilitation care for older people. 

CHI's investigation team 

1.5 CHI's investigation team were: 

11 Alan Carpenter, Chief Executive, Somerset Coast Primary Care Trust 

ill Anne Grosskurth, CHI Support Investigations Manger 

11 Dr Tony Luxton, Consultant Geriatrician, Cambridge City Primary Care Trust 

lil Julie Miller, CHI Lead Investigations Manager 

!I Maureen Morgan, Independent Consultant and former Community Trust Nurse 

Director 

ill Mary Parkinson, lay member (Age Concern) 

lilt Jennifer Wenbom, Independent Occupational Therapist 

1.6 The team was supported by: 

11 Liz Fradd, CHI Director of Nursing, lead CHI director for the investigation 

!ill Nan Newberry, CHI Senior Analyst 

ID Ian Horrigan, CHI Analyst 

11 Kellie Rehill, CHI Investigations Coordinator 

Ill a medical notes review group established by CHI to review anonymised medical 

notes (see appendix E) 

Ill Dr Barry Tennison, CHI Public Health Adviser 

The investigation process 

1.7 The investigation consisted of five interrelated parts: 

i'i review and analysis of a range of documents specific to the care of older people at 

the trust, including clinical governance arrangements, expert witness reports 

forwarded by the police and relevant national documents (see appendix A for a list 

of documents reviewed) 

!:l!l analysis of views received from 36 patients, relatives and friends about care 

received at Gosport War Memorial Hospital. Views were obtained through a range 

of methods, including meetings, correspondence, telephone calls and a short 

questionnaire (see appendix B for an analysis of views received) 
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11 a five day visit by CHI's investigation team to Gosport War Memorial Hospital 

when a total of 59 staff from all groups involved in the care and treatment of older 

people at the hospital and trust managers were interviewed. CHI also undertook 

periods of observation on Daedalus, Dryad and Sultan wards (see appendix C for a 

list of all staff interviewed) 

11 interviews with relevant agencies and other NHS organisations, including those 

representing patients and relatives (see appendix D for a list of organisations 

interviewed) 

11111 an independent review of anonymised clinical and nursing notes of a random 

sample of patients who had died on Daedalus, Dryad and Sultan wards between 

August 2001 and January 2002. The term of reference for this piece of work, the 

membership of the CHI team which undertook the work, and a summary of 

findings are attached at appendices E and F. CHI shared the summary with the 

Fareham Et Gosport PCT in May 2002 
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2 Background to the 
investigation 

Events surrounding the CHI investigation 

Police investigations 
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2.1 A relative of a 91 year old patient who died in August 1998 on Daedalus ward made 

a complaint to the trust about her care and treatment. The police were contacted in 

September 1998 with allegations that this patient had b~en unlawfully killed. A range of 

issues were identified by the police in support of the allegation and expert advice sought. 

Following an investigation, documents were referred to the Crown Prosecution Service 

in November 1998 and again in February 1999. The Crown Prosecution Service 

responded formally in March 1999 indicating that, in their view, there was insufficient 

evidence to prosecute any staff for manslaughter or any other offence. 

2.2 Following further police investigation, in August 2001, the Crown Prosecution 

Service advised that there was insufficient evidence to provide a realistic prospect of a 

conviction against any member of staff. 

2.3 Local media coverage in March 2001 resulted in 11 other families raising concerns 

about the circumstances of their relatives' deaths in 1997 and 1998. The police decided 

to refer four of these deaths for expert opinion to determine whether or not a further, 

more extensive investigation was appropriate. Two expert reports were received in 

December 2001 which were made available to CHI. These reports raised very serious 

clinical concerns regarding prescribing practices in the trust in 1998. 

2.4 In February 2002, the police decided that a more intensive police investigation was 

not an appropriate course of action. In addition to CHI, the police have referred the 

expert reports to the General Medical Council, the United Kingdom Central Council 

(after 1 April 2002, the Nursing and Midwifery Council), the trust, the Isle ofWight, 

Portsmouth and East Hampshire Health Authority and the NHS south east regional 

office. 

2.5 The police made the trust aware of potential issues around diamorphine usage in 

December 1998, and were sent the expert witness reports in February 2002. 
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Action taken by professional regulatory bodies 

2.6 The General Medical Council is currently reviewing whether any action against 

any individual doctor is warranted under its fitness to practice procedures. 

2. 7 The Nursing and Midwifery Council are considering whether there are any issues 

of professional misconduct in relation to any of the nurses referred to in police 

documentation. 

Complaints to the trust 

2.8 There have been 10 complaints to the trust concerning patients treated on 

Daedalus, Dryad and Sultan wards since 1998. Three complaints between August and 

December 1998 raised concerns which included pain management, the use of 
diamorphine and levels of sedation on Daedalus and Dryad wards, including the 

complaint which triggered the initial police investigation. This complaint was not 

pursued through the NHS complaints procedure. 

Action taken by the health authority 

2.9 In the context of this investigation, the Isle of Wight, Portsmouth and East 

Hampshire Health Authority had two responsibilities. Firstly, as the statutory body 

responsible for commissioning NHS services for local people in 1998 and, secondly, as 

the body through which GPs were permitted to practice. Some of the care provided to 

patients at the Gosport War Memorial Hospital, as in community hospitals throughout 

the NHS, is delivered by GPs on hospital premises. 

2.10 In June 2001, the health authority voluntary local procedure for the identification 

and support of primary care medical practitioners whose practice is giving cause for 

concern reviewed the prescribing practice of one local GP. No concerns were found. 

This was communicated to the trust. 

2.11 In July 2001, the chief executive of the health authority asked CHI for advice in 

obtaining a source of expertise in order to reestablish public confidence in the services 

for older people in Gosport. This was at the same time as the police contacted CHI. 

2.12 Following receipt of the police expert witness reports in February 2002, the 

health authority sought local changes in relation to the prescription of certain 

painkillers and sedatives (opiates and benzodiazepines) in general practice. 
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Action taken by the NHS south east regional office 

2.13 For the period of the investigation, the NHS regional offices were responsible for 

the strategic and performance management of the NHS, including trusts and health 

authorities. The NHS south east regional office had information available expressing 

concerns around prescribing levels at the Gosport War Memorial Hospital. Information 

included a report by the Health Service Ombudsman and serious untoward incident 

reports forwarded by the trust in April and July 2001 in response to media articles 

about the death of a patient at the Gosport War Memorial Hospital. 

The health authority and NHS south east regional office met to discuss these issues on 
6 April 2001. 
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3 National and local context 

National context 

3.1 The standard of NHS care for older people has long caused concern. A number of 

national reports, including the NHS Plan and the Standing Nursing and Midwifery 

Committee's 2001 annual report found aspects of care to be deficient. National concerns 

raised include: an inadequate and demoralised workforce, poor care environments, lack 

of seamless care within the NHS and ageism. The NHS Plan's section Dignity, security 
and independence in old age, published in July 2000, outlined the government's plans 

for the care of older people, detailed in the national service framework. 

3.2 The national service framework for older people was published in March 2001 and 

sets standards of care for older people in all care settings. It aims to ensure high 

quality of care and treatment, regardless of age. Older people are to be treated as 

individuals with dignity and respect. The framework places special emphasis on the 

involvement of older patients and their relatives in the care process, including care 

planning. 

3.3 National standards called Essence of Care, published by the Department of Health 

in 2001, provide standards for assessing nursing practice against fundamental aspects 

of care such as nutrition, preventing pressure sores and privacy and dignity. These are 

designed to act as an audit tool to ensure good practice and have been widely 

disseminated across the NHS. 

Trust background 

3.4 Gosport War Memorial Hospital was part of Portsmouth Healthcare NHS Trust 

between April 1994 and April 2002. The hospital is situated on the Gosport peninsula 

and has 113 beds. Together with outpatient services and a day hospital, there are beds 

for older people and maternity services. The hospital does not admit patients who are 

acutely ill and it has neither an AEtE nor intensive care facilities. Portsmouth 

Health care NHS Trust provided a range of community and hospital based services for 

the people of Portsmouth, Fareham, Gosport and surrounding areas. These services 

included mental health (adult and elderly), community paediatrics, elderly medicine, 

learning disabilities and psychology. 

3.5 The trust was one of the largest community trusts in the south of England and 

employed almost 5,000 staff. In 2001/2002 the trust had a budget in excess of £100 
million and over 20% of income spent on its largest service, elderly medicine. All the 

trust's financial targets were met in 2000/2001. 
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Move towards the primary care trust 

3.6 Portsmouth Healthcare NHS Trust was dissolved on 31 March 2002. Services have 

been transferred to local primary care trusts (PCTs), including Fareham and Gosport 

PCT, which became operational as a level four PCT in April 2002. Arrangements have 

been made for each PCT to host provider services on a district wide basis but each PCT 

retains responsibility for commissioning its share of district wide services from the 

host PCT. Fareham and Gosport PCT will manage many of the staff, premises and 

facilities of a number of sites, including the Gosport War Memorial Hospital. Medical 

staff involved in the care of older people, including those working at the Gosport War 

Memorial Hospital, are now employed by the East Hampshire PCT. 

Portsmouth Healthcare NHS Trust strategic management 

3.7 The trust board consisted of a chair, five non executive directors, the chief 

executive, the executive directors of operations, medicine, nursing and finance and the 

personnel director. The trust was organised into six divisions, two of which are 

relevant to this investigation. The Fareham and Gosport division, which managed the 

Gosport War Memorial Hospital, and the department of medicine for elderly people . 

. . 
3.8 CHI heard that the trust was well regarded in the local health community and had 

developed constructive links with the health authority and local primary care groups 

(PCGs). For example, in the lead up to the formation of the new PCT, Portsmouth 

Healthcare NHS Trust's director of operations worked for two days each week for the 

East Hampshire PCT. Other examples included the joint work of the PCG and the trust 

on the development of intermediate care and clinical governance. High regard and 

respect for trust staff was also commented on by the local medical committee, Unison 

and the Royal College of Nursing. 

Local services for older people 

3.9 Before April 2002, access to medical beds for older people in Portsmouth (which 

included acute care, rehabilitation and continuing care) was managed through the 

department of medicine for elderly people which was managed by the Portsmouth 

Healthcare NHS Trust. Some of the beds were located in community hospitals such as 

the Gosport War Memorial Hospital, where the day to day general management of the 

hospital was the responsibility of the locality divisions of Portsmouth Health care NHS 

Trust. The Fareham and Gosport division of the trust fulfilled this role at the Gosport 

War Memorial Hospital. 

3.10 The department of medicine for elderly people has now transferred to East Hampshire 

PCT. The nursing staff of the wards caring for older people at the Gosport War Memorial 

Hospital are now employed by the Fareham and Gosport PCT. Management of all services 

for older people has now transferred to the East Hampshire PCT. 

3.11 General acute services were, and remain, based at Queen Alexandra and St Mary's 

hospitals, part of the Portsmouth Hospitals NHS Trust, the local acute trust. Though an 

unusual arrangement, a precedent for this model of care existed, for example in 

Southampton Community NHS Trust. 
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3.12 Until August 2001, the Royal Hospital Haslar, a Ministry of Defence military 

hospital on the Gosport peninsula, also provided acute medical care to civilians, mimy 

of whom were older people, as well as military staff. 

Service performance management 

3.13 Divisional management at Portsmouth Healthcare NHS Trust was well defined, 

with dear systems for reporting and monitoring. The quarterly divisional review was 

the principal tool for the performance management of the Fareham and Gosport 

division. The review considered regular reports on clinical governance, complaints and 

risk. Fareham and Gosport division was led by a general manager, who reported to the 

operational director. Leadership at Fareham and Gosport divisional level was strong 

with dear accounting structures to corporate and board level. 

Inpatient services for older people at the Gosport 
War Memorial Hospital 1998-2002 

3.14 Gosport War Memorial Hospital provides continuing care, rehabilitation, day 

hospital and outpatient services for older people and was managed by the Fareham 

and Gosport division. In November 2000, as a result of local developments to develop 

intermediate and rehabilitation services in the community, there was a change in the 

use of beds at the hospital to provide additional rehabilitation beds. 

3.15 In 1998, three wards at Gosport War Memorial Hospital admitted older patients 

for general medical care: Dryad, Daedalus and Sultan. This is still the case in 2002. 

Figure 3.1 Inpatient provision at Gosport War Memorial Hospital by ward 

Ward 

Dryad 

Daedalus 

Sultan 

1998 

20 continuing care beds. Patients admitted 
under the care of a consultant, with some 
day to day care provided by a clinical 
assistant. 

16 continuing care beds and 8 for slow 
stream rehabilitation. Patients admitted 
under the care of a consultant, some day 
to day care provided by a clinical assistant. 

24 GP beds with care managed by patients' 
own GPs. Patients were not exclusively older 
patients; care could include rehabilitation 
and respite care. A ward manager (or sister) 
managed the ward, which was staffed by 
Portsmouth Healthcare NHS Trust staff. 

2002 

20 continuing care beds for frail 
elderly patients and slow stream 
rehabilitation. Patients admitted under 
the care of a consultant. Day to day 
care is provided by a staff grade doctor. 

24 rehabilitation beds: 8 general, 8 fast 
and 8 slow stream (since November 
2000). Patients admitted under the 
care of a consultant. Day to day care 
provided by a staff grade doctor. 

The situation is the same as in 1998, 
except that the nursing staff are now 
employed by Fareham and Gosport PCT. 
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. 
Admission criteria 

3.13 The current criteria for admission to both Dryad and Daedalus wards are that the 

patient must be'over 65 and be registered with a GP within the Gosport PCG (now a 

part of Fareham and Gosport PCT). In addition, Dryad patients must have a Barthel 

score of under 4/20 and require specialist medical and nursing intervention. The 

Barthel score is a validated tool used to measure physical disability. Daedalus patients 

must need multidisciplinary rehabilitation, for example following a stroke. 

3.14 There was, and still is, a comprehensive list of admission criteria for Sultan ward 

developed in 1999, all of which must be met prior to admission. The criteria state that 

patients must not be medically unstable and no intravenous lines must be in situ. 

Elderly mental health 

3.15 Although not part of the CHI investigation, older patients are also cared for on 

Mulberry ward, a 40 bed assessment unit comprising Collingwood and Ark Royal 

wards. Patients admitted to this ward are under the care of a consultant in elderly 

mental health. 

Terminology 

3.16 CHI found considerable confusion about the terminology describing the various 

levels of care for older people in written information and in interviews with staff. For 

example, the terms stroke rehab, slow stream rehab, very slow stream rehab, 

intermediate and continuing care were all used. CHI was not aware of any common 

local definition for these terms in use at the trust or of any national definitions. CHI 

stakeholder work confirmed that this confusion eXtended to patients and relatives in 

terms of their expectations of the type of care received. 

1. Throughout the timeframe covered by the CHI investigation, CHI received evidence of 
strong leadership, with a shared set of values at corporate and divisional level in Portsmouth 
Health care NHS Trust. The senior management team was. well established and, together with 
the trust board, functioned as a cohesive team. The chief executive was accessible to and well 
regarded by staff both within the trust and in the local health economy. Good links had been 
developed with local PCGs. 

2. The case note review undertaken by CHI confirmed that the admission criteria for both 
Dryad and Daedalus wards were being adhered to over recent months and that patients were 
being appropriately admitted. However, CHI found examples of some recent patients who had 
been admitted to Sultan ward with more complex needs than stipulated in the admission 
criteria that niay have compromised patient care. 

3. There was lack of clarity amongst all groups of staff and stake holders about the focus of 
care for older people and therefore the aim of the care provided. This confusion had been 
communicated to patients and relatives, which had led to expectations of rehabilitation that 
had not been fulfilled. 
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1. Fareham and Gosport PCT and East Hampshire PCT should work together to build on the 
many positive aspects of leadership developed by Portsmouth Healthcare NHS Trust in order 
to develop the provision of care for older people at the Gosport War Memorial Hospital. The 
PCTs should ensure an appropriate performance monitoring tool is in place to ensure that any 
quality of care and performance shortfalls are identified and addressed swiftly. 

2. Hampshire and Isle of Wight strategic health authority should use the findings of this 
investigation to influence the nature of local monitoring of the national service framework 
for older people. 

3. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with local GPs, 
review the admission criteria for Sultan ward. 

4. The Department of Health should assist in the promotion of an NHS wide shared 
u.nderstanding of the various terms used to describe levels of care for older people. 

CHAPTER 3 : NATIONAL ANO LOCAL CONTEXT 11 



4 Arrangements for the 
prescription, administration, 
review and recording of 
medicines 

Police inquiry and expert witness reports 

GMC100829-0450 

4.1 CHI's terms of reference for its investigation in part reflected those of the earlier 

preliminary inquiry by the police, whose reports were made available to CHI. 

4.2 Po1ice expert witnesses reviewed the care offive patients who died in 1998 and 

made general comments in the reports about the systems in place at the trust to ensure 

effective clinical leadership and patient management on the wards. The experts' 

examination of the use of medicines in Daedalus, Dryad and Sultan wards led to 

significant concern about three medicines, the amounts which had been prescribed, the 

combinations in which they were used and the method of their delivery. In summary: 

!i1 there was no evidence of trust policy to ensure the appropriate prescription and 

dose escalation of strong opiate analgesia as the initial response to pain. It was the 

view of the police expert witnesses that a more reasonable response would have 

been the prescription of mild to moderate medicine initially with appropriate 

review in the event of further pain followed up 

Ill there was inappropriate combined subcutaneous administration of diamorphine, 

midazolam and hal?peridol, which could carry a risk of excessive sedation and 

respiratory depression in older patients, leading to death 

Ill there were no dear guidelines available to staff to prevent assumptions being made 

by clinical staff that patients had been admitted for palliative, rather than 

rehabilitative care 

11 there was a failure to recognise potential adverse effects of prescribed medicines by 

clinical staff 

m clinical managers failed to routinely monitor and supervise care on the ward 

It is important to emphasise that these reports were not produced for this CHI 

investigation and CHI cannot take any responsibility for their accuracy. Whilst the 

reports provided CHI with very useful information, CHI has relied on its own 

independent scrutiny of data and information gathered during the investigation to 

reach the conclusions in this chapter. 
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Medicine usage 

4.3 In order to determine the levels of prescribing at the trust between 1998 and 

2001, CHI requested a breakdown from the trust of usage of diamorphine, haloperidol 

and midazolam for Daedalus, Dryad and Sultan wards. Data was also requested on 

the method of drug delivery. The data relates to medicines issued from the pharmacy 

and does not include any wastage, nor can it verifY the quantity of medicines 

administered to each patient. As the data does not offer any breakdown of casemix, it 

is not possible to determine how complex the needs of patients were in each year. 

Staff speaking to CHI described an increase in the numbers of sicker patients in 

recent years. A detailed breakdown of medicines issued to each ward is attached at 

appendix I. 

4.4 The experts commissioned by the police had serious concerns about the level of 

use of these three medicines (diamorphine, haloperidol and midazolam) and the 

apparent practice of anticipatory prescribing. CHI shares this view and believes the use 

and combination of medicines used in 1998 was excessive and outside normal 

practice. The following figures indicate the use of each medicine by ward and year, 

plotted alongside the number patients treated (finished consultant episodes). 

4.5 The trust's own data, provided to CHI during the site visit week, illustrates a 

marked decline in the usage of diamorphine, haloperidol and midazolam in recent 

years. This decline has been most pronounced on Dryad ward and is against a rise in 
FCEs during the same timeframe. The trust's data demonstrates that usage of each of 

these medicines peaked in 1998/99. On Sultan ward, the use of haloperidol and 

midazolam have also declined in recent years with a steady increase in FCEs. 

Diamorphine use, after declining dramatically in 1999/00, showed an increase in 

2000/01. 
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Medicine issued 1997/1998-2000/2001 according to the number of finished consultant 
episodes per ward, based on information provided by the Portsmouth Healthcare NHS Trust 
(see appendices H and I) 

Figure 4.1 Diamorphine use -
Daedalus ward 
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Figure 4.2 Haloperidol use -
Daedalus ward 
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Figure 4.3 Midazolam use -
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Figure 4.4 Diamorphine use -
Dryad ward 
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Figure 4.5 Haloperidol use -
Dryad ward 
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Figure 4.6 Midazolam use -
Dryad ward 
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Figure 4.7 Diamorphine use
Sultan ward 

40000-~~~~~~~~~~~~ 

30000 
0'1 

2 20000 

10000 

0 

1997/98 1998/99 1999/00 00/01 

Period 

- Diamorphine--+--- FCEs 

500 
400 "o 
300 Qj ~ 

200 ~ f:r 
100 ~ 
0 

Figure 4.8 Haloperidol use -
Sultan ward 
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Figure 4.9 Midazolam use -
Sultan ward 

12000 
' . -- - . '•, -· 

10000 

8000 

. 

. __ · .< .. -- . - ' . ·- .-- .·· ·- -.. - · ••. _.-.--

6000 

4000 

2000 

0 
1997/98 1998/99 1999/00 00/01 

- Midazolam --+--- FCEs 

16 INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 

450 
400 "' 350 w 

u 
300 u.. 

4-
250 0 

200 ... 
CIJ 

150 ..0 

E 
100 ::l 

50 z 
0 

GMC100829-0454 



GMC100829-0455 

Assessment and management of pain 

4.6 Part of the individual total assessment of each patient includes an assessment of 

any pain they may be experiencing and how this is to be managed. In 1998, the trust 

did not have a policy for the assessment and management of pain. This was 

introduced in April 2001, in collaboration with Portsmouth Hospitals NHS Trust, and is 

due for review in 2003. The stated purpose of the document was to identity 

mechanisms to ensure that all patients have early and effective management of pain 

or distress. The policy placed responsibility for ensuring that pain management 

standards are implemented in every clinical setting and sets out the following: 

11 the prescription must be written by medical staff following diagnosis of type(s) of 

pain and be appropriate given the current circumstances of the patient 

11 if the prescription states that medication is to be administered by continuous 

infusion (syringe driver), the rationale for this decision must be dearly documented 

1!11 alL prescriptions for drugs administered via a syringe driver must be written on a 

prescription sheet designed for this purpose 

4.7 CHI has also seen evidence of a pain management cycle chart and an 'analgesic 

ladder'. The analgesic ladder indicates the drug doses for different levels and types of 

pain, how to calculate opiate doses, gives advice on how to evaluate the effects of 

analgesia and how to observe for any side effects. Nurses interviewed by CHI 

demonstrated a good understanding of pain assessment tools and the use of the 

analgesic ladder. 

4.8 CHI was told by some nursing staff that following the introduction of the policy, it 

took longer for some patients to become pain free and that medical staff were 

apprehensive about prescribing diamorphine. Nurses also spoke of a reluctance of 

some patients to take pain relief. CHI's case note review concluded that two of the 

15 patients reviewed were not prescribed adequate pain relief for part of their 

stay in hospital. 

4.9 Many staff interviewed referred to the "Wessex guidelines". This is a booklet called 

Palliative care handbook guidelines on clinical management drawn up by Portsmouth 

Healthcare NHS Trust, the Portsmouth Hospitals NHS Trust and a local hospice, in 

association with the Wessex palliative care units. These guidelines were in place in 1998. 

Although the section on pain focuses on patients with cancer, there is a dear highlighted 

statement in the guidelines that states "all pains have a significant psychological 

component, and fear, anxiety and depression will all lower the pain threshold". 

4.10 The Wessex guidelines are comprehensive and include detail, in line with British 

National Formulary recommendations, on the use, dosage, and side effects of 

medicines commonly used in palliative care. The guidelines are not designed for a 

rehabilitation environment. 

4.11 CHI's random case note review of 15 recent admissions concluded that the pain 

assistance and management policy is being adhered to. CHI was told by staff of the 

previous practice of anticipatory prescribing of palliative opiates. As a result of the 

pain and assessment policy, this practice has now stopped. 

CHAPTER 4: ARRANGEMENTS FOR THE PRESCRIPTION, ADMINISTRATION, REVIEW ANO RECORDING OF MEDICINES 17 



GMC100829-0456 

Prescription writing policy 

4.12 This policy was produced jointly with the Portsmouth Hospitals NHS Trust in 

March 1998. The policy covered the purpose, scope, responsibilities and requirements 

for prescription writing, medicines administered at nurses' discretion and controlled 

drugs. A separate policy covers the administration of intravenous medicines. 

4.13 The policy has a section on verbal prescription orders, including telephone orders, 

in line with UKCC guidelines. CHI understands that arrangements such as these are 
· common practice in GP led wards and work well on the Sultan ward, with 

arrangements in place for GPs to sign the prescription within 12 hours. These 

arrangements were also confirmed by evidence found in CHI's case note review. 

Administration of medicines 

4.14 Medicines can be administered in a number of ways, for example, orally in tablet 

or liquid form, by injection and via a syringe driver. Some of the medicines used in 

the care of older people can be delivered by a syringe driver, which delivers a 

continuous subcutaneous infusion of medication. Syringe drivers can be an entirely 

appropriate method of medicine administration that provides good control of 

symptoms with little discomfort or inconvenience to the patient. Guidance for staff on 

prescribing via syringe drivers is contained within the· trust's policy for assessment and 

management of pain. The policy states that all prescriptions for continuous infusion 
must be written on a prescription sheet designed for this purpose. 

4.15 Evidence from CHI's case note review demonstrated good documented examples 

of communication with both patients and relatives over medication and the use of 

syringe drivers and the application of the trust's policy. 

4.16 Information provided by the trust indicates that only two qualified nurses from 

Sultan ward had taken part in a syringe driver course in 1999. Five nurses had also 

completed a drugs competencies course. No qualified nurses from Dryad or Daedalus 

ward had taken part in either course between 1998 and 2001. Some nursing and 

healthcare support staff spoke of receiving syringe driver information and training 

from a local hospice. 

Role of nurses in medicines administration 

4.17 Registered nurses are regulated by the Nursing and Midwifery Council, a new 

statutory body which replaced the United Kingdom Central Council on 1 April 2002. 

Registered nurses must work within their code of professional conduct (UKCC, June 

1992). The scope of professional practice clarified the way in which registered nurses 

are personally accountable for their own clinical practice and for care they provide to 

patients. The standards for the administration of medicines (UKCC, October 1992) 

details what is expected of nurses carrying out this function. 
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4.18 Underpinning all of the regulations that govern nursing practice, is the 

requirement that nurses act in the best interest of their patients at all times. This could 

include challenging the prescribing of other clinical staff. 

Review of medicines 

4.19 The regular ward rounds and multidisciplinary meetings should include a review 

of medication by senior staff, which is recorded in the patient's case notes. CHI 

recognises the complexity of multidisciplinary meetings. Despite this, a process should 

be found to ensure that effective and regular reviews of patient medication take place 
by senior clinicians and pharmacy staff. 

Structure of pharmacy 

4.20 Portsmouth Healthcare NHS Trust has a service level agreement for pharmacy 

services with the local acute trust, Portsmouth Hospitals NHS Trust. An E grade 

pharmacist manages the contract locally and the service provided by a second 

pharmacist, who is the lead for older peoples' services. Pharmacists speaking to CHI 
spoke of a remote relationship between the community hospitals and the main 

pharmacy department at Queen Alexandra Hospital, together with an increasing 

workload. Pharmacy staff were confident that ward pharmacists would now challenge 

large doses written up by junior doctors but stressed the need for a computerised 

system which would allow clinician specific records. There are some recent plans to 

put the trust's A compendium of drug therapy guidelines on the intranet, although this 

is not easily available to all staff. 

4.21 Pharmacy training for non pharmacy staff was described as "totally inadequate" 

and not taken seriously. Nobody knew of any training offered to clinical assistants. 

4.22 There were no systems in place in 1998 for the routine review of pharmacy data 

which could have alerted the trust to any unusual or excessive patterns of prescribing, 

although the prescribing data was available for analysis. 

1. CHI has serious concerns regarding the quantity, combination, lack of review and 
anticipatory prescribing of medicines prescribed to older people on Dryad and Daedalus wards 
in 1998. A protocol existed in 1998 for palliative care prescribing (the "Wessex guidelines") 
but this was inappropriately applied to patients admitted for rehabilitation. 

2. Though CHI is unable to determine whether these levels of prescribing contributed to the 
deaths of any patients, it is clear that had adequate checking mechanisms existed in the 
trust. this level of prescribing would have been questioned. 

3. The usage of diamorphine, midazolam and haloperidol has declined in recent years, 
reinforced by trust staff interviewed by CHI and by CHI's own review of recent case notes. 
Nursing staff interviewed confirmed the decreased use of both diamorphine and the use of 
syringe drivers since 1998. 
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4. CHI found some evidence to suggest a recent reluctance amongst clinicians to prescribe 
sufficient pain relieving medication. Despite this, diamorphine usage on Sultan ward 
2000/2001 showed a marked increase. 

5. CHI welcomes the introduction and adherence to policies regarding the prescription, 
administration, review and recording of medicines. Anticipatory prescribing is no longer 
evident on these wards. Although the palliative care Wessex guidelines refer to non physical 
symptoms of pain, the trust's policies do not include methods of non verbal pain assessment 
and rely on the patient articulating when they are in pain. 

6 .. CHI found little evidence to suggest that thorough individual total patient assessments 
were being made by multidisciplinary teams in 1998. CHI's case note review concluded that 
this approach to care had been developed in recent years. 

7. Pharmacy support to the wards in 1998 was inadequate. The trust was able to produce 
pharmacy data in 2002 relating to 1998. A system should have been in place to review and 
monitor prescribing at ward level, using data such as this as a basis. 

1. As a priority; the Fareham and Gosport PCT must ensure that a system is in place to 
routinely review and monitor prescribing of all medicines on wards caring for older people. 
This should include a review of recent diamorphine prescribing on Sultan ward. Consideration 
must be given to the adequacy of IT support available to facilitate this. 

2. The East Hampshire PCT and Fareham and Gosport PCT should review all local prescribing 
guidelines to ensure their appropriateness for the current levels of dependency of the 
patients on the wards. 

3. The Fareham and Gosport PCT should review the provision of pharmacy services to Dryad, 
Daedalus and Sultan wards, taking into account the change in case mix and use of these 
wards in recent years. Consideration should be given to including pharmacy input into regular 

. ward rounds. 

4. The Fareham and Gosport PCT and East Hampshire PCT, in conjunction with the pharmacy 
department, must ensure that all relevant staff including GPs are trained in the prescription, 
administration, review and recording of medicines for older people. 
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5.1 This chapter details CHI's findings following contact with patients and relatives. 

This needs to be put into the context of the 1,725 finished consultant episodes for 

older patients admitted to the Gosport War Memorial Hospital between April 1998 and 

March 2001. Details of the methods used to gain an insight into the patient experience 

and of the issues raised with CHI are contained in appendix B. 

Patient expeience 

5.2 As with all patients being cared for when they are sick and vulnerable, it is 

important to treat each person as a whole. For this reason, the total holistic assessment 

of patients is critical to high quality individual care tailored to each patient's specific 

needs. The following sections are key elements (though not an exhaustive list) of total 

assessments which were reported to CHI by stakeholders. 

5.3 CHI examined in detail the experience of older patients admitted to the Gosport 

War Memorial Hospital between 1998 and 2001 and that of their relatives and carers. 
This was carried out in two ways. Firstly, stakeholders were invited, through local 

publicity, to make contact with CHI. The police also wrote to relatives who had 

expressed concern to them informing them of CHI's investigation. Views were invited 

in person, in writing, over the telephone and by questionnaire. A total of 36 patients 

and relatives contacted CHI during the investigation. 

5.4 Secondly, CHI made a number of observation visits, including at night, to 

Daedalus, Dryad and Sultan wards during the site visit week in January 2002. Some of 

the visits were unannounced. Mealtimes, staff handovers, ward rounds and medicine 

rounds were observed. 

Stakeholder views 

5.5 The term stakeholder is used by CHI to define a range of people that are affected 

by, or have an interest in, the services offered by an organisation. CHI heard of a 

range of both positive and less positive experiences, of the care of older people. The · 

most frequently raised concerns with CHI were: the use of medicines, the attitude of 

staff, continence management, the use of patients' own clothing, transfer 

arrangements between hospitals and nutrition and fluids. More detail on each of these 

areas is given below. 
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5.6 Relatives expressed concern around a perceived lack of nutrition and fluids as 
patients neared the end of their lives: "no water and fluids for last four days of life': 

Comments were also raised about unsuitable, unappetising food and patients being left 

to eat without assistance. A number of stakeholders commented on untouched food 

being cleared away without patients being given assistance to eat. 

5.7 Following comments by stakeholders, CHI reviewed the trust policy for nutrition 

and fluids. The trust conducted a trust wide audit of minimum nutritional standards 

between October 1997 and March 1998, as part of the five year national strategy 

Feeding People. The trust policy, Prevention and management of malnutrition (2000), 

included the designation of an appropriately trained lead person in each clinical area, 

who would organise training programmes for staff and improve documentation to 

ensure full compliance. The standards state: 

ll all patients must have a nutritional risk assessment on admission 

ill registered nurses must plan, implement and oversee nutritional care and refer to an 

appropriate professional as necessary 

il all staff must ensure that documented evidence supports the continuity of patient 

care and clinical practice 

11 all clinical areas should have a nominated nutritional representative who attends 

training/updates and is a resource for colleagues 

111!11 systems should be in place to ensure that staff have the required training to 

implement and monitor the Feeding People standards 

5.8 A second trust audit in 2000 concluded that, overall, the implementation of the 

Feeding People standards had been "very encouraging·: However, there were concerns 

about the lack of documentation and a sense of complacency as locally written 

protocols had not been produced throughout the service. 

5.9 CHI's review of recent case notes concluded that appropriate recording of patient 

intake and output was taking place. CHI was concerned that nurses appeared unable to 

make swallowing assessments out of hours; this could lead to delays in receiving 
nutrition over weekends, for example, when speech and language therapy staff were 

not available. 

5.10 Continence management is an important aspect of the care of older people, the 

underlying objective is to promote or sustain continence as part of the holistic 

management of care, this includes maintaining skin integrity (prevention of pressure 

sores). Where this is not possible, a range of options including catheterisation are 

available and it is imperative that these are discussed with patients, relatives and 

carers. Some stakeholders raised concerns regarding the 'automatic' catheterisation of 

patients on admission to the War Memorial. "They seem to catheterise everyone. My 

husband was not incontinent; the nurse said it was done mostly to save time". 

Relatives also spoke of patients waiting for long periods of time to be helped to the 

toilet or for help in using the commode. 

5.11 CHI's review of recent case notes found no evidence of inappropriate 

catheterisation of patients in recent months. 
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5.12 The use of pain relieving medicines and the use of syringe drivers to administer 

them was commented on by a number of relatives. One relative commented that her 

mother "certainly was not in pain prior to transfer to the War Memorial". Although a 

number of relatives confirmed that staff did speak to them before medication was 

delivered by a syringe driver, CHI also received comments that families would have 

liked more information: "Doctors should disclose all drugs, why [they are being used] 

and what the side effects are. There should be more honesty". 

5.13 Many relatives were distressed about patients who were not dressed in their own 

clothes, even when labelled clothes had been provided by their families. "They were 

never in their own clothes': Relatives also thought patients being dressed in other 

patients' clothes was a potential cross infection risk. The trust did apologise to families 

who had raised this as a complaint and explained the steps taken by wards to ensure 

patients were dressed in their own clothes. This is an important means by which 
patients' dignity can be maintained. 

5.14 Concern was expressed regarding the physical transfer of patients from one 

hospital to another. Amongst concerns were lengthy waits prior to transfer, inadequate 

do thing and covering during the journey and the methods used to transfer patients. 

One person described their relative as being "earned on nothing more than a sheet". 

CHI learnt that this instance was acknowledged by Portsmouth Healthcare NHS Trust, 
who sought an apology from the referring hospital, which did not have the 
appropriate equipment available. 

5.15 Though there were obvious concerns regarding the transfer of patients, during the 

period of the investigation, the Hampshire Ambulance Service NHS Trust, who were 

responsible for patient transfers between hospitals, received no complaints relating to 

the transfer of patients to and from the Gosport War Memorial Hospital. 

5.16 Comments about the attitude of staff ranged from the very positive "Everyone 

was so kind and caring towards him in both Daedalus and Dryad wards" and 

"I received such kindness and help from all the staff at all times" to the less positive 

"I was made to feel an inconvenience because we asked questions" and "I got the 

feeling she had dementia and her feelings didn't count" . 

Outcome of CHI observation work 

5.17 CHI spent time on Dryad, Sultan and Daedalus wards throughout the week of 

7 January 2002 to observe the environment in which care was given, the interactions 

between staff and patients and between staff. Ward staff were welcoming, friendly and 

open. Although CHI observed a range of good patient experiences this only provides a 

'snap shot' during the site visit and may not be fully representative. However, many of 

the positive aspects of patient care observed were confirmed by CHI's review of recent 

patient notes. 
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Ward environment 

5.18 All wards were built during the 1991 expansion of the hospital and are modem, 

welcoming and bright. This view was echoed by stakeholders, who were 

complimentary about the decor and patient surroundings. Wards were tidy, clean and 

fresh smelling. 

5.19 Day rooms are pleasant and Daedalus ward has direct access to a well designed 

garden suitable for wheelchair users. The garden is paved with a variety of different 

textures to enable patients to practice mobility. There is limited storage space in 

Daedalus and Dryad wards and, as a result, the corridors had become cluttere~ with 

equipment. This can be problematic for patients using walking aids. Daedalus ward 

has an attractive, separate single room for independent living assessment with its own 

sink and wardrobe. 

5.20 CHI saw staff address patients by name in a respectful and encouraging way and 

saw examples of staff helping patients with dressing and holding friendly 

conversations. The staff handovers observed were well conducted, held away from the 

main wards areas and relevant information about patient care was exchanged 

appropriately. 

5.21 :rvi:ealtimes were well organised with patients given a choice of menu options and 
portion size. Patients who needed help to eat and drink were given assistance. There 

appeared to be sufficient staff to serve meals, and to note when meals were not eaten. 
CHI did not observe any meals returned untouched. Healthcare support workers told 

CHI that they were responsible for making a note when meals were not eaten. 

5.22 There are day rooms where patients are able to watch the television and large 

print books, puzzles and current newspapers are provided. CHI saw little evidence of 

social activities taking place, although some patients did eat together in the day room. 

Bells to call assistance are situated by patients' beds, but are less accessible to patients 
in the day rooms. The wards have an activities coordinator, although the impact of 

this post has been limited. 

5.23 Daedalus ward has a communication book by each bed for patients and relatives 

to make comments about day to day care. This is a two way communication process 

which, for example, allows therapy staff to ask relatives for feedback on progress and 

enables relatives to ask for an appointment with the consultant. 

5.24 CHI observed two medicine rounds, both of which were conducted in an 

appropriate way with two members of staff jointly identifYing the patient and 
checking the prescription sheet. One member of staff handed out the medicines while 

the other oversaw the patients as medicines are taken. Medicines are safely stored on 

the wards in locked cupboards. 
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Communication with patients, relatives and carers 

The trust had an undated user involvement service development framework, which sets 

out the principles behind effective user involvement within the national policy 

framework described in the NHS Plan. It is unclear from the framework who was 

responsible for taking the work forward and within what time frame. Given the 

dissolution of the trust, a decision was taken not to establish a trust wide Patient Advice 

and Liaison Service (PALS), a requirement of the NHS Plan. However, work was started 

by the trust to look at a possible future PALS structure for the Fareham and Gosport PCT. 

The Health Advisory Service Standards for health and social care services for older 

people (2000) states that "each service should have a written information leaflet or 

guide for older people who use the service. There should be good information facilities 

in inpatient services for older people, their relatives and carers". CHI saw a number of 

separate information leaflets provided for patients and relatives during the site visit. 

The trust used patient surveys, given to patients on discharge, as part of its patient 

involvement framework, although the response rate was unknown. Issues raised by 

patients in completed surveys were addressed by action plans discussed at clinical 

managers meetings. Ward specific action plans were distributed to ward staff. CHI 

noted, for example, that as a result of patient comments regarding unacceptable ward 

temperatures, thermometers were purchased to address the problem. CHI could find no 

evidence to suggest that the findings from patient surveys were shared across the trust. 

Support towards the end of life 

Staff referred to the Wessex palliative care guidelines, which are used on the wards 

and address breaking bad news and communicating with the bereaved. Many clinical 

staff, at all levels spoke of the difficulty in managing patient and relative expectations 

following discharge from the acute sector. "They often painted a rosier picture than 

justified". Staff spoke of the closure of the Royal Haslar acute beds leading to increased 

pressure on Queen Alexandra and St Mary's hospitals to "discharge patients too 

quickly to Gosport War Memorial Hospital': Staff were aware of increased numbers of 

medically unstable patients being transferred in recent years. 

Both patients and relatives have access to a hospital chaplain, who has links to 

representatives of other faiths. The trust had a leaflet for relatives Because we care 

which talks about registering the death, bereavement and grieving. The hospital 

has a designated manager to assist relatives through the practical necessities 

following a death. 
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1. Relatives speaking to CHI had some serious concerns about the care their relatives received 
on Daedalus and Dryad wards between 1998 and 2001. The instances of concern expressed to 
CHI were at their highest in 1998. Fewer concerns were expressed regarding the quality of 
care received on Sultan ward. 

2. Based on CHI's observation work and review of recent case notes, CHI has no significant 
concerns regarding the standard of nursing care provided to the patients of Daedalus, Dryad 
and Sultan ward now. 

3. The ward environments and patient surroundings are good. 

4. Some notable steps had been taken on Daedalus ward to facilitate communication between 
patients and their relatives with ward staff. 

5. CHI was concerned, following the case note review, of the inability of any ward staff to 
undertake swallowing assessments as required. This is an area of potential risk for patients 
whose swallowing reflex may have been affected, for example, by a stroke. 

6. Opportunities for patients to engage in daytime activities in order to encourage 
orientation and promote confidence are limited. 

7. The trust had a strong theoretical commitment to patient and user involvement. 

8. There are systems in place to support patients and relatives towards the end of the 
patient's life and following bereavement. 

1. All patient complaints and comments, both informal and formal, should be used at ward 
level to improve patient care. The Fareham and Gosport PCT and East Hampshire PCT must 
ensure a mechanism is in place to ensure that shared learning is disseminated amongst all 
staff caring for older people. 

2. Fareham and Gosport PCT should lead an initiative to ensure that relevant staff are 
appropriately trained to undertake swallowing assessments to ensure that there are no delays 
out of hours. 

3. Daytime activities for patients should be increased. The role of the activities coordinator 
should be revised and clarified, with input from patients, relatives and all therapists in order 
that activities complement therapy goals. 

4. The Fareham and Gosport PCT must ensure that all local continence management. nutrition 
and hydration practices are in line with the national standards set out in the Essence of Care 
guidelines. 

5. Within the framework of the new PALS, the Fare ham and Gosport PCT should, as a priority, 
consult with user groups and consider reviewing specialist advice from national support and 
patient groups, to determine the best way to improve communication with older patients and 
their relatives and carers. 
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6 Staffing arrangements and 
responsibility for patient 
care 

Responsibility for patient care 

6.1 Patient care on Daedalus and Dryad wards at Gosport War Memorial Hospital for 

the period of the CHI investigation was provided by consultant led teams. A 

multidisciplinary, multiprofessional team of appropriately trained staff best meets the 

complex needs of these vulnerable patients. This ensures that the total needs of the 

patient are considered and are reflected in a care plan, which is discussed with the 

patient and their relatives and is understood by every member of the team. 

Medical responsibility 

6.2 For the period covered by the CHI investigation, medical responsibility for the care 

of older people in Daedalus and Dryad wards lay with the named consultant of each 

patient. This is still the case today. All patients on both wards are admitted under the 

care of a consultant. Since 1995, there has been a lead consultant for the department 

of medicine for elderly people who held a two session contract (one session equates to 

half a day per week) for undertaking lead consultant responsibilities. These 

responsibilities included overall management of the department and the development 

of departmental objectives. The lead consultant is not responsible for the clinical 

practice of individual doctors. The post holder does not undertake any clinical sessions 

on the War Memorial site. The job description for the post, outlines 12 functions and 

states that the post is a major challenge for "a very part time role". 

6.3 Since 2000, two department of elderly medicine consultants provide a total of 10 

sessions of consultant cover on Dryad and Daedalus wards per week. Since September 

2000, day to day medical support has been provided by a staff grade physician who 

was supervised by both consultants. Until July 2000, a clinical assistant provided 

additional medical support. Both consultants currently undertake a weekly ward round 

with the staff grade doctor. In 1998, there was a fortnightly ward round on Daedalus 

ward. On Dryad, ward rounds were scheduled fortnightly, though occurred less 

frequently. 

6.4 CHI feels that the staff grade post is a pivotal, potentially isolated post, due to the 

distance of Gosport War Memorial Hospital from the main department of medicine for 

elderly people based at Queen Alexandra Hospital, no full time support from medical 

colleagues on the wards and a difficulty in attending departmental meetings. In 2001, 

the trust identified the risk of professional isolation and lack of support at Gosport 

War Memorial Hospital as a reason not to appoint a locum consultant. 
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Figure 6.1 Line management accountabilities 

I Trust medical director I 

Lead consultant, medicine for 
elderly people 

Dryad, Consultant Daedalus, Consultant 
medicine for medicine for Sultan, GP led 

elderly people elderly people 

I I 
Until July 2000 clinical assistant with five sessions 

Since September 2000 full time staff grade doctor 

Out of hours Spm- llpm- local GP 
practice llpm- 8.30am Healthcall 

(*---------------this line indicates managerial accountability and not clinical accountability) 

General practice role and accountability 

6.5 Local GPs worked at the Gosport War Memorial Hospital in three capacities during 

the period under investigation: as clinical assistants employed by the trust, as the 

clinicians admitting and caring for patients on the GP ward (Sultan) and as providers 

of out of hours medical support to all patients on each of the three wards. 

Clinical assistant role 

6.6 Clinical assistants are usually GPs employed and paid by. trusts, largely on a part 

time basis, to provide medical support on hospital wards. Clinical assistants have been 

a feature of community hospitals within the NHS for a number of years. Portsmouth 

Healthcare NHS Trust employed a number of such GPs in this capacity in each of their 

community hospitals. Clinical assistants work as part of a consultant led team and 

have the same responsibilities as hospital doctors to prescribe medication, write in the 

medical record and complete death certificates. Clinical assistants should be 

accountable to a named consultant. 
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6. 7 From 1994 until the resignation of the post holder in July 2000, a clinical assistant 

was employed for five sessions at the Gosport War Memorial Hospital. The fees for this 

post were in line with national rates. The job description clearly states that the clinical 

assistant was accountable to "named consultant physicians in geriatric medicine': The 

post holder was responsible for arranging cover for annual leave and any sickness 

absence with practice partners. The trust and the practice partners did not have a 

contract for this work. The job description does state that the post is subject to the 

terms and conditions of hospital medical and dental staff. Therefore, any concerns 

over the performance of any relevant staff could be pursued through the trust's 

disciplinary processes. CHI could find no evidence to suggest that this option was 

considered at the time of the initial police investigation in 1998. 

Appraisal and supervision of clinical assistants 

6.8 CHI is not aware of any trust systems in place to monitor or appraise the 

performance of clinical assistants in 1998. This lack of monitoring is still common 

practice within the NHS. The consultants admitting patients to Dryad and'Daedalus 

wards, to whom the clinical assistant was accountable, had no system for supervising. 

the practice of the clinical assistant, including any review of prescribing. CHI found no 

evidence of any formal lines of communication regarding policy development, 

guidelines and workload. Staff interviewed commented on the long working hours of 

the clinical assistant, in excess of the five contracted sessions. 

6.9 CHI is aware of work by the Department of Health on GP appraisal which will 

cover GPs working as clinical assistants and further work to develop guidance on 

disciplinary procedures. 

Sultan ward 

6.10 Medical responsibility for patients on Sultan ward lay with the admitting GP 

throughout the period of the CHI investigation. The trust issued admitting GPs with a 

contract for working on trust premises, which clearly states "you will take full clinical 

responsibility for the patients under your care': CHI was told that GPs visit their 

patients regularly as well as when requested by nursing staff. This is a common 

arrangement in community hospitals throughout the NHS. GPs had no medical 

accountablity framework within the trust. 

6.11 GPs managing their own patients on Sultan ward could be subject to the health 

authority's voluntary process for dealing with doctors whose performance is giving 

cause for concern. However, this procedure can only be used in regard to their work as 

a GP, and not any contracted work performed in the trust as a clinical assistant. Again, 

this arrangement is common throughout the NHS. 
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Out of hours cover provided by GPs 

6.12 Between the hours of 8.30am and S.OOpm on weekdays, hospital doctors employed 

by the trust manage the care of all patients on Dryad and Daedalus wards. Out of hours 

medical cover, including weekends and bank holidays, is provided by a local GP 

practice from 5.00pm to 11.00pm, after which, between 11.00pm and 8.30am, nursing 

staff call on either the patient's practice or Healthcall, a local deputising service for 

medical input. If an urgent situation occurs out of hours, staff call 999 for assistance. 

6.13 Some staff interviewed by CHI expressed concern about long waits for the 

deputising service, CHI heard that waiting times for Healthcall to attend a patient 

could sometimes take between three and five hours. However, evidence provided by 

Healthcall contradicts this. Nurses expressed concern over Healthcall GPs' reluctance 

to 'interfere' with the prescribing of admitting GPs on Sultan and Dryad wards. The 

contract with Healthca11 is managed by a local practice. 

Appraisal of hospital medical staff 

6.14 Since April 2000, all NHS employers have been contractually required to carry out 

annual appraisals, covering both clinical and non clinical aspects of their jobs. All 

doctors interviewed by CHI who currently work for the trust, including the medical 

director, who works five sessions in the department of medicine for elderly people, have 

regular appraisals. Those appraising the work of other doctors have been trained to do so. 

Nursing responsibility 

6.15 All qualified nurses are personally accountable for their own clinical practice. 

Their managers are responsible for implementing systems and environments that 

promote high quality nursing care. 

6.16 On each ward, a G grade clinical manager, who reports to a senior H grade nurse, 

manages the ward nurses. The H grade nurse covers all wards caring for older people and 

was managed by the general manager for the Fareham and Gosport division. The general 

manager reported to both the director of nursing and the operations director. An 

accountability structure such as this is not unusual in a community hospital. The director of 

nursing was ultimately accountable for the standard of nursing practice within the hospital. 

Nursing supervision 

6.17 Clinical supervision for nurses was recommended by the United Kingdom Central 

Council in 1996 and again in the national nursing strategy, Making a difference, in 

1999. It is a system through which qualified nurses can maintain lifelong development 

and enhancement of their professional skills through reflection, exploration of practice 

and identification of issues that need to be addressed. Clinical supervision is not a 
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managerial activity, but provides an opportunity to reflect and improve on practice in 

a non judgemental environment. Clinical supervision is a key factor in professional 

self regulation. 

6.18 The trust has been working to adopt a model of clinical supervision for nurses for 

a number of years and received initial assistance from the Royal College of Nursing to 

develop the processes. As part of the trust's clinical nursing development programme, 

which ran between January 1999 and December 2000, nurses caring for older people 

were identified to lead the development of clinical supervision on the wards. 

6.19 Many of the nurses interviewed valued the principles of reflective practice as a 

way in which to improve their own skills and care of patients. The H grade senior 

nurse coordinator post, appointed in November 2000, was a specific trust response to 

an acknowledged lack of nursing leadership at the Gosport War Memorial Hospital. 

Tea mworki ng 

6.20 Caring for older people involves input from many professionals who must 

coordinate their work around the needs of the patient. Good teamwork provides the 

cornerstone of high quality care for those with complex needs. Staff interviewed by CHI 

spoke of teamwork, although in several instances this was uniprofessional, for example 

a nursing team. CHI observed a multidisciplinary team meeting on Daedalus ward, 

which was attended by a consultant, a senior ward nurse, a physiotherapist and an 

occupational therapist. No junior staff were present. Hospital staff described input from 

social services as good when available, though this was not always the case. 

6.21 Regular ward meetings are held on Sultan and Daedalus wards. Arrangements are 

less clear on Dryad ward, possibly due to the long term sickness of senior ward staff. 

6.22 Arrangements for multidisciplinary team meetings on Dryad and Sultan wards 

are less well established. Occupational therapy staff reported some progress towards 

multidisciplinary goal setting for patients, but were hopeful of further development. 

Allied health professional structures 
6.23 Allied health professionals are a group of staff which include occupational therapists, 

dieticians, speech and language therapists and physiotherapists. The occupational therapy 

structure is in transition from a traditional site based service to a defined clinical specialty 

service (such as stroke rehabilitation) in the locality. Staff explained that this system 

enables the use of specialist clinical skills and ensures continuity of care of patients, as 

one occupational therapist follows the patient throughout hospital admission(s) and at 

home. Occupational therapists talking to CHI described a good supervision structure, with 

supervision contracts and performance deveiopment plans in place. 

6.24 Physiotherapy services are based within the hospital. The physiotherapy team sees 

patients from admission right through to home treatment. Physiotherapists described 

good levels of training and supervision and involvement in Daedalus ward's 

multidisciplinary team meetings. 
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6.25 Speech and language therapists also reported participation in multidisciplinary 

team meetings on Daedalus ward. Examples were given to CHI of well developed in 

service training opportunities and professional development, such as discussion groups 

and clinical observation groups. 

6.26 The staffing structure in dietetics consists of one full time dietitian based at 

St James Hospital. Each ward has a nurse with lead nutrition responsibilities able to 

advise colleagues. 

Workforce and service planning 

6.27 In November 2000, in preparation for the change of use of beds in Dryad and 

Daedalus wards from continuing care to intermediate care, the trust undertook an 

undated resource requirement analysis and identified three risk issues: 

lllll consultant cover 

Ill medical risk with a change in patient group and the likelihood of more patients 

requiring specialist intervention. The trust believed that the introduction of 

automated defibrillators would go some way to resolve this. The paper also spoke 

of "the need for clear protocols ... within which medical cover can be obtained out of 

hours" 

11 the trust identified a course for qualified nursing staff, ALERT, which demonstrates 

a technique for quickly assessing any changes in a patients condition in order to 

provide an early warning of any deterioration 

6.28 Despite this preparation, several members of staff expressed concern to CHI 

regarding the complex needs of many patients cared for at the Gosport War Memorial 

Hospital and spoke of a system under pressure due to nurse shortages and high sickness 

levels. Concerns were raised formally with the trust in early 2000 around the increased 

workload and complexity of patients. This was acknowledged in a letter by the medical 

director. CHI found no evidence of a systematic attempt to review or seek solutions to 

the evolving casemix, though a full time staff grade doctor was in post by September 

2002 to replace and increase the-previous five sessions of clinical assistant cover. 

Access to specialist advice 

6.29 Older patients are admitted to Gosport War Memorial Hospital with a wide variety 

of physical and mental health conditions, such as strokes, cancers and dementia. Staff 

demonstrated good examples of systems in place to access expert opinion and 

assistance. 

6.30 There are supportive links with palliative care consultants, consultant 

psychiatrists and oncologists. The lead consultant for elderly mental health reported 

close links with the three wards, with patients either given support on the ward or 

transfer to an elderly mental health bed. There are plans for a nursing rotation 
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programme between the elderly medicine and elderly mental health wards. Staff spoke 

of strong links with the local hospice and Macmillan nurses. Nurses gave recent 

examples of joint training events with the hospice. 

6.31 CHI's audit of recent case notes indicated that robust systems are in place for both 

specialist medical advice and therapeutic support. 

Staff welfare 
6.32 Since its creation in 1994, the trust developed as a caring employer, demonstrated 

by support for further education, flexible working hours and a ground breaking 

domestic Violence policy that has won national recognition. The hospital was awarded 

Investors in People status in 1998. Both trust management and staff side 

representatives talking to CHI spoke of a constructive and supportive relationship. 

6.33 However, many staff, at alUevels in the organisation, spoke of the stress and low 

morale caused by the series of police investigations and the referrals to the General 

Medical Council, the United Kingdom Central Council and the CHI investigation. Trust 

managers told CHI they encouraged staff to use the trust's counselling service and 

support sessions for staff were organised. Not all staff speaking to CHI considered that 

they had been supported by the trust, particularly those working at a junior level, 

"I don't feel I've had the support I should have had before and during the police 

investigation - others feel the same': 

Staff communication 
6.34 Most staff interviewed by CHI spoke of good internal communications, and were 

well informed about the transfer of services to PCTs. The trust used newsletters to 

inform staff of key developments. An intranet is being developed by the Fareham and 

Gosport PCT to facilitate communication with staff. 

1. Portsmouth Healthcare NHS Trust did not have any systems in place to monitor and 
appraise the performance of clinical assistants. There were no arrangements in place for the 
adequate supervision of the clinical assistant working on Daedalus and Dryad wards. lt was 
not made clear to CHI how GPs working as clinical assistants and admitting patients to Sultan 
wards are included in the development of trust procedures and clinical governance 
arrangements. 

2. There are now clear accountability and supervisory arrangements in place for trust doctors, 
nurses and allied health professional staff. Currently, there is effective nursing leadership on 
Daedalus and Sultan wards, this is less evident on Dryad ward. CHI was concerned regarding 
the potential for professional isolation of the staff grade doctor. 

3. Systems are now in place to ensure that appropriate specialist medical and therapeutic 
advice is available for patients. Some good progress has been made towards multidisciplinary 
team working which should be developed. 
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4. There was a planned approach to the service development in advance of the change in use 
of beds in 2000. The increasing dependency of patients and resulting pressure on the service, 
whilst recognised by the trust, was neither monitored nor reviewed as the changes were 
implemented and the service developed. · 

5. Portsmouth Healthcare NHS Trust should be congratulated for its progress towards a 
culture of reflective nursing practice. 

6. The trust has a strong staff focus, with some notable examples of good practice. Despite 
this, CHI found evidence to suggest that not all staff felt adequately supported during the 
police and other recent investigations. 

7. Out of hours medical cover for the three wards out of hours is problematic and does not 
reflect current levels of patient dependency. 

8. There are systems in place to support patients and relatives towards the end of the 
patient's life and following bereavement. 

1. The Fareham and Gosport PCT should develop local guidance for GPs working as clinical 
assistants. This should address supervision and appraisal arrangemnts, clinical governance 
responsibilities and trianing needs. 

2. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards should be 
reviewed. The deputising service and PCTs must work towards an out of hours contract which 
sets out a shared philosophy of care, waiting time standards, adequate payment and a 
disciplinary framework. 

3. Fareham and Gosport PCT and East Hampshire PCT should ensure that appropriate patients 
are being admitted to the Gosport War Memorial Hospital with appropriate levels of support. 

4. The Fareham and Gosport PCT should ensure that arrangements are in place to ensure 
strong, long term nursing leadership on all wards. 

5. Both PCTs must find ways to continue the staff communication developments made by the 
Portsmouth Healthcare NHS Trust. 
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7.1 A total of 129 complaints were made regarding the provision of elderly medicine 

since 1 April 1997. These complaints include care provided in other community 

hospitals as well as that received on the acute wards of St Mary's and Queen 

Alexandra hospitals. CHI was told that the three wards at Gosport War Memorial 

Hospital had received over 400 letters of thanks during the same period. 

7.2 Ten complaints were made surrounding the care and treatment of patients on 

Dryad, Daedalus and Sultan wards between 1998 and 2002. A number raised concerns 

regarding the use of medicines, especially the levels of sedation administered prior to 

death, the use of syringe drivers and communication with relatives. Three complaints in 

the last five months of 1998 expressed concern regarding pain management, the use of 

diamorphine and levels of sedation. The clinical care, including a review of prescription 

charts, of two of these three patients, was considered by the police expert witnesses. 

Externa I review of eo m pia i nts 

7.3 One complaint was referred to the Health Services Commissioner (Ombudsman) in 

May 2000. The medical adviser found that the choice of pain relieving drugs was 

appropriate in terms of medicines, doses and administration. A complaint in January 

2000 was referred to an independent review panel, which found that drug doses, 

though high, were appropriate, as was the clinical management of the patient. 

Although the external assessment of these two complaints revealed no serious clinical 

concerns, both the Health Services Commissioner and the review panel commented on 

the need for the trust to improve its communication with relatives towards the end of 

a patient's life. 

Complaint handling 

7.4 The trust had a policy for handling patient related complaints produced in 1997 
and reviewed in 2000, based on national guidance Complaints: guidance on the 

implementation of the NHS complaints procedure. A leaflet for patients detailing the 

various stages of the complaints procedure was produced, which indicated the right to 

request an independent review if matters were not satisfactorily resolved together with 

the address of the Health Service Commissioner. This leaflet was not freely available 

on the wards during CHI's visit. 
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7.5 Both the trust and the local community health council (CHC) described a good 

working relationship. The CHC regretted, however, that their resources since November 

2000 had prevented them from offering the level of advice and active support to trust 

complainants they would have wished. The CHC did continue to support complainants 

who had contacted them before November 2000. New contacts were provided with a 

"self help" pack. 

7.6 CHI found that letters to complainants in response to their complaints did not always 

include an explanation of the independent review stage, although this is outlined in the 

leaflet mentioned above, which is sent to complainants earlier in the process. The 2000 

update of the complaints policy stated that audit standards for complaints handling were 

good with atleast 800fo of complainants satisfied with complaint handling and lOOOfo of 

complaints resolved within national performance targets. The chief executive responded 

to all written complaints. Staff interviewed by CHI valued the chief executive's personal 

involvement in complaint resolution and correspondence. Letters to patients and relatives 

sent by the trust reviewed by CHI were thorough and sensitive. The trust adopted an open 

response to complaints and apologised for any ~hortcomings in its services. 

7.7 Once the police became involved in the initial complaint in 1998, the trust ceased 

its internal investigation processes. CHI found no evidence in agendas and minutes 

that the trust board were formally made aware of police involvement. Senior trust 

managers told CHI that the trust would have commissioned a full internal 

investigation without question if the police investigation had not begun. In CHI's view, 

police involvement did not preclude full internal clinical investigation. CHI was told 

that neither the doctor nor portering staff involved in the care and transfer of the 

patient whose care was the subject of the initial police investigation were asked for 

statements during the initial complaint investigation. 

Trust learning regarding prescribing 

7.8 Action was taken to develop and improve trust policies around prescribing and 

pain management (as detailed in chapter 4). In addition, CHI learnt that external 

clinical advice sought by Portsmouth Healthcare NHS Trust in September 1999, during 

the course of a complaint resolution, suggested that the prescribing of diamorphine 

with dose ranges from 20mg to 200mg a day was poor practice and "could indeed lead 

to a serious pmblem·: This comment was made by the external clinical assessor in 

regard to a patient given doses ranging from 20mg to 40mg per day. 

7.9 Portsmouth Healthcare NHS Trust correspondence states that there was an agreed 

protocol for the prescription of diamorphine for a syringe driver with doses ranging 

between 20mg and 200mg a day. CHI understands this protocol to be the Wessex 

guidelines. Further correspondence in October 1999, indicated that a doctor working on 

the wards requested a trust policy on the prescribing of opiates in community hospitals. 
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7.10 A draft protocol for the prescription and administration of diamorphine by 

subcutaneous infusion was piloted on Dryad ward in 1999 and discussed at the trust's 

Medicines and Prescribing Committee in February and April 2000 following consultation 

with palliative care consultants. This guidance was eventually incorporated into the joint 

Portsmouth Healthcare NHS Trust and Portsmouth Hospitals NHS Trust policy for the 

assessment and management of pain which was introduced in April 2001. 

Other trust lessons 

7.11 Lessons around issues other than prescribing have been learnt by the trust, 

though the workshop to draw together this learning was not held until early 2001 

when the themes discussed were communication with relatives, staff attitudes and 

fluids and nutrition. Action taken by the trust since the series of complaints in 1998 

are as follows: 

!Ill an increase in the frequency of consultant ward rounds on Daedalus ward, from 

fortnightly to weekly from February 1999 

il the appointment of a full time staff grade doctor in September 2000 which 
increased medical cover following the resignation of the clinical assistant 

lill piloting pain management charts and prescribing guidance approved in April 2001. 

Nursing documentation is currently under review, with nurse input 

ll!l one additional consultant session began in 2000, following a district wide initiative 

with local PCGs around intermediate care 

11 nursing documentation now clearly identifies prime family contacts and next of 

kin information to ensure appropriate communication with relatives 

Ill all conversations with families are now documented in the medical record. CHI's 

review of recent anonymised case notes demonstrated frequent and clear 
communication between relatives and clinical staff 

7.12 Comments recorded in this workshop were echoed by staff interviewed by CHI, 

such as the difficultly in building a rapport with relatives when patients die a few days 

after transfer, the rising expectations of relatives and the lack of control Gosport War 

Memorial staff have over information provided to patients and relatives prior to 

transfer regarding longer term prognosis. 

Monitoring and trend identification 

7.13 A key action identified in the 2000/2001 clinical governance action plan was a 

strengthening of trust systems to ensure that actions following complaints were 

implemented. Until the dissolution of Portsmouth Health care NHS Trust, actions were 

monitored through the divisional review process, the clinical governance panel and 

trust board. A trust database was introduced in 1999 to record and track complaint 

trends. An investigations officer was also appointed in order to improve factfinding 

behind complaints. This has improved the quality of complaint responses. 
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1. The police investigation, the review of the Health Service Commissioner, the independent 
review panel and the trust's own pharmacy data did not provide the trigger for the trust to 
undertake an review of prescribing practices. The trust should have responded earlier to 
concerns expressed around levels of sedation which it was aware of in late 1998. 

2. Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a result 
of patient complaints, including increased medical staffing levels and improved processes for 
communication with relatives, though this learning was not consolidated until 2001. CHI saw 
no evidence to suggest that the impact of these changes had been robustly monitored and 
reviewed. 

3. Though Portsmouth Healthcare NHS Trust did begin to develop a protocol for the 
prescription and administration of diamorphine by syringe driver in 1999, the delay in 
finalising this protocol in April 2001, as part of the policy for the assessment and 
management of pain, was unacceptable. 

4. There has been some, but not comprehensive; training of all staff in handling patient 
complaints and communicating with patients and carers. 

1. The Department of Health should work with the Association of Chief Police Officers and 
CHI to develop a protocol for sharing information regarding patient safety and potential 
systems failures within the NHS as early as possible. 

2. Fareham and Gosport PCT and East Hampshire PCT should ensure that the learning and 
monitoring of action arising from complaints undertaken through the Portsmouth Healthcare 
NHS Trust quarterly divisional performance management system is maintained under the new 
PCT management arrangements. 

3. Both PCTs involved in the provision of care for older people should ensure that all staff 
working on Dryad, Daedalus and Sultan wards who have not attended customer care and 
complaints training events do so. Any new training programmes should be developed with 
patients, relatives and staff to ensure that current concerns and the particular needs of the 
bereaved are addressed. 

38 INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 



GMC100829-0477 

8 Clinical governance 

Introduction 

8.1 Clinical governance is about making sure that health services have systems in 

place to provide patients with high standards of care. The Department of Health 

document A First Class Service defines clinical governance as "a framework through 

which NHS organisations are accountable for continuously improving the quality of 

their services and safeguarding high standards of care by creating an environment in 

which excellence in clinical care will flourish". 

8.2 CHl has not conducted a clinical governance review of the Portsmouth Health care 

NHS Trust but has looked at how trust clinical governance systems supported the 

delivery of continuing and rehabilitative inpatient care for older people at the Gosport 

War Memorial Hospital. This chapter sets out the framework and structure adopted by 

the trust between 1998 and 2002 to deliver the clinical governance agenda and details 

those areas most relevant to the terms of reference for this investigation: risk 

management and the systems in place to enable staff to raise concerns. 

Clinical governance structures 

8.3 The trust reacted swiftly to the principles of clinical governance outlined by the 

Department of Health in A First Class Service by devising an appropriate management 

framework. In September 1998, a paper outlining how the trust planned to develop a 

system for clinical governance was shared widely across the trust and aimed to 

include as many staff as possible. Most staff interviewed by CHI were aware of the 

principles of clinical governance and were able to demonstrate how it related to them 

in their individual roles. Understanding of some specific aspects, particularly risk 

management and audit, was patchy. 

8.4 The medical director took lead responsibility for clinical governance and chaired 

the clinical governance panel, a sub committee of the trust board. A clinical 

governance reference group, whose membership included representatives from each 

clinical service, professional group, non executive directors and the chair of the 

community health council, supported the clinical governance panel. Each clinical 

service also had its own clinical governance committee. This structure had been 

designed to enable each service to take clinical governance forward into whichever 

PCT it found itself in after April 2002. Since February 2000, the trust used the 

divisional review process to monitor clinical governance developments. 
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8.5 The service specific clinical governance committees were led by a designated 

clinician and included wide clinical and professional representation. Baseline 

assessments were carried out in each specialty and responsive action plans produced. 

The medical director and clinical governance manager attended divisional review 

meetings and reported key issues back to the clinical governance panel. 

8.6 District Audit carried out an audit of the trust's clinical governance arrangements 

in 1998/1999. The report, dated December 1999, states that the trust had fully 

complied with requirements to establish a framework for clinical governance. The 

report also referred to the trust's document, Improving quality - steps towards a first 
class service, Which was described as "of a high standard and reflected a sound 

understanding of clinical governance and quality assurance". 

8.7 Whilst commenting favourably on the framework, the District Audit review also 

noted the following: 

11 the process for gathering user views should be more focused and the process 

strengthened 

imll the trust needed to ensure that in some areas, strategy, policy and procedure is fed 

back to staff and results in changed/improved practice. Published protocols were 
not always implemented by staff; results of clinical audit were not always 

implemented and reaudited; lessons learnt from complaints and incidents not 

always used to change practice and that research and development did not always 

lead to change in practice 

!illl more work needed to be done with clinical staff on openness and the support of 

staff alerting senior management of poor performance 

8.8 Following the review, the trust drew up a trust wide action plan (December 1999) 

which focused on widening the involvement and feedback from nursing, clinical and 

support staff regarding trust protocols and procedure~, and on making greater use of 

research and development, clinical audit, complaints, incidents and user views to lead 

to changes in practice. CHI was told of a link nurse programme to take elements of 

this work forward . 

Risk management 

8.9 A trust risk management group was established in 1995 to develop and oversee the 

implementation of the trust's risk management strategy, to provide a forum in which 

risks could be evaluated and prioritised and to monitor the effectiveness of actions 

taken to manage risks. The group had links with other trust groups such as the clinical 

and service audit group, the board and the nursing clinical governance committee. 

Originally the finance director had joint responsibility for strategic risk with the 

quality manager; this was changed in the 2000/2003 strategy when the medical 

director became the designated lead for clinical risk. The trust achieved the clinical 

negligence scheme for trusts (CNST) level one in 1999. A decision was taken not to 

pursue the level two standard assessment due to dissolution of the trust in 2002. 
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8.10 The trust introduced an operational policy for recording and reviewing risk events 

in 1994. New reporting forms were introduced in April 2000 following a review of the 

assessment systems for clinical and non clinical risk. The same trust policy was used to 

report clinical and non clinical risks and accidents. All events were recorded in the 

trust's risk event database (CAREKEY). This reporting system was also used for near 
misses and medication errors. Nursing and support staff interviewed demonstrated a 

good knowledge of the risk reporting system, although CHI was less confident that 

medical staff regularly identified and reported risks. CHI was told that risk forms were 

regularly submitted by wards in the event of staff shortages. Staff shortage was not 

one of the trust's risk event definitions. 

8.11 The clinical governance development plan for 2001/2002 stated that the focus for 

risk management in 2000/2001 was the safe transfer of services to successor 

organisations, with the active involvement of PCTs and PCGs in the trust's risk 

management group. Meetings were held with each successor organisation to agree 

future arrangements for areas such as risk event reporting, health and safety, infection 
control and medicines management. 

Raising concerns 

8.12 The trust had a whistle blowing policy dated February 2001. The Public Interest 

Disclosure Act became law in July 1999. The policy sets out the process staff should 
follow if they wished to raise a concern about the care or safety of a patient "that 

cannot be resolved by the appropriate procedure". NHS guidance requires systems to 

enable concerns to be raised outside the usual management chain. Most staff 
interviewed were clear about how to raise concerns within their own line management 

structure and were largely confident of receiving support and an appropriate response. 

Fewer staff were aware of the trust's whistle blowing policy. 

Clinical audit 

8.13 CHI was given no positive examples of changes in patient care or prescribing as a 

result of clinical audit outcomes. Despite a great deal of work on revising and creating 

policies to support good prescribing and pain management, there was no planned audit of 

outcome. 

8.14 CHI was made aware of two trust audits of medicines since 1998. In 1999, a 

review of the use of neuroleptic medicines, which includes tranquillisers such as 

haloperidol, within all trust elderly care continuing care wards concluded that 

neuroleptic medicines were not being over prescribed. The same review revealed "the 

weekly medical review of medication was not necessarily recorded in the medical 

notes". The findings of this audit and the accompanying action plan, which included 

guidance on completing the prescripti'on chart correctly, was circulated to all staff on 

Daedalus and Dryad wards. A copy was not sent to Sultan ward. There was a reaudit 

in late 2001 which concluded that overall use of neuroleptic medicines in continuing 

care wards remained appropriate. 
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8.15 More recently, the Fareham and Gosport PCT has undertaken a basic audit based 

on the prescription sheets and medical records of patients cared for on Sultan, Dryad 

and Daedalus wards during two weeks in June 2002. The trust concluded "that the 

current prescriping of opiates, mqjor tranquilisers and hyocine was within British 

National Formulary guidelines." No patients were prescribed midazolam during the 

audit timeframe. 

1. The trust responded proactively to the clinical governance agenda and had a robust 
framework in place with strong corporate leadership. 

2. Although, a system was in place to record risk events, understanding of clinical risk was not 
universal. The trust had a whistle blowing policy, but not all staff were aware of it. The policy 
did not make it sufficiently clear that staff could raise concerns outside of the usual 
management channels if they wished. 

1. The Fareham and Gosport PCT and East Hampshire PCT must fully embrace the clinical 
governance developments made and direction set by the trust. 

2. All staff must be made aware that the completion of risk and incident reports is a 
requirement for all staff. Training must be put in place to reinforce the need for rigorous risk 
management. 

3. Clinical governance systems must be put in place to regularly identify and monitor trends 
revealed by risk reports and to ensure that appropriate action is taken. 

4. The Fareham and Gosport PCT and East Hampshire PCT should consider a revision of their 
whistle blowing policies to make it clear that concerns may be raised outside of normal 
management channels. 
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APPENDIX A 

Documents reviewed by CHI and/or 
referred to in the report 
A) NATIONAL DOCUMENTS 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

Modern Standards and Service Models, Older People, National Setvice Framework for 
Older People, Department of Health, March 2001 

'Measuring disability a critical analysis of the Barthel Index', British Journal of Therapy 
and Rehabilitation, April 2000, Vol 7, No 4 

The Public Interest Disclosure Act 1998 - whistleblowing in the NHS, NHS Executive, 
August 1999 

Guidelines for the administration of medicines, (including press statement) United 
Kingdom Central Council for Nursing, Midwifery and Health Visiting, October 2000 

Extension of independent nursing prescribing, items prescribable by nurses under the 
extended scheme, Department of Health, February 2002 

Essence of Care: patient-focused benchmarking for healthcare practitioners, Department 
of Health, February 2001 

Caring for older people: A nursing priority, integrated knowledge, practice and values, 
The nursing and midwifery advisory committee, March 2001 

British National Formulary 41, British Medical Association, Royal Pharmaceutical Society 
of Great Britiain, 2001 

Consent - What you have a right to expect: a guide for relatives and carers, 
Department of Health, July 2001 

. Making a Difference, strengthening the nursing, midwifery and health visiting 
contribution to health and healthcare, Summary, The Department for Health, July 1999 

Improving Working Lives Standard, NHS employers commited to improving the 
working lives of people who work in the NHS, Department of Health, September 2000 

The NHS plan, a plan for investment, a plan for reform, Chapter 15, dignity, security and 
independence in old age, The Department of Health, July 2000 

Standards for health and social care services for older people, The Health Advisory 
Setvice 2000, May 2000 

Reforming the NHS Complaints Procedure: a listening document, The Department of 
Health, September 2001 

B) DOCUMENTS RELATING TO PORTSMOUTH HEALTHCARE NHS TRUST 

1. Our work, our values - a guide to Portsmouth Healthcare NHS Trust, Portsmouth 
Healthcare NHS Trust, undated 

2. Annual reports, Portsmouth Healthcare NHS Trust, 2000-2001, 2000, 1998-1999 

3. Local health, local decisions - proposals for the transfer of management responsibility 
for local health services in Portsmouth and south east Hampshire from Portsmouth 
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Healthcare NHS Trust to local Primary Care Trusts and West Hampshire NHS Trust, 
South East regional office, Isle of Wight, Portsmouth and South East Hampshire Health 
Authority and Southampton and South West Hampshire Health Authority, September 2001 

4. Dissolution project proposal, Portsmouth Healthcare Trust, undated 

5. Trust dissolution: summary of meeting to agree the future management arrangements 
for risk and clinical governance systems and groups, Portsmouth Healthcare NHS Trust, 
1 November 2001 

6. Looking forward ... the next five years 1995-2000, Portsmouth Healthcare NHS Trust, 
September 1994 

7. Business plans 2000-2001, 1999-2000, 1998-1999, 1997-1998, Portsmouth Healthcare 
NHS Trust 

8. Health improvement programme 2000-2003, Portsmouth and south east Hampshire, Isle 
of Wight, Portsmouth and South East Hampshire, April 2000 

9. Fareham health improvement programme 2000-2002, Fareham and Gosport Primary 
Care Groups, undated 

10. A report on a future Patient Advice Liaison Service for Fareham Et Gosport Primary 
Care Trust, Portsmouth Healthcare NHS Trust, November 2001 

11. Gosport War Memorial Patient Survey results, Portsmouth Healthcare NHS Trust, 
November 2001, October 2001, July 2001. 

12. 2001/2002 Services and Financial Framework (SAFF) cost and service pressures, 
Portsmouth Healthcare NHS Trust, undated 

13. Gosport War Memorial Hospital outpatient clinics rota, 9 July 2001 

14. User involvement in service development: A framework, Portsmouth Healthcare NHS 
Trust, undated 

15. Isle of Wight, Portsmouth Et South East Hampshire Health Authority joint investment 
plan for older people 2001-2002, Isle ofWight, Portsmouth Et South East Hampshire 
Health Authority, undated 

16. Portsmouth Healthcare NHS Trust, trust board agendas and strategic briefing documents: 

Trust board strategic briefing 18 October 2001, 19 July 2001, 21 June 2001,18 January 
2001, 19 October 2000, 20 July 2000, ·IS June 2000, 20 April 2000, 20 January 2000, 
21 October 1999, 15 July 1999, 17 June 1999, 15 April 1999, 21 January 1999, 
22 October 1998, 24 September 1998 

Public meeting of the trust board 20 September 2001, 17 May 2001,15 February 2001, 
16 November 2000, 21 September 2000, 18 May 2000, 17 February 2000, 18 November 
1999, 16 September 1999, 20 May 1999, 18 February 1999, 19 November 1998 

Agenda for part two of meeting of trust board 20 September 2001, 17 May 2001, 
15 February 2001, 16 November 2000, 21 September 2000, 18 May 2000, 17 February 
2000, 18 November 1999, 16 September 1999, 20 May 1999, 18 February 1999, 
19 November 1998, 24 September 1998 

17. Divisional review 2000 Gosport and Fareham division, Portsmouth Healthcare NHS 
Trust, 8 February 2000, 10 August 2000, 16 May 2~00, 11 November 1999 

18. National service framework: older people steering group (district wide implementation 
team) documents, Isle of Wight, Portsmouth and South East Hampshire health authority, 
undated 

19. Correspondence: re Healthcall data 2001 analysis, Knapman practice, 22 June 2002 
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20. Correspondence: re Healthcall regarding contract for 2002, Healthcall business manager, 
March 2002 

21. Patient environment assessment and action plan, Portsmouth Healthcare NHS Trust, 
August and September 2000 

22. Combined five year capital programme 2001/2002-2005/2006, Portsmouth Healthcare 
NHS Trust, Portsmouth City Primary Care T~st, East Hampshire NHS Primary Care Trust, 
8 November 2001 

23. Portsmouth Healthcare NHS Trust: Investors in People report, Western Training and 
Enterprise Council, July 1999 

24. Portsmouth Healthcare NHS Trust, Quality report - governance indicators, 
quarter ending 30 June 2001, 31 March 2001, 31 December 2000, 30 September 2000, 
30 June 2000, 31 March 2000, 31 December 1999, 30 September 1999, 30 June 1999, 
31 March 1999, 31 December 1998, 30 September 1998, 30 June 1998, 31 March 1998, 
31 December 1997, 30 September 1997, 30 June 1997 

25. Annual quality report to Portsmouth and South East Hampshire Health Authority 
(quarter 3 2000/2001), Portsmouth Healthcare NHS Trust, 27 February 2001 

26. Improving quality - steps towards a First class service, Portsmouth Healthcare NHS Trust 
September 1998 

27. Infection control services, Portsmouth Hospitals NHS Trust and Portsmouth Healthcare 
NHS Trust, Nursing practice audit, Portsmouth Healthcare NHS Trust, 9 May 2001 

28. Emergency incidents originating at Gosport War Memorial Hospital, Hampshire 
Ambulance Service NHS Trust, April 2000-February 2002 

29. Staff handbook, Portsmouth Health care NHS Trust, undated 

30. Junior doctors' accreditation information, pack supplied by Portsmouth Healthcare NHS 
Trust, undated 

31. GP contracts for trust working, Portsmouth Healthcare NHS Trust, December 1979-May 
2001 

32. GP contracts for trust working, Out of hours GP contract, Portsmouth Health care NHS 
Trust, April 1999-March 2000, June 2001-March 2002 

33. Strategy for employing locum medical staff, Portsmouth Healthcare NHS Trust, undated 

34. The development of clinical supervision for nurses, nurse consultant, adult mental 
health services, Portsmouth Healthcare NHS Trust undated 

35. Correspondence/memorandum re: staff opinion survey results, Portsmouth Healthcare 
NHS Trust, 18 December 2001 

36. Staff opinion survey 2000, Portsmouth Healthcare NHS Trust undated 

37. Common actions arising from staff opinion survey results, personnel department, 
19 October 2001 

38. Memorandum re: senior managers on call, Portsmouth Healthcare NHS Trust, 
29 September 2000 

39. Personnel and human resources/management strategy and action plan, Portsmouth 
Healthcare NHS Trust, personnel director, October 2001 

40. Strategy for human resource management and important human resource issues, 
Portsmouth Healthcare NHS Trust, personnel director, October 1996 
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41. Human resource management, Portsmouth and South East Hampshire Health Authority 
Community Health Care Services, November 1991 

42. Audit of standards of oral hygiene within the stroke service, Portsmouth Healthcare NHS 
Trust November 1999-April 2000 

43. Clinical Stroke service guidelines, Department of medicine for elderly people, undated 

44. Reaudit evaluation of compliance with revised handling assessment guidelines, 
Portsmouth Healthcare NHS Trust, June 1998-November 1998 

45. Feeding people, trust wide reaudit of nutritional standards, Portsmouth Healthcare NHS 
Trust, November 2001 

46. Trust records strategy, records project manager, Portsmouth Healthcare NHS Trust March 
2001 

47. A guide to medical records, a pocket guide to all medical staff, Portsmouth Healthcare 
NHS Trust, June 2000 

48. Health records all specialities core standards and procedures, Portsmouth Healthcare 
NHS Trust (incorporating East Rants Primary Care Trust and Portsmouth City Primary Care 
Trust), December 1998 updated February 2000 and May 2001 

49. Referral to old age psychiatry form, Portsmouth Healthcare NHS Trust, undated 

50. Patients affairs procedure - death certification and post mortems, department of 
medicine for elderly people, Queen Alexandra Hospital, (undated) 

51. Audit of compliance with bed rails guidelines in community hospitals, Portsmouth 
Healthcare NHS Trust, August 2001 

52. Patient flows, organisational chart, 24 October 2001 

53. Portsmouth Hospitals and Portsmouth Healthcare NHS Trusts Joint Generic Transfer 
Document: Protocol for the transfer to GP step down beds, Portsmouth Hospitals and 
Portsmouth Healthcare NHS Trusts, November 2000 

54. Discharge summary form, guidance notes for completion, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

55. Audit of patient records, December 1997-July 1998, Portsmouth Healthcare NHS Trust 

56. Audit of nutritional standards, October 1997-April 1998, Portsmouth Health care NHS 
Trust, undated 

57. Falls policy development - strategy to reduce the number of falls in community 
hospitals, Portsmouth Healthcare NHS Trust, undated 

58. Minutes of falls meetings held on 26 July 2001,13 June 2001, 26 February 2001, 
18 January 2001, 23 November 2000, 5 October 2000, Portsmouth Healthcare NHS Trust 

59. Stepping stones: how the need for stepping stones came about, Portsmouth Healthcare 
NHS Trust, undated 

60. Portsmouth Healthcare NHS Trust Policies: Resuscitation status policy, April 2000; 
Whistleblowing policy, February 2001; Risk management policy, January 2001; Recording 
and reviewing risk events policy, May 2001; Control and administration of medicines by 
nursing staff policy, January 1997; Prescription writing policy, July 2000; Policy for 
assessment and management of pain, May 2001; Training and education policy, April 
2001; Bleep holder policy review, 15 May 2001; Prevention and management of pressure 
ulcers policy, May 2001; Prevention and management of malnutrition within trust 
residential and hospital services, November 2000; Client records and record keeping policy, 
December 2000; Trust corporate policies, guidance for staff, revised August 2000; 
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Psychiatric involvement policy, November 2001; Induction training policy, October 1999 
Handling patient related complaints policy, Portsmouth Healthcare NHS Trust, January 
2000; Domestic abuse in the workplace policy, July 2000 

61. Medicines policy incorporating the N policy, final draft - version 3.5, Portsmouth 
Hospitals NHS Trust, Royal Hospital Haslar, Portsmouth Healthcare NHS Trust, August 2001 

62. Non emergency patient transport request form, Portsmouth Hospitals and Healthcare 
NHS Trust, undated 

63. Patient transport - standards of service, Portsmouth Health care NHS Trust, Development 
Directorate, March 2001 

64. Booking criteria and standards of service - criteria for use of non emergency patient 
transport, Portsmouth Hospitals and Healthcare NHS Trust and Hampshire Ambulance 
Trust, undated 

65. Prescribing formulary, Portsmouth District October 2001, Portsmouth Hospitals NHSTrust, 
Portsmouth Healthcare NHS Trust, General Medical Practitioners, Portsmouth and South 
East Hampshire Health Authorities and Royal Hospital Haslar (not complete) 

66. Wessex palliative care handbook: guidelines on clinical management, fourth edition, 
Portsmouth Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, The Rowans 
(Portsmouth Area Hospice), undated 

67. National sentinel clinical audit, evidence based prescribing for older people: Report of 
national and local results, Portsmouth Healthcare NHS Trust, undated 

68. Compendium of drug therapy guidelines 1998 (for adult patients only), Portsmouth 
Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, 1998 

69. Draft protocol for prescription and administration of diamorphine by subcutaneous 
infusion, medical director, Portsmouth Healthcare NHS Trust, 15 December 1999 

70. Medicines and prescribing committee meeting: agendas 3 February 2000, 4 May 2001, 
6 April 2000, 6 July 2000, 3 November 2000 

71. Medicines and prescribing committee meeting: minutes 3 November 2000, 5 January 
2001 

72. Correspondence: protocol for prescription administration of diamorphine by subcutaneous 
infusion, Portsmouth Healthcare NHS Trust, 7 February 2000, 11 February 2000 

73. Correspondence: Portsmouth Healthcare NHS Trust syringe driver control, Portsmouth 
Healthcare NHS Trust, 21 February 2000 

74. Correspondence: diamorphine guidelines, Portsmouth Healthcare NHS Trust, 21 February· 
2000 

75. Audit of prescribing charts: questionnaire Portsmouth Health care NHS Trust, undated 

76. Administration of controlled drugs - the checking role for support workers: guidance 
note for ward/clinical managers, Portsmouth Healthcare NHS Trust, February 1997 

77. Scoresheet- medicines management standard 2001/2002, Portsmouth Healthcare NHS 
Trust, undated 

78. Organisational controls standards, action plan 2000/2001, Portsmouth Healthcare NHS 
Trust, November 2001 

79. Diagram of Medicines Management Structure, Portsmouth Health care NHS Trust, 
16 October 2000 

80. Summary medicines use 1997/1998 to 2000/2001 for wards Dryad, Daedalus and 
Sultan, Portsmouth Hospitals NHS Trust pharmacy service, April 2002 
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81. Training on demand: working in partnership, Portsmouth Healthcare NHS Trust, undated 

82. Programme of training events 2001-2002, Portsmouth Healthcare NHS Trust, undated 

83. Sultan ward leaflet, Gosport War Memorial Hospital, Portsmouth Healthc:are NHS Trust 

84. Post mortem information for relatives and hospital post mortem consent form, 
Portsmouth Healthcare NHS Trust, January 2000 

85. Proposal for Portsmouth Healthcare NHS Trust: the provision of an employee assistance 
programme for Portsmouth Healthcare NHS Trust, Corecare, 16 March 2000 

86. Gosport War Memorial Hospital chaplains' leaflet, Portsmouth Healthcare NHS Trust, 
undated 

87. Gosport War Memorial Hospital, chaplains and Portsmouth Healthcare NHS Trust: 
because we care, community health services - leaflets, Portsmouth Healthcare NHS Trust, 
undated 

88. Talking with dying patients, loss death and bereavement, staff handout, no author, 
undated · 

89. Multidisciplinary post registration development programme, 2001 

90. Gerontological nursing programme: proposal for an integrated work based learning and 
practice development project between the RCN's gerontological nursing programme, 
Portsmouth Health Care NHS Trust, PCTs and Portsmouth University: COMMUNITY 
HOSPITALS, Royal College of Nursing, version 2.0 2001 

91. Multidisciplinary post registration year 2000-2001: lecture programme, Portsmouth 
Healthcare NHS Trust, November 2001 

9'2. Training programme 2002 and in service training: list of lectures, Portsmouth 
Healthcare NHS Trust, undated 

93. Occupational therapy service - supervision manual, Portsmouth Healthcare NHS Trust, 
Portsmouth City Council, Hampshire County Council Social Service department, undated 

94. Acute life threatening events recognition and treatment (ALERT): A multiprofessional 
University of Portsmouth course in care of the acutely ill patient, October 2000 

95. Training and development for nursing staff in Portsmouth Healthcare NHS Trust 
community hospitals relating to intermediate care: Progress report, Portsmouth 
Healthcare NHS Trust, 12 February 2001 

96. £-learning at St James's: catalogue of interactive training programmes, November 2001 

97. Valuing diversity pamphlet: diversity matters, Portsmouth Healthcare NHS Trust, 
undated 

98. Procedural statement - individual performance review: recommended documentation 
and guidance notes, personnel director, Portsmouth Healthcare NHS Trust, April 2001 

99. IPR audit results 2000, community hospitals service lead group, 22 March 2001 

100. Clinical nursing development, promoting the best practice in Portsmouth Healthcare, 
Portsmouth Healthcare NHS Trust, January 1998 

101. An evaluation of clinical supervision activity in nursing throughout Portsmouth 
Healthcare NHS Trust, Portsmouth Healthcare NHS Trust, December 1999 

102. Your views matter: making comments or complaints about our services, Portsmouth 
Healthcare NHS Trust, undated 
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103. Anonymised correspondence on complaints relating to Gosport War Memorial Hospital 
since 1998 

104. Learning from experience: action from complaints and patient based incidents, 1998-

2001, Portsmouth Healthcare NHS Trust 

105. Handling complaints course fadlitators notes, Portsmouth Healthcare NHS Trust, 21 May 
1999 

106. Community hospitals governance framework, January 2001 

107. Community hospitals and Portsmouth Healthcare NHS Trust clinical governance 
development plan, 2001- 2002 

108. General rehabilitation clinical governance group, minutes of meeting 6 September 2001 

109. Stroke service clinical governance meeting, minutes of meeting 12 October 2001 

110. Continuing care clinical governance group, minutes of meeting 7 November 2001, 

Portsmouth Healthcare NHS Trust 

111. Community hospitals clinical leadership programme update, Portsmouth Healthcare NHS 
Trust, 19 November 2001 

112. Practice development programme: community hospitals clinical governance, Portsmouth 
Healthcare NHS Trust, March 1999 

113. Third quarter quality/clinical governance report, community hospitals service lead group, 
Portsmouth Health care NHS Trust, January 2000 

114. Community hospitals clinical governance baseline assessment action plan, September 
1999 

115. Clinical governance: minimum expectations of NHS trusts and primary care trusts from 
April 2000. Action plan- review March 2001, Portsmouth Healthcare NHS Trust, undated 

116. Clinical governance annual report 2000/2001 and 1999/2000, Portsmouth Healthcare 
NHS Trust 

117. Risk event forms and instructions, Portsmouth Health care NHS Trust, undated 

118. Clinical governance baseline assessment trust wide report, 1999, .Portsmouth Healthcare 
NHS Trust, undated 

119. Trust clinical governance panel meeting minutes on 16 May 2001, Portsmouth Healthcare 
NHS Trust 

120. Memorandum re: implementation of clinical governance, Portsmouth Healthcare NHS 
Trust, 11 June 1999 

121. Risk management strategy 2000/2003, 1999/2002 and 1998/2001, Portsmouth 
Healthcare NHS Trust 

122. Gosport War Memorial Hospital patient survey action plan, Portsmouth Healthcare NHS 
Trust, (undated) 
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1. Dryad ward away day notes, Gosport War Memorial Hospital, 22 January 2001, 18 May 
1998 

2. Community hospital service plan 2001/2002, Portsmouth Healthcare NHS Trust, undated 

3. Community hospitals GP bed service plan 2000/2001, Portsmouth Healthcare NHS Trust, 
30 November 1999 

4. Intermediate care and rehabilitation services proposal, Fareham and Gosport primary 
care groups, May 2000. 

5. Team objectives 1999/2000 - Sultan ward, Portsmouth Healthcare NHS Trust, 
21 November 2001 

6. Gosport War Memorial Hospital key objectives 2000/2001, 1998/1999, 1997/1998 and 
1996/1997, Portsmouth Healthcare NHS Trust 

7. Gosport War Memorial Hospital leaflet and general information, Portsmouth Healthcare 
NHS Trust, undated 

8. Gosport health improvement programme (HIMP) 2000-2002, Fareham and Gosport 
primary care groups, undated 

9. Fareham and Gosport primary care groups intermediate care and rehabilitation 
services, Fareham and Gosport primary care groups, undated 

10. Patient throughput data from Sultan, Dryad and Daedalus wards 1997/1998 -
2000/2001, Fareham and Gosport primary care groups, April 2002 

11. Fareham and Gosport staff management structure, community hospitals, Portsmouth 
Healthcare NHS Trust, 25 October- 2001 

13. Fareham and Gosport localitY division structure diagram, Portsmouth Healthcare NHS 
Trust, 25 October 2001 

14. Fareham and Gosport older persons' locality implementation group progress report. Isle 
ofWight, Portsmouth and South East Hants Health Authority, Fareham and Gosport 
primary care groups, undated 

15. Development of intermediate care and rehabilitation services within the .Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

16. Correspondence from department of medicine for elderly people re: national sentinel 
audit of stroke 1999, Portsmouth Healthcare NHS Trust, 8 March 2000 

17. Job description: lead consultant department of medicine for elderly people (draft 4), 
Portsmouth Healthcare NHS Trust, February 1999 

18. Job description: clinical assistant position to the geriatric division in Gosport, Portsmouth 
and South East Hampshire Health Authority, April 1988 

19. Job description: service manager (H Grade) department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, 29 August 2000 

20. Job description: Service manager, community hospitals Fareham and Gosport, Portsmouth 
Healthcare NHS Trust, February 2000 

21. University of Portsmouth, Clinical nursing governance in a department of elderly 
medicine: an exploration of key issues and proposals for future development, 
Portsmouth Healthcare NHS Trust and Portsmouth University, May 2000 

50 INVESTIGATION INTO THE PORTSMOUTH HEALH!CARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 



22. One year on: aspects of clinical nursing governance in the department of elderly 
medicine, Portsmouth Healthcare NHS Trust, September 2001 
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23. Operational policy, bank/overtime/agency, Fareham and Gosport community hospitals 
and elderly mental health, Portsmouth Healthcare NHS Trust, 1 May 2001 

24. Job description: full time staff grade physician, Gosport War Memorial Hospital 
department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 5 July 2000 

25. Correspondence re: staff grade physician contract - Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, 26 September 2001 

26. Correspondence re: consultant in medicine for the elderly contract, Wessex Regional 
Health Authority, 28 January 1992 

27. Essential information for medical staff department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, undated 

28. Department of medicine for elderly people, consultant timetables August 1997-
November 2001, Portsmouth Healthcare NHS Trust 

29. Development of intermediate care and rehabilitation services· within the Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

30. Information for supervision arrangements for Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, November 2001 

31. Clinical managers meeting minutes, Portsmouth Healthcare NHS Trust, 12 November 
2001 

32. Notes of action learning meeting, Portsmouth Healthcare NHS Trust, 11 June 2001 

33. Notes from team leader meetings for the Daedalus ward, Portsmouth Healthcare NHS 
Trust, 5 April 2001 

34. Notes of Daedalus ward meeting, Portsmouth Healthcare NHS Trust, 6 August 2001 

35. Fareham Et Gosport locality division, nursing accountability pathway, Portsmouth 
Healthcare NHS Trust, 25 October 2001 

36. Medical accountability structure for Gosport War Memorial Hospital, undated 

37. Supervision arrangement cons~tant timetable at Gosport War Memorial Hospital 
1998-2001, Portsmouth Healthcare NHS Trust 

38. Night skill mix review Gosport War Memorial Hospital, Portsmouth Healthcare NHS 
Trust, 28 March 2001 

39. Vacancy levels 1998-2001 for Sultan, Daedalus and Dryad, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

40. Sickness absence statistics for Daedalus Ward, Gosport War Memorial Hospital, 2000-
2001, undated 

41. Sickness absence statistics for Sultan Ward, Gosport War Memorial Hospital, 1998-2001, 
undated 

42. Wastage for qualified nurses - Daedalus, Dryad and Sultan Ward, undated 

43. Winter escalation plans elderly medicine and community hospitals, Portsmouth 
Healthcare NHS Trust, undated 

44. Audit of detection of depression in elderly rehabilitation patients, January-November 
1998, Portsmouth Healthcare NHS Trust, undated 
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45. District audit review of rehabilitation service for older people 2000/2001, Portsmouth 
Healthcare NHS Trust, January 2001 

46. Memorandum to all medical staff re: rapid tranquillisation and attached protocol -
department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 
23 February 2001 

4 7. Correspondence re: guidelines on management of acute confusion from general 
manager - department of medicine for elderly people, Portsmouth HeaJthcare NHS Trust, 
18 October 2001 

48. Memorandum to all consultants from consultant geriatrician re: management of acute 
confusion elderly medicine, Queen Alexandra Hospital Portsmouth Healthcare NHS Trust, 
30 April 2001 

49. Community hospitals: guidelines for confirmation of death, Portsmouth Healthcare NHS 
Trust, policy date May 1998, review date May 1999 

50. Memorandum: Guidelines for admission to Daedalus and Dryad ward, Portsmouth 
Healthcare NHS Trust, 4 October 2000 

51. Clinical policy, admission and discharge policy, Portsmouth Healthcare NHS Trust, 
September 2000 

52. Urgent notice for all medical and nursing staff in the event of a suspected fracture 
and/or dislocation of a patient on the above ward, Daedalus and Dryad wards, Gosport 
War Memorial Hospital, Portsmouth Healthcare NHS Trust, 16 November 2001 

53. Procedure for the initial management of medical emergencies in Gosport War Memorial 
Hospital, Portsmouth Healthcare NHS Trust, 15 January 2001 

54. Audit of neuroleptic prescribing in elderly medicine, Portsmouth Health care NHS Trust, 
January-November 1999, November 1998-July 1999, September-December 2001 

55.. Administration of medicines, community hospitals - programme for updating qualified 
staff, Portsmouth Healthcare NHS Trust, 13 March 1997 

56. Memorandum re: seminar- osteoporosis and falls, 14 November 2001, clinical assistant 
teaching elderly medicine, Portsmouth Healthcare NHS Trust, 19 October 2001 

57. Introduction to Gosport War Memorial Hospital for staff, Portsmouth Healthcare NHS 
Trust, undated 

58. Competence record and development for qualified nurses 1998-2001, Sultan, Dryad and 
Daedalus wards 

59. Fareham and Gosport induction programme, 9 November 2001, Portsmouth Healthcare 
NHS Trust, undated 

60. Training and development in community hospitals workshops - practice development 
facilitators (Gosport War Memorial Hospital, St Christophers Hospital, Emsworth Victoria 
Cottage Hospital, Petersfield Community Hospital, Havant War Memorial Hospital), East 
Hampshire Primary Care Trust, undated 

61. Occupational therapy service - continuous professional development and training, 
Fareham and Gosport locality, occupational therapy professional advisor, 23 November 
2001 

62. Analysis of complaints at Gosport War Memorial Hospital, workshop notes and action 
plans, February 2001 

63. Fareham and Gosport Primary Care Groups: Proposal to establish a primary care trust 
for Fareham and Gosport, Isle ofWight, Portsmouth and South East Hampshire Health 
Authority, July 2001 
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64. March 2001 Final monitoring report intermediate care, Portsmouth Healthcare NHS 
Trust, May 2001 

D) DOCUMENTS RElATING TO HAMPSHIRE CONSTABUlARY INVESTIGATIONS 

1. Police expert witness report, Professor B Livesley, MD, FRCP, 9 November 2000 

2. Police expert witness report, Professor G Ford, MA, FRCP, 12 December 2001 

3. Police expert witness report, Dr K Mundy, FRCP, 18 October 2001 

E) OTHER DOCUMENTS RElATING TO GOSPORT WAR MEMORIAL HOSPITAL 
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1. A local procedure for the identification and support of primary care medical 
practitioners whose performance is giving cause for concern, Isle of Wight, Portsmouth 
and South East Hampshire Health Authority and local medical committee, undated 

2. Clinical governance and clinical quality assurance, the baseline assessment framework, 
NHS Executive south east region, 1999 

3. Clinical Governance, Audit 1998/1999 Et Summary report, District Audit, December 
1999 
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i. The investigation sought to establish the views of people who had experience of services 
for older people at the Gosport War Memorial Hospital since 1998. 

ii. CHI sought to obtain views about the service through a range of methods. People were 
invited to: 

Ill meet with members of the investigation team 

ii fill in a short questionnaire 

!l!JII write to the investigation team 

!l!JII contact by telephone or email 

iii. In November 2001, information was distributed about the CHI investigation at Gosport 
War Memorial Hospital to stakeholders, voluntary organisations and statutory 
stakeholders. This information included posters advertising stakeholder events, 
information leaflets about the investigation, questionnaires and general cm information 
leaflets. Press releases were issued in local newspapers and radio stations. The Hampshire 
Constabulary agreed to forward cm contact details to families who had previously 
expressed their concerns to them. 

iv. The written information was distributed to a large group of potential stakeholders. In total 
36 stakeholders and 59 voluntary organisations will have received the above information. 
These people included: 

Ill Motor Neurone Disease Association, Alzheimer's Society, League of Friends and other 
community groups such as the Gosport Stroke Club and Age Concern 

11 Portsmouth and South East Hampshire Community Health Council, Isle of Wight, 
Portsmouth and South East Hampshire Health Authority, local medical committee, 
members of parliament, nursing homes, Portsmouth social services and Fareham and 
Gosport primary care groups 

STAKEHOLDER RESPONSES 

i. cm received the following responses from patients, relatives, carers, friends and voluntary 
organisations. 

Letters Questionnaires Telephone interviews *Stakeholder interviews 

7 2 10 17 

(*stakeholders were counted according to the number of attendees and not based on number of 
interviews) 

ii. A number of people who contacted CHI did so using more than one method. In these cases 
any other form of submitted evidence, was incorporated as part of the stakeholders 
contact. 

54 INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 



GMC1 00829-0493 

Figure B.1 Concerns about care raised by stakeholders by ward and date 

Dryad Daedalus Sultan GWMH TOTAL 

1998 8 2 10 

1999 5 6 

2000 3 3 7 

2001 2 

GWMH 2 2 

TOTAL 17 3 6 27 

GWMH- Gosport War Memorial Hospital 

ANALYSIS OF VIEWS RECEIVED 

i. During the CHI investigation stakeholder views highlighted both positive and lt';SS positive 
experiences of patient care. 

Positive experiences 

ii. CHI received nine letters from stakeholders commenting on the satisfaction of the care 
that the patients received and highlighting the excellent level of care and kindness 
demonstrated by the staff. This was also supported by 400 letters of thanks and donations 
received by the Gosport War Memorial Hospital. The most frequently recurring positive 
comments from stakeholders were about staff attitude (five responses) and the 
environment (five responses). Other positive feedback was received about access to 
services, transfer, prescribing, end of life arrangements, communication and complaints. 

iii. The overall analysis of the stakeholder comments indicated that staff attitude and the 
environment were most highly commended. Examples of staff attitude included 
comments such as, "one lovely nurse on Dryad went to say hello to every patient even 
before she got her coat off' and "as a whole the ward was lovely and there was no 
complaints against the staff: The environment was described as being tidy and clean with 
good decor. Another comment recognised the ward's attention to maintaining patient 
dignity with curtains been drawn reducing attention to the patient. One stakeholder 
commented on the positive experience they had when dealing with the trust concerning a 
complaint they had made. 

Less positive experiences 

iv. A number of less positive experiences of patients/friends and relatives were shared with 
CHI by stakeholders. The following table outlines the most frequently recurring negative 
comments that corresponded with CHI's terms of reference. 

Figure B.2 Less positive views of patient and relative/friend experiences 

View Frequency of responses 

Communication with relatives/carers/friends 14 

Patient transfer 10 

Nutrition and fluids 11 

Prescription of medicines 9 

Continence management, catheritisation 8 

Staff attitude 8 

End of life communication with: 

patients 4 

relatives/ea rers/friends 6 

Humanity of care ie access to buzzer, clothing 8 
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v. Patient transfer. Contacts commented on the state of the patient's health before and during 
the transfer. Other stakeholders mentioned the time that it took to transfer the patient and 
also highlighted the inappropriate method of transporting the patient. 

vi. Nutrition and fluids. Stakeholders highlighted a lack of help in feeding patients. They 
commented on how dehydrated the patients appeared and the lack of positive 
communication between the relative/carer and the staff to overcome the relative/carer's 
concern about the level of nutrition and fluids. 

vii. Humanity of care. 

11 incontinence management - stakeholders felt that there was limited help with patients 
that needed to use the toilet 

ml attitude of staff- stakeholders commented on staff attitude, mentioning the length of 
time it took for staff to respond. Other comments related to the basic lack of care for 
patients in their last few days 

Ill provision of bells - stakeholders observed that the bells were often out of the patients 
reach 

11 management of clothing - stakeholders commented that the patients were never in their 
own clothes 

viii. Arrangements for the prescription, administration, review and recording of medicines. 
The majority of concerns were around the prescribing of diamorphine. Others centred on 
those authorised to prescribe the medication to the patient and how this was 
communicated to the relatives/carer. 

ix. Communication and collaboration between the trust and patients, their relatives and 
carers and with partner organisations. Interviewees indicated a lack of staff contact with 
the relatives/carers about the condition of the patient and the patient's care plan. Other 
interviewees commented on how some of the staff were not approachable .. One 
interviewee referred to the absence of lay terms to describe a patient's condition, making 
it difficult to understand the patient's status of health. 

x. Arrangements to support patients and their relatives and carers towards the end of the 
patient's life. Stakeholders mainly thought that there was a lack of communication from 
the staff after their relative had died. 

xi. Three of the contacts had made complaints to the trust through the NHS complaints 
procedure. All were dissatisfied about the trust response. 
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Portsmouth Healthcare NHS Trust 
staff and non executive directors 
interviewed by CHI 
ill Baldacchino, L, Health Care Support Worker 

ill Banks, Dr V, Lead Consultant 

ill Barker, D, Staff Nurse 

m Barker, M, Enrolled Nurse 

il Barrett, L, Staff Nurse 

Ill Beed, P, Clinical Manager 

ill Brind, S, Occupational Therapist 

!Ill Cameron, F, General Manager 

11 Carroll, P, Occupational Therapist 

!Ill Clasby, J, Senior Nurse 

Ill Crane, R, Senior Dietician 

Ill Day, G, Senior Staff Nurse 

11 Douglas, T, Staff Nurse 

11111 Dunleavy, J, Staff Nurse 

!ill Dunleavy, S, Physiotherapist 

Ill Goode, P, Health Care Support Worker 

1!1 Hair, Revd J, Chaplain 

11 Hallman, S, Senior Staff Nurse (until 11 September 2000) 

Ill Hamblin, G, Senior Staff Nurse 

ill Haste, A, Clinical Manager 

lil Hooper, B, Project Director 

11 Humphrey, L, Quality Manager 

1!11 Hunt, D, Staff Nurse (until 6 January 2002) 

!il Jarrett, Dr D, Lead Consultant 

l!!l Joice, C, Staff Nurse (until 4 October 1999) 

iilil Jones, J, Corporate Risk Advisor 

5I Jones, T, Ward Clerk 

!iJ King, P, Personnel Director 

~ King, S, Clinical Risk Advisor 

Ill Landy; S, Senior Staff Nurse 

fill Langdale, H, Health Care Support Worker 

fllil Law, D, Patient Affairs Manager 
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1!1 Lee, D, Complaints Convenor Et Non Executive Director 

Ill Lock, J, Sister (retired 1999) 

ill Loney, M, Porter 

1111 Lord, Dr A, Lead Consultant 

!111 Mann, K, Senior Staff Nurse 

Ill Melrose, B, Project Manager - Complaints 

!Ill Millett, M, Chief Executive (until 31 March 2002) 

!I Monk, A, Chairman 

!Ill Nelson, S, Staff Nurse 

!ill Neville, J, Staff Nurse (until 1 January 2001) 

!I O'Dell, J, Practice Development Facilitator 

Ill Parvin, J, Senior Personnel Manager 

11 Peach, J, Service Manager 

1111 Peagram, L, Physiotherapy Assistant 

llll Pease, Y, Staff Nurse 

ill Phillips, C, Speech Et Language Therapist 

Ill Piper, I, Operational Director 

11 Qureshi, Dr L, Consultant 

!I Ravindrance, Dr A, Consultant 

11 Reid, Dr I, Medical Director 

11 Robinson, B, Deputy General Manager 

Ill Scammel, T, Senior Nurse Coordinator 

11 Taylor, J, Senior Nurse 

Ill Thomas, Dr E, Nursing Director 

Ill Thorpe, M, Health Care Support Worker 

11 Tubbitt, A, Senior Staff Nurse 

ll Walker, F, Senior Staff Nurse 

!I Wells, P, District Nurse 

ill Wigfall, M, Enrolled Nurse 

l1ill Wilkins, P, Senior Staff Nurse 

Ill Williams, J, Nurse Consultant 

ll!i! Wilson, A, Senior Staff Nurse 

!lll Wood, A, Finance Director 

li!l Woods, L, Staff Nurse 

liill Yikona, Dr J, Staff Grade Physician 

CHI is grateful to Caroline Harrington for scheduling interviews. 
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APPENDIX D 

Meetings or telephone interviews with 
external agencies with an involvement 
in elderly care at Gosport War 
Memorial Hospital 
ll!ll Portsmouth Hospitals NHS Trust 

Jill Angus, Clinical Discharge Coordinator 

Wendy Peckham, Discharge Planner for Medicine 

Clare Bownass, Ward Sister 

Sonia Baryschpolec, Staff Nurse 

Sam Page, Bed Manager, Royal Haslar Hospital 

Sally Clark, Patient Transport Manager 

Julie Sprack, Senior Nurse 

Jeff Watling, Chief Pharmacist 

Vanessa Lawrence, Pharmacist 

Ill Hampshire Ambulance Service NHS Trust 

Alan Lyford, Patient Transport Service Manager 

Ill Isle of Wight, Portsmouth a South East Hampshire Health Authority 

Penny Humphris, Chief Executive 

Dr Peter Old, Director of Public Health 

Nicky Pendleton, Progamme Lead for Elderly Care Services 

Ill NHS Executive south east regional office 

Dr Mike Gill, Regional Director of Public Health 

Dr David Percy, Director of Education and Training 

Harriet Boereboom, Performance Manager 

D Portsmouth and South East Hampshire Community Health Council 

Joyce Knight, Chairman 

Christine Wilkes, Vice Chair 

Margaret Lovell, Chief Officer 

m Hampshire Constabulary 

Detective Superintendent John James 

APPENDIX D : MEETINGS OR TELEPHONE INTERVIEWS WITH EXTERNAL AGENCIES 59 



11 Portsmouth Social Services 

Sarah Mitchell, Assistant Director (Older People) 

Helen Loten, Commissioning and Development Manager 

11 Hampshire Social Services 

Tony Warns, Service Manager for Adults 

!!Ill Alverstoke House Nursing and Residential Care Home 

Sister Rose Cook, Manager 

11 Glen Heathers Nursing and Residential Care Home 

John Perkins, Manager 

Other 

Ill League of Friends 

Mary Tyrell, Chair 

Geoff Rushton, Former Treasurer 

!I Motor Neurone Disease Association 

Mrs Fitzpatrick 

lil Members of Parliament 

Peter Viggers, MP for Gosport 

Sydney Rapson, MP for Portsmouth North 

11 Primary Care Groups 

John Kirtley, Chief Executive, Fareham and Gosport Primary Care Groups 

Dr Pennells, Chairperson, Gosport Primary Care Groups 

Ill Portsmouth Local Medical Committee 

Dr Stephen McKenning, Chairman 

i!i:l Gosport War Memorial Hospital medical committee 

Dr Warner, Chairman 

l:!il Local representative for the Royal College of Nursing 

Betty Woodland, Steward 

Steve Barnes, RCN Officer 
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ll Local representative for Unison 

Patrick Carron, Branch Chair 

!I Local general practitioners 

Dr J Barton, Knapman Practice 

Dr P Beasley, Knapman Practice 

Dr S Brook, Knapman Practice 
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APPENDIX E 

Medical case note review team: 
terms of reference and membership 
Terms of reference for the medical notes review group to support the CHI investigation at 
Gosport War Memorial Hospital 

PURPOSE 

The group has been established to review the clinical notes of a random selection of recently 
deceased older patients at the Gosport War Memorial Hospital in order to inform the CHI 
investigation. With reference to CHI's investigation terms of reference and the expert witness 
reports prepared for the police by Dr Munday and Professor Ford, this review will address the 
following: 

(i) the prescription, administration, review and recording of drugs 

(ii) the use and application of the trust's policies on the assessment and management of pain, 
prescription writing and administration of IV drugs 

(iii) the quality of nursing care towards the end of life 

(iv) the recorded cause of death 

METHOD 

The group will review 15 anonymised clinical notes supplied by the trust, followed by a one 
day meeting at CHI in order to produce a written report to inform the CHI investigation. The 
group will reach its conclusions by 31 March 2002 at the latest. 

MEMBERSHIP 

1!1111 Dr Tony Luxton, Geriatrician 

Cambridge City PCT 

(CHI doctor team member and chair of the group) 

mJ Maureen M organ, Independent Management Consultant 

(CHI nurse member) 

!Ill! Professor Gary Ford, Professor of Pharmacology of Old Age 

University of Newcastle and Freeman Hospital 

~ Dr Keith Munday, Consultant Geriatrician 

Frimley Park Hospital 

m Annette Goulden, Deputy Director of Nursing 

NHS Trent regional office and formerly 

Department of Health Nursing Officer for elderly care 
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FINDINGS OF GROUP 

The findings of the group will be shared with: 

(i) the CHI Gosport investigation team 

(ii) CHI's Nurse Director and Medical Director and other CHI staff as appropriate 

(iii) the trust 

(iv) relatives of the deceased (facilitated by the trust) if requested, on an individual basis 

The final report of the group will be subject to the rules of disclosure applying to CHI 
investigation reports. 
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APPENDIX F 

Report of the Gosport investigation 
medical notes review group 
PURPOSE 

CHI undertook a review of the anonymised medical notes of a random selection of 15 patients 
who had died between 1 August 2001 and 31 January 2002 on Daedalus, Dryad or Sultan wards 
at Gosport War Memorial Hospital. 

CHI's intention for this piece of work was to determine whether the policies and systems put in 
place by the Portsmouth Healthcare NHS Trust since the events of 1998, to address prescribing 
practices are being implemented and are impacting on the quality of care patients are now 
receiving. Gill's review also considered the nursing notes for each patient and looked at the 
quality of nursing care as documented in the notes. Finally, the review considered whether the 
cause of death recorded in the notes was appropriate. 

METHODOLOGY 

The group received 15 sets of anonymised medical notes from the trust, which related to the 
last admission of 15 patients. Five patients were randomly selected from each of the following 
wards: Daedalus, Dryad and Sultan. A total of 49 patients had died whilst on these wards 
during the sample timeframe. 

FINDINGS 

(i) Use of medicines 

Prescription 

The group considered that the volume and combination of medicines used was appropriate for 
this group of patients and was in line with accepted good practice and British National 
Formulary guidelines. Single prescription, PRN and syringe driver prescribing was acceptable. 
There was no evidence of anticipatory prescribing. 

The case notes suggested that the use of the trust's 'analgesic ladder' to incrementally increase 
and decrease pain relief in accordance to need was being followed. The group saw no evidence 
to suggest that patients had been prescribed large amounts of pain relief, such as diamorphine 
on admission where this was not necessary. Co-codamol had been prescribed in a number of 
cases as an initial analgesic, with progression to alternative medicines as and when more pain 
relief was needed. The use of the analgesic ladder was less evident in Sultan ward. 

However, in two cases, the group saw evidence of unacceptable breakthrough pain, and six 
hourly rather than four hourly prescriptions, which could have allowed this to happen. There 
was also some evidence of the simultaneous prescribing of co-codamol and fentanyl, which was 
not thought by the group to be the most effective combination of medicines. 

Administration 

Syringe drivers had been used to deliver medication to six of the patients reviewed. Appropriate 
use of syringe drivers as a method of medicine administration was observed, with documented 
discussions with families before use. 
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Appropriate administration of medicines by nursing staff was evident. Prescriptions issued over 
the telephone by GPs on Sultan ward were appropriately completed in accordance with trust 
policy. 

Review and recording of medicines 

Evidence of consistent review of medication was seen, with evidence to suggest that patients 
and relatives were involved in helping to determine levels of pain. Nursing staff had 
appropriately administered medicines in line with medical staff prescriptions. Prescription 
sheets had been completed adequately on all three wards. Generally, record keeping around 
prescribing was dear and consistent, though this was not as dear on Sultan ward. 

Based on the medical notes reviewed, the group agreed that the trust's policies on the 
assessment and management of pain, prescription writing and administration of N drugs were 
being adhered to. 

(ii) Quality of nursing care towards the end of life 

The team found a consistently reasonable standard of care given to all patients they reviewed. 
The quality of nursing notes was generally adequate, although not always of consistent quality. 
There was some evidence to suggest a task oriented approach to care with an over emphasis on 
the completion of paperwork. This left an impression of a sometimes disjointed rather than 
integrated individual holistic assessment of the patient. The team saw some very good, detailed 
care plans and as well as a number of incidences where no dear agreed care plan was evident. 

The team was concerned that swallowing assessments for patients with dysphagia had been 
delayed over a weekend because of the lack of availability of suitably trained nursing staff. 
Nurses could be trained to undertake this role in order not to compromise patient nutrition. 
Despite this, the trust's policies regarding fluid and nutrition were generally being adhered to. 
Though based on the nursing notes, a number of patients had only been weighed once, on 
admission. 

There was evidence of therapy input, but this had not always been incorporated into care plans 
and did not always appear comprehensive. There was some concern that despite patients being 
assessed as at risk of pressure sores, it was not dear how this had been managed for some 
patients. 

There was thorough, documented evidence to suggest that comprehensive discussions were held 
with relatives and patients towards the end of the patient's life. Do not attempt resuscitation 
decisions were dearly stated in the medical records. 

Recorded cause of death 

The group found no cause for concerns regarding any of the stated causes of death. 

GENERAL COMMENTS 

Admission criteria 

The team considered that the admission criteria for Daedalus and Dryad wards was being 
adhered to. However there were examples of patients admitted to Sultan ward who were more 
dependent than the admission criteria stipulates. There is also an issue regarding patients who 
initially meet the admission criteria for Sultan ward who then develop complications and 
become more acutely sick. 

APPENDIX F: REPORT OF THE GOSPORT INVESTIGATION MEDICAL NOTES REVIEW GROUP 65 



GMC100829-0504 

Elderly medicine consultant input and access to 'specialist advice 

Patients on Daedalus and Dryad wards received regular, documented review by consultant staff. 
There was clear evidence of specialist input, from mental health physicians, therapists and 
medical staff from the acute sector. 

Out of hours cover 

There was little evidence of out of hours input into the care of patients reviewed by CHI, though 
the team formed the view that this had been appropriate and would indicate that the general 
management of patients during regular hours was therefore of a good standard. 
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APPENDIX G 

An explanation of the dissolution of 
services into the new primary care 
trusts 
Figure G.l Arrangements for hosting clinical services 

Department Portsmouth East Hampshire Fareham 8: Gosport West Hampshire 

City PCT PCT PCT NHS Trust 

Elderly medicine • 
Elderly mental health • 
Community paediatrics • 
Adult mental health • • 
services For Portsmouth For Hampshire 

patients patients 

Learning disability 

services • 
Substance misuse • 
Clinical pyschology • 
Primary care counselling • 
Specialist family planning • 
Palliative care • 
(Source: Local health, local decisions, consultation document, September 2001, NHS Executive South 

East Regional Office, Isle of Wight, Portsmouth and South East Hampshire Health Authority and 

Southampton and South West Health Authority) 
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APPENDIX H 

Patient throughput data 1997 I 1998 
- 2000/2001 

Figure H.1 Throughput data 1997/1998 - 2000/2001 

Financial year Ward 

1997/1998 Daedalus 

1997/1998 Dryad 

1997/1998 Sultan 

Total · 

1998/1999 Daedalus 

1998/1999 Dryad 

1998/1999 Sultan 

Total 

1999/2000 Daedalus 

1999/2000 Dryad 

1999/2000 Sultan 

Total 

2000/2001 Daedalus 

2000/2001 Dryad 

2000/2001 Sultan 

Total 

Finished consultant 

episodes 

97 

72 

287 

456 

121 

76 

306 

503 

110 

131 

402 

643 

113 

86 

380 

579 

(Source: 1997/1998- trust ward based discharge data, 1998/1999, 1999/2000 and 2000/2001 -trust 

patient administration system (PAS) data). 
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APPENDIX I 

Breakdown of medication in Dryad, 
Sultan and Daedalus wards at 
Gosport War Memorial Hospital 
Figure 1.1 Summary of medicine usage 1997/1998-2000/2001 (Mar 2002) 
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Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus 5mg 5 0 5 0 3 

Dryad 5mg 5 0 0 0 6 
Diamorphine injection 

Sultan 5mg 5 6 5 0 10 

Total 6 10 0 19 

Sultan 5mg 1 0 10 0 0 
Diamorphine via 
syringe driver Total 0 10 0 0 

Daedalus 10mg 5 21 34 27 19 

Dryad 10mg 5 40 57 56 20 
Diamorphine injection 

Sultan 10mg 5 67 36 24 35 

Total 128 127 107 74 

Dryad 10mg 1 0 17 0 o· 

Diamorphine via Sultan 10mg 1 0 20 0 0 
syringe driver 

Total 0 37 0 0 

Daedalus 30mg 5 16 27 15 7 

Dryad 30mg 5 34 51 40 4 
Diamorphine injection 

Sultan 30mg 5 67 43 14 31 

Total 117 121 69 42 

Dryad 30mg 1 0 5 0 0 
Diamorphine via 
syringe driver Total 0 5 0 0 

Daedalus 100mg 5 2' 11 1 2 

Dryad 100mg 5 12 13 2 0 
Diamorphine injection 

Sultan 100mg 5 20 27 0 31 

Total 34 51 3 33 
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Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus 500mg 5 0 1 0 

Dryad 500mg 5 0 2 0 
Diamorphine injection 

Sultan SOOmg 5 1 1 0 

Total 1 4 0 

Daedalus Smg/Sml 10 0 3 0 

Dryad 5mg/5ml 10 1 1 0 
Haloperidol injection 

Sultan 5mg/5ml 10 43 15 6 

Total 44 19 6 

Daedalus 5mg/5ml 5 0 0 0 

Dryad Smg/Sml 5 0 0 0 
Haloperidol injection 

Sultan 5mg/5ml 5 0 0 0 

Total 0 0 0 

Daedalus 10mg/2ml 10 37 51 39 

Dryad l0mg/2ml 10 75 108 75 
Midazolam 

Sultan 10mg/2ml 10 21 9 2 

Total 133 168 116 

(Source: Portsmouth Healthcare NHS Trust) 

Dose: a single measured quantity of medicine 

Pack: a collection of single doses, the packaging in which medicines are dispatched 
from the pharmacy 
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APPENDIXJ 

Glossary 

accountability responsibility, in the 
sense of being called to account for 
something. 

action plan an agreed plan of action 
and timetable that makes improvements 
to services. 

· acute care/ trust/hospital short term (as 
opposed to chronic, which means long 
term). 
Acute care refers to medical and 
surgical treatment involving doctors 
and other medical staff in a hospital 
setting. 
Acute hospital refers to a hospital that 
provides surgery, investigations, 
operations, serious and other 
treatments, usually in a hospital setting. 

allied health professionals professionals 
regulated by the Council for Professions 
Supplementary to Medicine (new Health 
Professions Council). This includes 
professions working in health, social 
care, education, housing and other 
sectors. The professions are art 
therapists, music therapists and drama 
therapists, prosthetists and orthotists, 
dieticians, orthoptists, occupational 
therapists, physiotherapists, biomedical 
scientists, speech and language 
therapists, radiographers, chiropodists 
and podiatrists, ambulance workers and 
clinical scientists. Also called 
professionals allied to or supplementary 
to medicine. 

analgesia medicines prescribed to reduce 
pain. 

anticipatory prescribing to prescribe a 
drug or other remedy in advance. 

antipsychotics A group of medicines 
used to treat psychosis (conditions such 
as schizophrenia) and sometimes used 
to calm agitation. Examples include 
haloperidol. Also called major 
tranquillisers or neuroleptics. 

appraisal an assessment or estimate of 
the worth, value or quality of a person 
or service or thing. 
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Association of Chief Police Officers (ACPO) 
an association whose members hold the 
rank of Chief Constable, deputy Chief 
Constable or Assistant Chief Constable or 
their equivalents. They provide a 
professional opinion to the Government 
and appropriate organisations. 

audit, clinical audit an examination of 
records to check their accuracy. Often 
used to describe an examination of 
financial accounts in a business. 
In clinical audit those involved in 
providing services assess the quality of 
care. Results of a process or 
intervention are assessed, compared 
with a preexisting standard, changed 
where necessary, and then reassessed. 

Barthel score a validated tool used to 
measure physical disability. 

benzodiazepines a diverse group of 
medicines used for a range of purposes. 
Some reduce anxiety, others are used as 
sleeping tablets. Some, such as 
midazolam, act as strong sedatives and 
can be accompanied by memory loss 
whilst the medicine is active. 

British National Formulary publication 
that provides information on the 
selection and use of medicines for 
healthcare professionals. 

carers people who look after their 
relatives and friends on an unpaid, 
voluntary basis often in place of paid 
care work(;'rs. 

casemix the variety and range of 
different types of patients treated by a 
given health professional or team. 

catheter a hollow tl,lbe passed into the 
bladder to remove urine. 

catheterisation use of a catheter. 

CHI see Commission for Health 
Improvement. 

clinical any treatment provided by a 
healthcare professional. This will 
include, doctors, nurses, AHPs etc. 
Non clinical relates to management, 
administration, catering, portering etc. 
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clinical assistant usually GPs, employed 
and paid by a trust, largely on a part 
time basis, to provide medical support 
on hospital wards and other 
departments. 

clinical governance refers to the quality 
of health care offered within an 
organisation. 
The Department of Health document 
A First Class Service defines clinical 
governance as "a framework through 
which NHS organisations are 
accountable for continuously improving 
the quality of their services and 
safeguarding high standards of care by 
creating an environment in which 
excellence in clinical care will flourish." 
It's about making sure that health 
services have systems in place to provide 
patients with high standards of care. 

clinical governance review a review of 
the policies, systems and processes used 
by an organisation to deliver high 
quality health care to patients. The 
review looks at the way these policies 
work in practice (a health check for a 
health organisation). 

clinical oncologist a doctor who 
specialises in the treatment of cancer 
patients, particularly through the use of 
radiotherapy, but who may also use 
chemotherapy. 

clinical risk management understanding 
the various levels of risk attached to 
each form of treatment and 
systematically taking steps to ensure 
that the risks are minimised. 

clinician/clinical staff a fully trained 
health professional - doctor, nurse, 
therapist, technician etc. 

clinical negligence scheme for trusts 
(CNST) an 'insurance' scheme for 
assessing a trust's arrangements to 
minimise clinical risk which can offset 
costs of insurance against claims of 
negligence. Successfully gaining CNST 
'standards' (to level one, two, three) 
reduces the premium that the trust must 
pay. 

Commission for Health Improvement 
(CHI) independent national body 
(covering England and Wales) to 
support and oversee the quality of 
clinical governance in NHS clinical 
services. 
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co-codamol a medicine consisting of 
paracetamol and codeine phosphate, 
used for the relief of mild to moderate 
pain. 

community care health and social care 
provided by health care professionals, 
usually outside hospital and often in the 
patient's own homes. 

community health council (CHC) a 
statutory body sometimes referred to as 
the patients' friend. CHCs represent the 
public interest in the NHS and have a 
statutory right to be consulted on health 
service changes in their area. 

consultant a fully trained specialist in a 
branch of medicine who accepts total 
responsibility for specialist patient care. 
(For training posts in medicine see 
specialist registrar, senior house officer 
and preregistration house officer.) 

continence management The practice of 
promoting or sustaning the ability to 
control urination and defecation. 

continuing care a long period of 
treatment for patients whose recovery 
will be limited. 

defibrillator a piece of equipment which 
sends an electric current through the 
heart to restore the heart beat. 

diamorphine A medicine used to relieve 
severe pain. 

do not attempt resuscitation (DNAR) or 
do not resuscitate (DNR) an instruction, 
which says that if a patient's health 
suddenly deteriorates to near death, no 
special measures will.be taken to revive 
their heart. This instruction should be 
agreed between the patient and doctor 
or if a patient is not conscious, then 
with their closest relative. 

dysphagia difficulty. swallowing. 

fentanyl a medicine prescribed to 
patients who require control of existing 
pain. 

finished consultant episode (FCE) a 
period of continuous consultant 
treatment under a specific consultant. 
If a patient is transferred from one 
consultant to another it will be counted 
as two FCEs. 

formulary a list of preferred medicinal 
drugs which are routinely available in a 
hospital or GP surgery. 
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General Medical Council (GMC) the 
professional body for medical doctors 
which licenses them to practice. 

general practitioner (GP) a family 
doctor, usually patients' first point of 
contact with the health service. 

geriatrician a doctor who specialises in 
diagnosis and treatment of diseases 
affecting older people. 

haloperidol see antipsychotics. 

health authority (HA) statutory NHS body 
responsible for assessing the health needs 
of the local population, commissioning 
health services to meet those needs and 
working with other organisations to build 
healthy local communities. 

health community or health economy all 
organisations with an interest in health 
in one area including the community 
health councils, and voluntary and 
statutory organisations. 

Health Service Ombudsman investigates 
complaints about failures in NHS 
hospitals or community health services, 
about care and treatment, and about 
local NHS family doctor, dental, 
pharmacy or optical services. 
Anyone may refer a complaint but 
normally only if a full investigation 
through the NHS complaints system has 
been carried out first. 

holistic a method of medical care in 
which patients are treated as a whole 
and which takes into account their 
physical and mental state as well as 
social background rather than just 
treating the disease alone. 

hyocine a medicine to relieve nausea 
and sickness. 

Improving Working lives a Department 
of Health initiative launched in 1999. It 
includes standards for developing 
modem employment services, putting in 
place work/life balance schemes and 
involving and developing staff. 

incident reporting system a system 
which requires clinical staff to report all 
matters relating to patient care where 
there has been a special problem. 

independent review stage two of the 
formal NHS complaints procedure, it 
consists of a panel, usually three 
members, who look at the issues 
surrounding a complaint. 
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intermediate care a short period 
(normally no longer than six weeks) of 
intensive rehabilitation and treatment 
to enable patients to return home 
following hospitalisation, or to prevent 
admission to long term residential care; 
or intensive care at home to prevent 
unnecessary hospital admission. 

intra net an organisation's own internal 
internet which is usually private. 

investigation - by CHI an in depth 
examination of an organisation where a 
serious problem has been identified. 

Investors in People a national quality 
standard which sets a level of good 
practice for improving an organisation's 
performance through its people. 

lay member a person from outside the 
NHS who brings an independent voice 
to CHI's work. 

local medical committee (LMC) a group 
of local GPs, elected by the entire local 
GP population who meet with the 
health authority to help plan resources 
and inform decisions. 

locum a temporary practitioner who 
stands in for the permanent one. 

medical the branches of medicine 
concerned with treatment through 
careful use of medicines as opposed to 
(surgical) operations. 

medical director the term usually used 
for a doctor at trust board level (a 
statutory post) responsible for all issues 
relating to doctors and medical and 
surgical issues throughout the trust. 

midazolam see benzodiazepines. 

multidisciplinary from different 
professional backgrounds within 
healthcare (e.g. nurse, consultant, 
physiotherapist) concerned with the 
treatment and care of patients. 

multidisciplinary meetings meetings 
involving people from different 
professional backgrounds. 

multiprofessional from different 
professional backgrounds, within and 
outside of health care (e.g. nurse, 
consultant, social worker) concerned 
with the care or welfare of people. 
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National Service Framework (NSF) 
guidelines for the health service from 
the Department of Health on how to 
manage and treat specific conditions, or 
specific groups of patients e.g. Coronary 
Heart Disease, Mental Health, NSF for 
older people. Their implementation 
across the NHS is monitored by CHI. 

neuroleptic see antipsychotics. 

neurology a branch of medicine 
concerned with medical treatment of 
disorders of the nervous system. 

NHS regional office 

NHS trust a self governing body in the 
NHS, which provides health care 
services. They employ a full range of 
health care professionals including 
doctors, nurses, dieticians, 
physiotherapists etc. 

Nursing and Midwifery Council The 
Nursing Midwifery Council (NMC) is an 
organisation set up by Parliament to 
ensure nurses, midwives and health 
visitors provide appropriate standards 
of care to their patients and clients. All 
qualified nurses, midwives and health 
visitors are required to be members of 
the NMC in order to practice. 

nursing director the term usually used 
for a nurse at trust board level 
responsible for the professional lead on 
all issues relating to nurses and nursing 
throughout the trust. 

occupational therapist a trained 
professional (an allied health 
professional) who works with patients 
to assess and develop daily living skills 
and social skills. 

ombudsman see national health service 
ombudsman above. 

opiates a group of medicines containing 
or derived from opium, that act to 
relieve severe pain or induce sleep. 

opioid a description applied to 
medicines that cause similar effects in 
the body to opiates. 

outpatient services provided for patients 
who do not stay overnight in hospital. 

pain management a particular type of 
treatment that concentrates on 
managing a patient's pain - rather than 
seeking to cure their underlying 
condition- and complements their 
treatment plan. 
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palliative a term applied to the 
treatment of incurable diseases, in 
which the aim is to mitigate the 
sufferings of the patient, not to effect a 
cure. 

palliative care care for people with 
chronic or life threatening conditions 
from which they will not recover. It 
concentrates on symptom control and 
family support to help people have as 
much independence and quality of life 
as is possible. 

patient administration system (PAS) a 
networked information system used in 
NHS trusts to record information and 
inpatient and outpatient activity. 

patient advice and liaison service (PALS) 
a new service proposed in the July 2000 
NHS plan due to be in place by 2002, 
that will offer patients an avenue to 
seek adviee or complain about their 
hospital care . 

patient centred care a system of care or 
treatment is organised around the needs 
of the patient. 

patient involvement the amount of 
participation that a patient (or patients) 
can have in their care or treatment. It is 
often used to describe how patients can 
change, or have a say in the way that a 
service is provided or planned. 

primary care family health services 
provided by GPs, dentists, pharmacists, 
opticians, and others such as 
community nurses, physiotherapists and 
some social workers. 

PCG Organisations now almost 
completely replaced by primary care 
trusts. Set up in 1997, PCGs were new 
organisations (technically Health 
Authority committees) that brought 
together all primary care practices in a 
particular area. PCGs were led by 
primary care professionals but with lay 
and social services representation. PCGs 
were expected to develop local primary 
health care services and work to 
improve the health of their populations. 
Some PCGs additionally took 
responsibility for commissioning 
secondary care services. 

PCT Organisations that bring together 
all primary care practices in an area. 
PCTs are diverse and complex 
organisations. Unlike PCGs, which came 
before them, they are independent NHS 
bodies with greater responsibilities and 
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powers. They were set up in response to 
the Department of Health's Shifting the 
Balance of Power and took over many 
health authority functions. PCTs are 
responsible for 
• improving the health of their 

population 

• integrating and developing primary 
care services 

• directly providing community health 
services 

• commissioning secondary care 
services 

PCTs are increasingly working with other 
PCTs, local government partners, the 
voluntary sector, within clinical 
networks and with 'shared service 
organisations' in order to fulfil their 
roles. 

level four PCT brings together 
commissioning of secondary care 
services and primary care development 
with the provision of community health 
services. They are able to commission 
and provide services, run community 
health services, employ the necessary 
staff, and own property. 

PRN (Pro re nata) prescribing 
medication as and when required. 

protocol a policy or strategy which 
defines appropriate action. 

psychiatrist a doctor who specialises in 
the diagnosis and treatment of mental 
health problems. 

regional office see NHS regional office 
above, 

rehabilitation the treatment of residual 
illness or disab{lity which includes a 
whole range of exercise and therapies 
with the aim of increasing a patient's 
independence. 

resuscitation a range of procedures used 
when someone has suddenly become 
seriously ill in a way that threatens 
their life. 

risk assessment an examination of the 
risks associated with a particular service 
or procedure. 

risk management understanding the 
various risks involved and 
systematically taking steps to ensure 
that the risks are minimized. 

Royal College of Nursing (RCN) the 
world's largest professional union of 
nurses. Run by nurses, it campaigns on 
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the part of the profession, provides 
higher education and promotes 
research, quality and practice 
development through the RCN institute. 

sensory disabilities people who have 
problems hearing, seeing, smelling or 
with touch. 

specialist a clinician most able to 
progress a patient's diagnosis and 
treatment or to refer a patient when 
appropriate. 

speech and language therapist 
professionally trained person who 
assists, diagnoses and treats the whole 
spectrum of acquired or developmental 
communication disorders. 

staff grade a full qualified doctor who 
is neither a General Practitioner nor a 
consultant. 

staff grade doctors doctors who have 
completed their training but do not 
have the qualifications to enable them 
to progress to consultant level. Also 
called tru~t grade doctors. 

stake holders a range of people and 
organisations that are affected by, or 
have an interest in, the services offered 
by an organisation. In the case of 
hospital trusts, it includes patients, 
carers, staff, unions, voluntary 
organisations, community health 
councils, social services, health 
authorities, GPs, primary care groups 
and trusts in England, local health 
groups in Wales. 

statutory/statute refers to legislation 
passed by Parliament. 

strategic health authority organisations 
that will replace health authorities and 
some functions of Department of Health 
regional offices in 2002. Unlike current 
health authorities, they will not be 
involved in commissioning services 
from the NHS. Instead they will 
performance manage PCTs and NHS 
trusts and lead strategic developments 
in the NHS. Full details of the planned 
changes are in the Department of 
Health document, Shifting the Balance 
of Power, July 2001. 

strategy a long term plan for success. 

subcutaneous beneath the skin. 

swallowing assessments the technique to 
access the ability of the patient to 
swallow safely. 
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syringe driver a device to ensure that a 
syringe releases medicine over a defined 
length of time into the body. 

terminal care care given in the last weeks 
of life. 

terms of reference the rules by which a 
committee or group does its work. 

trust board a group of about 12 people 
who are responsible for major strategy and 
policy decisions in each NHS trust. 
Typically comprises a lay chairman, five 
lay members, the trust chief executive and 
directors. 

Unison Britain's biggest trade union. 
Members are people working in the public 
services. 

United Kingdom Central Council (UKCC) on 
1 April 2002 the UKCC ceased to exist. Its 
successor body is The Nursing and 
Midwifery Council (NMC). Its purpose was 
to protect the public through establishing 
and monitoring professional standards. 

ward round A regular review of each 
patient conducted by a consultant, often 
accompanied by nursing, pharmacy and 
therapy staff. 
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Wessex palliative care guidelines local 
guidance to help GPs, community nurses 
and hospital staff as well as specialist 
palliative care teams. It provides a checklist 
for management of common problems in 
palliative care, with some information on 
medical treatment. It is not a 
comprehensive textbook. 

whistle blowing the act of informing a 
designated person in an organisation that 
patients are at risk (in the eyes of the 
person blowing the whistle). This also 
includes systems and processes that 
indirectly affect patient care. 

whistle blowing policy a plan of action for 
a person to inform on someone or to put a 
stop to something. 

Printed in the United Kingdom by The Stationery Office 

07/02 745413 19585 
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Hampshire Constabulary v Or Jane Barton, Volume 2 (of 2) {IOC Papers) 

Document 

Transcript of IOC 21/03/02 

Transcript of IOC 19/09/02- no order made 

IOC Bundle of 21/06/01:-
- GMC letter of referral to IOC 

Correspondence from police to GMC 
Witness statement of Lesley Lack 
Witness statement of Gillian MacKenzie 
Medical records of Gladys Richards 
Statement of Dr Barton 
Report of Dr Lord (22/12/98) 

IOC Bundle of 21/03/02:-
- GMC letter of referral to IOC 

Bundle from IOC on 21/06/01 
Transcript of hearing on 21/06/01 
Report of Professor Livesley 
Report of Dr Mundy 
Report of Professor Ford 
Information received from Portsmouth Healthcare NHS 

Trust re restrictions on practise 
- Information received from Isle of Wight, Portsmouth and 
South East Hampshire Health Authority re practise 
restrictions 

IOC Bundle of 19/09/02:-
- GMC letter setting out allegations 

Correspondence between GMC and Police 
Livesley Report 
Mundy Report 
Ford Report 
Letter from Gillian MacKenzie 
Letter from Charles Farthing 
Letter from M Jackson 
Letter from lain Wilson 
Letter from Bernard Page 
Statement of Lesley Lack 
Statement of Gillian MacKenzie 
Statement of Dr Barton 
Police interview with Dr Lord 
Police interview with Dr Beed 
Dr Barton's written response for PPC 
Transcript of IOC on 21/03/02 

car _Jib1 \1776433\1 
12 February 2007 korbka 

3 

Relates to 

Page, Richards, Wilkie, 
Cunningham, Wilson 

Page, Richards, Wilkie, 
Cunningham, Wilson 

Gladys Richards 

Richards only 
All 5 cases 
All 5 cases 

Richards 
Cunningham 
Wilkie 
Wilson 
Page 
Richards 
Richards 
Richards 
Richards 
Richards 
Various 
Various 
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E:\c\ioc\item\Barton 02 09 

Confidential GENEI\_AL 
M._EDICAL 
COUNCIL 

BARTON, Jane Ann 

BM BCh 1972 Oxford 

-·-·-·-·-·-·-·-·-·-·-·-··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Code AI 
; 
; 
; 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Specialty: GP 

Interim Orders Committee 

19 September 2002 

New case of conduct 

ProtectinB patients, 

auidina doctors . 

• Current Employer: Hampshire and Isle of Wight Practitioner and Patient 
Services Agency 

Other interested parties: Police, CMO and Department of Health 

Legal representation: Mr lan Barke·r, Medical Defence Union 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
I -·-·-·-j 

! Code A ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

FPD Reference and Name of caseworker:f·-·-·-·-Code·A-·-·-·-1 
Michael KeeganNenessa Carrell '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Nature of case: Inappropriate prescribing/substandard clinical practice 

Reason for referral to IOC :The CPS are now reconsidering the five cases 
and the case has been referred for an inquiry by the Professional Conduct 
Committee. 



Previous history: None 

Case history: The Preliminary Proceedings Committee referred this case for 
an inquiry by the Professional Conduct Committee on 29 August 2002. 
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Index of papers 

Item considered by the Preliminary 
Proceedings Committee on 29 August 2002 

For detailed index see page 2 
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Pages 1 to 432 
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Index of papers 

Item considered by the Preliminary 
Proceedings Committee on 29 August 2002 

For detailed index see page 2 

Pages 1 to 432 
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2000/ 
2047 

I Date Rule 6 Letter sent: 11 July 2002 

Confidential 

GENER._AL 
M._EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Preliminary Proceedings Committee 

29-30 August 2002 

New case of conduct 

Name and Personal Details Type of Case 

BARTON, Jane Ann Sub-standard clinical practice and care 
(inappropriate/irresponsible prescribing) 

BM BCh 1972 Oxfd 

General Practice 

d. 0. b. [?.~~~~~:~~] 

Members' Notes 

Please note that those documents listed at page 3 are not copied in the committee papers but will be 
available for scrutiny on the day of the meeting 

Information case 

Previous history: None 

This case has been prepared by: Michael Hudspith- 020 7915 3617 e:\conduct\mike\ppc\barton 



Index of papers 

Index of exhibits 

GMC letter setting out allegations 

Correspondence received from Hampshire Constabulary (07/00- 02102) 

Expert opinion of Prof Livesley (case of Richards) 

Expert opinion of Dr Mundy (cases of Cunningham, Wilkie, Wilson, Page) 

Expert opinion of Prof Ford (cases of Richards, Cunningham, Wilkie, Wilson, Page) 

Letter received from Gillian MacKenzie (daughter of Gladys Richards) 

Letter received from Charles Farthing (step-son of Arthur Cunningham) 

Letter received from Mrs M Jackson (daughter of Alice Wilkie) 

Letter received from lain Wilson (son of Robert Wilson) 

Letter received from Bernard Page (son of Eva Page) 

The following documents relate specifically to the case of Gladys Richards 

Witness statement of Lesley Lack 

Witness statement of Gillian MacKenzie 

Statement of Dr Jane Barton 

Record of police interview with Or Althea Lord (Consultant in Elderly Medicine) 

Record of police interview with Philips Seed (Clinical Manager/Charge Nurse) 

Screener's memorandum 

GMC100829-0523 

Pages 

3 

4-8 

9- 18 

19-52 

53- 58 

59-97 

98- 99 

100 

101 - 103 

104 

105 

106- 125 

126- 152 

153- 163 

164-233 

234-399 

400-403 

• 

2 
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Exhibits received from police - not copied in the committee papers 

Medical records for Gladys Richards (July- Aug 1998) 

Medical records for Arthur Cunningham (Sept 1998) 

Medical records for Alice Wilkie (July- Aug 1998) 

Medical records for Robert Wilson (Sept- oct 1998) 

Medical records for Eva Page (Feb- Mar 1998) 

The following documents relate specificaily to the case of G/adys Richards 

Witness statement of Sylvia Giffin (Staff Nurse) 

Record of police interview with Sylvia Giffin (Staff Nurse) 

Record of police interview with Catherine Marjoram (Staff Nurse) 

Pages 

1 - 131 

132-197 

198-270 

271 -407 

408-509 

510- 514 

515-575 

576-638 

Record of police interview with Geraldine McCarthy (Health Care Support Worker) 639 - 640 

Record of police interview with Jean Moss (Nursing Auxilliary) 641 - 683 

Record of police interview with Margaret Perkins (Nursing Auxilliary(?)) 

Record of police interview with Monica Pulford (Nurse) 

Witness statement of Minh Rushton (Health Care Support Worker) 

Record of police interview with An ita Tubbritt (Staff Nurse) 

Record of police interview with Christina Tyler (Health Care Support Worker) 

684-713 

714-750 

751 - 753 

754- 793 

794-855 

Record of police interview with Fiona Walker (Nurse) 856- 884 

Record of police interview with Kathleen Wallington (Health Care Support Worker) 885- 916 

Witness statement of Katherine Wilde (Health Care Support Worker) 917-918 

Record of police interview with Or Barton 
(Dr Barton makes 'no comment' on the advice of her solicitor) 

Witness statement of Anne Funnel!, Medical Records Manager 

Witness statements of Lesley Humphrey, Quality Manager 

Summary prepared by Or Lord 

Extract from Toxic Psychiatry by Or Peter Breggin 

Extract from Criminal Law by Oiana Rowe 

919-925 

926 

927-936 

937- 938 

939-943 

944-957 

3 
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In reply please quote 2000/2047 

Please address your reply to the Fitness to Practise Directorate 
Fax: 020 7915 3696 

11 July 2002 

Special Delivery 

Or J A Barton 

Code A 

Dear Or Barton 

G ENER._AL 
J\\EDICAL 
COUNCIL 
!'rntccring {''IliL'llts, 

HuidinH Joctors 

A member of the Council, who is appointed under Rule 4 of the General Medical Council • 
Preliminary Proceedings Committee and Professional Conduct Committee (Procedure) 
Rules 1988 to give initial consideration to cases, has asked me to notify you, under rule 
6(3) of those Rules, that the Council has received from Hampshire Constabulary 
information which appears to raise a question whether, as a registered medical 
practitioner, you have committed serious professional misconduct within the meaning of 
section 36(1) of the Medical Act 1983. A copy of the relevant provisions of the Act is 
enclosed, together with copies of the Procedure Rules, the GMC's publication "Good 
Medical Practice" and of a paper about the GMC's fitness to practise pr6c"esses. 

In the information it is alleged that: 

1. At the material times you were a registered medical practitioner working as.a clinical 
assistant in elderly medicine at the Gosport War Memorial Hospital, Hampshire; 

2. a. i. On 27 February 1998. Eva Page was admitted to Dryad Ward at 
Gosport War Memorial Hospital for palliative care having being 
diagnosed at the Queen Alexander Hospital with probable 
carcinoma of the bronchus 

ii. On 3 March 1998 you prescribed diamorphine, hyoscine and 
midazolam to be administered subcutaneously via syringe driver 

b. Your prescribing to Mrs Page of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. she was started on opioid analgesia in the absence of prior 
psychogeriatric advice 

ii. the medical and nursing records do not indicate that Mrs Page was 
. distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

178 Great l'ortlancl Street London WIW 5JE Telephone o2o HXo 7642 Fax o2o 791 r; 3641 

email gmciZ_ygmc-uk.org \\"\\'W.gmc-uk.org 
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4. 

a. 
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iv. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Page's 
condition; 

i. On 6 August 1998 Alice Wilkie was admitted to Daedalus Wad 
at Gosport War Memorial Hospital for observation following 
treatment at the Queen Alexandra Hospital for a urinary tract 
infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be 
administered subcutaneously 

iii. These drugs were administered to Mrs Wilkie from 20 August 1998 
until her death the foll.owing day 

iv. Mrs Wilkie had not been prescribed or administered any analgesic 
drugs during her time on Daedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. 

ii. 

iii. 

insufficient regard was- given to the possibility of alternative 
milder or more moderate treatment options 

the prescription for diamorphine, hyoscine and midazolam was 
undated 

the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

iv. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Wilkie's 
condition 

c. Your management of Mrs Wilkie was unprofessional in that you failed to 
pay sufficient regard to Mrs Wilkie's rehabilitation needs; 

a. i. On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitation following 
a hip replacement operation performed on 28 July 1998 at the 
Haslar Hospital, Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam and 
haloperidol 

iii. Although Mrs Richards did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

Protecting patients, 5 
guiJing Joctors 
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iv. On 13 August 1998 Mrs Richards artificial hip joint became 
dislocated and underwent further surgery at the Haslar Hospital, 
returning to Daedalus ward on 17 August 1998 

v. On 18 August 1998 you prescribed diamorphine, halof]eridol, 
midazolam and, on 19 August 1998, hyoscine which was .j • 

administered to Mrs Richards subcutaneously and by syringe driver 
until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 Mrs Richards received no foods 
or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive 
to oromorph and had had a prolonged sedated response to 
intravenous midazolam 

ii. 

iii. 

insufficient regard was given to the possibility of using milder or 
more moderate analgesics to control Mrs Richards pain 

opiate and sedative drugs were administered subcutaneously when 
you knew or should have known that Mrs Richards was capable of 
receiving oral medication 

iv. You knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Richards' 
condition 

d. Your management of Mrs Richards was unprofessional in that you failed 
to pay sufficient regard to Mrs Richards' rehabilitation needs.; 

a. i. On 21 September 1998 Arthur Cunningham was admitted to 
Dryad ward at Gosport War Memorial Hospital with a large sacral 
necrotic ulcer with necrotic area over the left outer aspect of the 
ankle 

ii. After reviewing Mr Cunningham you prescribed oromorph and later, 
via syringe driver, diamorphine, midazolam to which was added 
hyoscine on 23 September 

iii. Although Mr Cunningham did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr 
Cunningham's death on 26 September 1998 

b. Your prescribing to Mr Cunningham of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

Protecting patients, f} 
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6. 

ii. the reasons for the switch to subcutaneous infusion and the 
subsequent increases in dosages were not adequately recorded in 
medical or nursing rec~rds 

iii. you knew or should have known that opiate and sedative drugs· 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in 
Mr Cunningham's condition 

c. Your management of Mr Cunningham was unprofessional in that you 
failed to pay sufficient regard to Mr Cunningham's rehabilitation needs; 

a. i. On 14 October 1998 Robert Wilson was transferred from to. 
Dryad Ward at Gosport War Memorial Hospital for rehabilitation, 
following treatment at the Queen Alexandra Hospital for a fractured 
left humerus 

ii. Between 16 October 1998 and Mr Wilson's death on 18 October 
1998 you prescribed oromorph, diamorphine, hyoscine and 

iii. 

midazolam · 

Diamorphine, hyoscine and midazolam were administered 
subcutaneously to Mr Wilson via syringe driver from 16 October 
1998 . 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam was 
undated 

ii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs and the subsequent increases in 
dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mr Wilson's 
condition 

c. Your management of Mr Wilson was unprofessional in that you failed to 
pay sufficient regard to Mr Wilson's rehabilitation needs. 

Copies of information from Hampshire Constabulary may be found in the enclosed 
bundle of papers which is indexed at page 2. 

The member has directed, in accordance with the Procedure Rules, that the information 
received from Hampshire Constabulary be referred to the Preliminary Proceedings 
Committee of the Council. That Committee will consider the information any written 
explanation provided by you, to determine whether the case should be referred to the 
Professional Conduct Committee of the Council for inquiry into a charge against you. 

Protcctin& patients, 

[]UiJing doctors 
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You are invited to submit at your earliest convenience a written explanation of the 
foregoing matter. The next meeting of the Preliminary Proceedings Committee will be 
held on 29- 30 August 2002. lt is in your interests that the Committee should have time 
to give careful consideration to any explanation you may wish to offer. You may 
therefore find it helpful to know that any explanation received by the Counci:· before 
21 August 2002 will be circulated to the Committee before the meeting. Any explanCJtion 
received between 21 and 29 August 2002 will be placed before the Committee on the 
day of the meeting. Please address your explanation for the attention of Lorna Johnston, 
Conduct Case Presentation Team, fax number: 0207 915 3696. 

If you intend to consult your medical defence society, or to take other legal advice, you 
should do so without delay. 

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 10 days of receipt of this letter, of the name and address of 
all of your current employers including the Health Authority with which you have a 
service agreement, any locum agencies with whom you are registered, and the hospital 
or surgery at which you are currently working. If you engage in any non-NHS work, you 
are also required to notify us, within the same period of time, of the name of the 
organisation or hospital by which you are employed, or have any working arrangements. 
If you are approved under Section 12 of the Mental Health Act, you must also notify us 
of this fact. 

I enclose a form for you to complete and return in the envelope provided. Please forward 
this information directly to me. Upon receipt of these details, your employers will be 
notified of the Committee's consideration of the matter. Failure to comply with this 
statutory requirement may result in further proceedings against you. 

The documents enclosed with this letter may contain confidential material. This material 
is sent to you solely to enable you to respond to the allegations in this letter: it must not 
be disclosed to anyone else, except for the purpose of helping you to prepare your 
defence. 

Please will you write personal.ly to acknowledge receipt of thi!? letter quoting the 
reference shown above. · 

Yours sincerely 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

l Code Al 
i ! 
i ! 
i_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Gerry Leighton 
Assistant Registrar 
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HAMPSHIRE 
Paul R. Kernaghan QPM LLB MA DPM MIPD 
Chief Constable 

Our Ref. HQ/CID/SE/DCI/2000 

Your Ref. 

The Fitness to Practice Directorate 
General Medical Council, 
178 Great Portland Street, 
London, 
WIN 6JE. 
For the attention of Miss BANNISTER 

Dear Miss Bmmister, 

Re: Dr. J:me BARTON G.P. 

GMC1 00829-0530 

C o n s t _a b u I a r y 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P0.28BU 

Tel . 0845 045 45 45 
Extn: 684-220/349 
Fax. 023 92891562 

27/07/00 

Private and Confidential 

Further to my telephone call of yesterday's date, I wish to provide brief details of an 
investigation which is currently being conducted by the Hampshire Constabulary. 

An allegation has been made by members .of the family of a woman named Gladys 
RJCHARDS to the effect that she was unlawfully killed as a result of treatment received at the 
Gosport War Memorial Hospital (GWMH) during or about the period 17111-2151 August 1998. 
The doctor who appears to have been responsible for the care of Mrs RJCHARDS at the time 
is Dr. .lane BARTON (born: 19.10.48) who is a General Practitioner practising in Gosport, 
Hampshire. Dr. BAR TON is additionally engaged by the Portsmouth Healthcare (NHS) Trust 
as a visiting Clinical Assistant at the GWMH. Dr. BARTON currently practises at The 
Surgery, ] 48 Forton Road, Gosport, Hampshire. The investigation is ongoing and no criminal 
charges have been. prefened. Dr. BAR TON is represented by Mr. lan BARKER of 
HEMSONS (Solicitors) ofLondon. 

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

r.Y.onrs . .c;.inc.erelv. ................ 1 

\ CodeA \. 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

R.J.BURT 
Acting Detective Superintendent 
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HAMPSHIRE Constabulary 
Paul R Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref . HQ/CID/SE/DCl/2000 

Your Ref. 

Ms W BaiUlister 
Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
WIN6JE 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P028BU 

Tel . 0845 045 45 45 
Ext: 684-220 
Fax. 023 92891504 

20/09/00 

IN CONFIDENCE 

Dear Ms Bannister, 

Re: Dr Jane BARTON G.P. 

My letter of the 18/9/00, and yours of the 19/9/00, appear to have crossed in the post. 

The investigation is ongoing and a file will be submitted to the Crown Prosecution Service as A 
soon as possible. I would estimate that the outcome is unlikely to be known for at least 3 - 4 W 
months. 

Dr BAR TON has iwt been charged with any criminal offence. 

!" ___ Your..s..siru::.erebL. _______________ .
1 

!Code A!. 
! i 

t_ __ RTBURT-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Detective Chieflnspector 

10 
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N:EWS RElEASt= 

OPERATION ROCHESTER 

Police have completed their investigation into the circumstances surrounding the death . 
of a 91-year-old woman from Lee on Solent following a complaint by her family. 

She died in August 1998 at the War Memorial Hospital in Gosport after being 
transferred there from Royal Hospital Haslar. 

In line with patient confidentiality we cannot reveal the nature of her medical 
condition. 

A file has have been sent to the Crown Prosecution Service and police are awaiting its 
decision. 

We have the full co-operation of the Portsmouth HealthCare (NHS) Trust and the 
Royal Hospital Haslar for our investigation. 

Ends r·-c-o.cie·A-·1 
··-·-·-·-·-·-·-·-·-·-·-) 

Hampshire Constabulary Madla Service& 
Police Headquarters, Romsey Road. 
Winchester S022 SOB 

T: 01962 871619 F: 01962 871194 
mediaservices@ hampshire.police.uk 

Pauline Davey r·-·-·-·-·-Code·-A·-·-·-·-·-1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

www_hampshire.police. uk 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. Op Rochester 

Your Ref. 

Ms J Smith 
General Medical Council 
178 Great Portland Street 
London 
WIN 6JE 

Dear Ms Smith 

Fratton Police Station 
Kingston Crescent 
Portsmouth 
North End 
Portsmouth 
P028BU 

Tel . 0845 045 45 45 
Direct Dial [~~~~~~:.~:.~~J 
Fax . 023 9289 1504 

06 June 2001 

GENERAL MEDJCAL COUNCIL- DR JANE BARTON 

I have been asked by DCI Ray BURT to provide you with the following documentation all 
previously disclosed to Dr BARTON. 

L Statement ofLesley LACK 
2. Statement of Gillian MACKENZIE 
3. Medical notes Gladys RICHARDS 

Please accept my apologies for not supplying them earlier I have been on leave. 

____ .Y.Q':.l!.~.-§ip_~~.!.~!y ___ ·-·-·-·-·-·-·-·-·-·-·-·-· 

Code A 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 

Your Ref. 

Ms J Smith 

Ml C/Det. Supt/JJ/DM 

c7, -o o /Jo q1 ;;·r·fH 

Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
WlN 7JJ 

Dear Ms Smith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Tel . 0845 045 45 45 
Direct Dial 
Fax . 023 9289 1504 

14 August 2001 

Re: Dr Jane BARTON 

I am writing to notify you that on Friday 101
h August 2001, I received written confirmation 

from the Crown Prosecution Service informing me of Senior Treasury Counsel's advice 
regarding the matters about which Dr BARTON was interviewed by the Police. 

The advice is that, based on the papers submitted to the Crown Prosecution Service by 
Hampshire Constabulary, there is insufficient evidence to support a viable prosecution against 
Dr BAR TON with regard to the death ofMrs Gladys RICHARDS. 

As Senior Investigating Officer for the enquiry I have accepted this advice. 

In the absence of any other significant evidence being forthcoming no further action will be 
taken against Dr BAR TON in relation to the death ofMrs Gladys RICHARDS. 

I must advise you that following publicity concerning the enquiry into Mrs RICHARDS death 
a number of members of the public have contacted the enquiry team expressing concerns 
about the circumstances attendant to the deaths of relatives who had died at the Gosport War 
Memorial Hospital. I must further advise you that we are conducting preliminary enquiries to 
determine whether or not these other matters should be the subject of a more intensive police 
investigation. 

13 
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HAMPSHIRE Constabulary 

I anticipate that these enquiries will be completed within the next six to eight weeks. I will 
advise you at the earliest opportunity of the outcome of our investigation. 

·-·-·-·-·Y.9.m~.-s.in.~.~r~Jy _________________ _ 
' ' 

I Code AI 
' ' i i 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

J JAMES 
Detective Superintendent 

14 
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HAMPSHIRE Constabulary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 
Your Ref. 

Ms J Smith 

MIC/Det. Supt/JJ/DM 

Fitness to Practice Directorate 
General Medical Council 
178 GreatPortlan<;l Street 
LONDON 
WlW 5JE 

Dear Ms Smith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P02 8BU 

Tel. 0845 045 45 45 
Direct Dial : 
Fax. 023 9289 1884 

06 February 2002 

Re: Dr Jane BARTON and Dr Anthea Everista Geredith LORD 

I am writing following my letter to you of the 14111 august 2001, concerning police 
investigations into patient deaths at Gosport War Memorial Hospital. You will note that this 
correspondence referred to preliminary police investigations to determine whether or not an 
intensive investigation of deaths at Gosport War Memorial Hospital was warranted. 

In furtherance of those investigations expert reports were commissioned in respect of four 
other patient deaths and a further review o( a particular death, Gladys RlCHARDS in August 
1998, which was previously subject of correspondence with the GMC. Receipt of the further 
reports was delayed for a number of reasons beyond our control. 

However, they have now been reviewed and it has been determined that at this stage no 
further police investigations are appropriate. This decision is subject to review should further 
substantial evidence become available. 

In reviewing the reports (which are enclosed) it is clear that the commentary and conclusions 
of the authors raise very serious concerns about the standard of clinical and nursing care 
delivered to the named patients at Gosport War Memorial Hospital. Specifically the care 
delivered by Dr BAR TON is subject to particular criticism and raises concerns about her 
professional conduct. To a lesser extent there are implicit concerns about the professional 
conduct ofDr LORD as the consultant physician who had overall responsibility for patients 
on Daedulus and Dryad wards at Gosport War Memorial Hospital. 

Website- www.hampshire.police.uk 
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HAMPSHIRE Constabulary 

It is my conclusion that the reports should be disclosed to you as the regulatory body for the 
named individuals for your action as appropriate. I should further advise that disclosure to 
you is for the purpose as described on the advice of our Force solicitor and disclosure to any 
third party should be referred back to us in the first instance. 

Ifl can be of further assistance, please do not hesitate to contact me. 

Yours sincerely 

r--code--A--1 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

JJAMES 
Detective Superintendent 

c.c. Julie MILLER 
Investigations Manager 
Commission for Health Improvement 

Website- www.hampshire.police.uk 
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HAMPSHIRE ConstabuJary 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 
Your Ref. 

MI CID et. Supt/JJ/DM 
2000/2047 

Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
1 78 Great Portland Street 
LONDON 
WIW 5JE 

Dear Mr Hudspith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P02 8BU 

Tel . 0845 045 45 45 
Direct Dial 
Fax. 02392 891884 

14 February 2002 

Re: Dr Jane BARTON 

I am writing following your letter ofthe i 11 February and our conversation of the 13111 

concerning the above named. 

As I outlined to you the enquiry at Gosport War Memorial Hospital has generated a 
significant amount of documentation. 

In the first instance, as agreed, I will arrange for you to be copied: 

• Any statements/reports referred to in the LIVESLEY, FORD, MUNDY reports. 
• Patient notes for any person referred to in the above reports. 
• Any other obvious supporting documentation. 

I will arrange for Detective Sergeant Dave SACKMAN to collate the papers. If you have any 
queries he can be contacted on 023 9289 1999. 

Website- www.hampshire.police.uk 
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HAMPSHIRE Constabulary 

Should you, after receiving the first tranche of documents, identify further material you would 
like disclosed please contact David. direct. 

Ifl can be of any other assistance please advise . 

. X-~'!.T.~--~~-~~-~~~1-~----·-·-·-·-·-·-·-·-·-·· 

!Code AI 
! i 

lJ._J:AMES"·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-·J 

Detective Super-intendent 

t8 
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JVIedical Report: 
concerning the case of Gladys i\'lable 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 ofthe Elderly 
lmperial College School of Science, Technology, & Medicine 
The Chelsea and Westminster Hospital, London SWlO 9NH 

For the purpose of ... providing an independent view about treatment given to tv:frs Gladys 
RICHARDS and the factor(s) associated with her death. 

Synopsis 

1. At the age of9l years, .Nlrs Gladys RICHARDS was an in-patient in Daedalus ward at 
Gosport War Memorial Hospital. 

l. 1. A registered medical practitioner prescribed the drugs diamorphine, haloperidol, 
midazolam. and hyoscine for i'vlrs Gladys RlCHARDS. 

1.2. These drugs were to be administrated subcutaneously by a syringe driver over an 
undetermined number of days. 

1.3. They were given continuously until i\tlrs RlCHARDS became unconscious and died. 

1.4. During this period there is no evidence that Mrs RlCHARDS was given life sustaining 
fluids or food. 

1.5. [t is my opinion that as a result of being given these drugs, Mrs RlCHARDs·s death 
occurred earlier than it would have done from natural causes. 

19 
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The writer's declaration 

1. This report consisting of thirty-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. 

2.1. 

2.2. 

.. .., -. 

.:...J. 

2.4. 

., -__ ), 

The documents with which I have been provided and the visits I have made to the 
hospitals involved in this enquiry are listed in the Appendix A. 

Appendix B contains facts of the environment provided by the statements ofi\t[rs 
Gillian MACKENZIE (the elder daughter of J\tfrs Gladys RI CHARDS (deceased)) and 
i\t[rs Lesley Frances LACK (the younger daughter). 

I have indicated any medical 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. 

Appendix E contains details of my qualitications and experience. 

This report has been presented on the basis ofthe information available to me-should 
additional information become available my opinions and conclusions may be subject 
to review and modification. 

Information relating to Mrs Gladys Richards (deceased) 

3. Mrs Gladys Mable RICHARDS (nee Beech) \vas born on ~---·C-o.Cie-·A·---~ and died on 
21st August 1998 aged 91 years. '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

3.1. Mrs Richards has two daughters. They are Mrs Gillian MACKENZIE (the elder 
daughter) and Mrs Lesley Frances LACK 

, ') 
J.-. 

3.1.1. Mrs Lack is a retired Registered General Nurse. She retired during 1996 after 
41 years continuously in the nursing profession. 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. 

The Glen Heathers Nursing Home is a private registered nursing and residential home 
at Lee on the Solent, Hampshire. Or J BASSETT is a general practitioner who visits. 

' >ll 1 
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3.3. The Royal Hospital HasJar is an acute general hospital in Gosport, Hampshire serviced 
by the Armed Forces at the time of the incident but available as a National Health 
Service facility to local people. 

3.4. Gosport War Memorial Hospital is part ofthe Portsmouth Heaithcare N1-IS Trust. 

3.4.1. Daedalus ward is a continuing care and rehabilitation ward at Gosport War 
Memorial Hospital. 

3.5. Or 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 Gosport 
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 w·ard at 
Gosport War Memorial Hospital. Ms Margaret COUCHlvfA.J.'J" 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 consultant physician, within the department of 
elderly medicine ofPortsmouth Healthcare NHS Trust, who was usually responsible for 
the patients on Daedalus ward and who was on study leave on 17118 August 1998. 

3.7.1. Other consultant physicians from 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. Nlrs RfCHARDS became resident at the Glen Heathers Nursing Home on 5th Augu~t 
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 noted that she also had a past medical history of bilateral deafness for which she 
required hearing aids. 

4.1.1. 

4.1.2. 

Unfortunately both ofher hearing aids were lost by December 1997 while 
she \Vas at the Glen Heathers Nursing Home and had not been replaced by 
July 1998 when she was admitted to Oaedalus ward at Gosport War 
Memorial Hospital). 

It is noted that on 8th July 1998 her general practitioner, Or 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 RlCHARDS] with two new 
hearing aids .... Since her poor hearing probably contributes to her 

") ') 
(.u~o.~ 

Prot"c:s:>or Brian Liv<!sk\· 
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confusional state I would-be gratefulifyou would visit with a view to fitting 
of replacement aids as soon as possible please.' 

4.2. lt is also noted that Nlrs RI CHARDS had had operations for the removal of cataracts 
and required glasses. 

4.2.1. 

4.2.2. 

4.2.3. 

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. 

As Dr BASSETT had noted Mrs RICHARDS poor hearing probably 
contributed to her confusional state. The absence ofher spectacles would 
also make it difficult for Mrs RICHARDS to be aware ofwhat was going on 
around her, further aggravate her confusional state due to lack of sensory 
stimulation, and increase her dependency on others for her normal daily 
activities. 

The absence ofboth her hearing aids and her spectacles would make the 
assessment of and communication with Mrs RI CHARDS extremely difficult. 

4.2.3.1. It is noted that such sensory deprivation can produce and 
aggravate confusional and disorientated states. 

4.3. At the beginning of 1998, she had become increasingly forgetful and less able 
physically but was inclined to wander and she had about 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 2.5mg 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 301
h July 1998 Mrs RICHA.RDS had a right cemented hemiarthroplasty [an artificiai 

hip joint inserted]. 

4.5.1. 

4.5.2. 

Post-operatively she was given 2.5 mg morphine intravenously on July 301
h 

at 023 0 hours, 31 51 at 0 15 0 and 1905 hours, and on August 1 '' at 1920 hours 
and 2nd at 0720 hours. From August 151 -7r11 she was weaned over to two 
tablets of co-codamol, requiring these on average twice daily for pain relief 

On 3rd August 1998 it was noted' All well. Sitting out early mobilization'. 

23 
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4. 6. On 5th August 1998, Dr 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.' 

4.7. 

4.6.1. Or REID also noted that Nlrs RJCHARDS 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.' 

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, Gosport, Hants.' It contained the following information:-

4.7.1. After the operation Mrs RlCHARDS 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 11th August 1998, lvlrs RICHARDS was transferred to Daedalus ward at the 
Gosport War Memorial Hospital. She was not in pain and had been fully weight bearing 
at the Royal Hospital Haslar walking with the aid oftwo nurses and a Zimmer frame. 

4.8.1. 

4.8.2. 

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 oftwo 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 .... ' 

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 ... DentaiiOral status Full "Set" - keeps teeth in at night.' 

Proti::ssor Bri<m Liveslt::y 
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4.8.3. The 'Patient Medication Information' states, '11.8.98 ... Haloperidol 
O[rally] 1 mcg [looks like 'mcg' 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 BAR TON] has written in the medical case 
records '11-8-98 Transferred to Daedalus Ward Continuing Care .... 0/E [on 
examination] Impression frail demented lady [paragraph] not 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.' 

4.10. At 1300 hours on the 13th August 1998 the Nursing Contact Record states 'Found on 
floor at 13.30hrs [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 Xra y AJ.vi [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. Or 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[?] Cdr [Commander] 
SP ALDfNG 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 2.5ml of 10mg/5ml Oramorph at midday.' 

4.12. 1. According to the letter signed by Philip BEED, Mrs RICHARDS was given 
1 Omgs of Oramorph at 1150 hours on 14th 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 Dr BARTON & 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 14th August 1998] Notified that dislocation has 
been reduced. [Nlrs RlCHARDS] To stay in Haslar [hospital] for 48 hours 
then return to us [[initialled signature] Family aware.' 

4.14. At the Royal Hospital Haslar (at 1400 hours) Xray having contirmed that the 
hemiarthroplasty had dislocated, intravenous sedation using 2 mgs of midazolam 

'~'to. )\'.-"' 
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allowed the dislocation to be corrected by traction. The procedure was described as 
'Under sedation c [with] CVSIRS [cardiovascular and respiratory systems] monitoring . 
. . . Easy reduction.' Nfrs RICHARDS was noted to be 'rather unresponsive following 
the sedation. The [She] gradually became more responsive ... .' She was then admitted 
the Royal Hospital for 48 hours observation. 

4.15. Apart from two tablets of co-codamol on the 15rh August 1998, she did not need to be 
given any pain relief following the reduction of her hip dislocation. 

4.15.1. Two days later, on 17rh August 1998, it was recorded that 'She was fit for 
discharge that day and she was to remain in straight knee splint for four 
weeks. In the discharge letter from Haslar Hospital it was also recorded that 
Mrs RI CHARDS was to return to Daedalus ·ward. It was further stated that 
'She has been given a canvas immobilising splint to discourage any further 
dislocation, and this must stay in situ tor four weeks. When in bed it is 
advisable to encourage abduction by using pillows or abduction wedge. She · 
can however mobilise fully weight bearing.' 

4. 16. On I71
h August 1998 it was also recorded thar she was 'Fit tor 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 War Memorial 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 legs at night (abduction) No follow-up unless complications.' 

4.17.1. Mrs RICHARDS was given Oramorph 2.5 mg in 5mls. The nursing record 
for 17!h August 1998 further states ' 13 0 5 [hours] ... Daughter reports 
surgeon to say her mother must not be left in pain if dislocation occurs again. 
Or Barton contacted and has ordered an Xray. M. COUCH\tfAN. [paragraph] 
pm Hip Xrayed at 1545 [hours] Films seen by Dr PETERS & radiologist & 
no dislocation seen. For pain control overnight & review by Dr BAR TON 
mane [in the morning]. ?[illegible nurse signature] 

4.17.1.1. This radiograph was reported by Dr. OOl\tUAN, Consultant 
Radiologist as showing 'RIGHT HIP: The right hemiarthroplasty 
is relocated in the acetabulum.' 

4.18. On 171
h August 1998, Or BAR TON noted 'Readmission to Daedalus from Rfffi [Royal 

Hospital Haslar] 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.' 

Professor Bri<ul Livcsky 
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4.19. On 18th August 1998, Dr BAR TON recorded 'Still in great pain [paragraph] Nursing a 
problem. [paragraph] I suggest sc[subcutaneous] diamorphine!HaloperidoVmidazolam 
[paragraph] I will 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 [Nlrs LACK and 
~lrs wiACKENZIE]. They agree to use of syringe driver to control pain [It 
is noted that lVlrs LACK has disagreed with this statement] & allow nursing 
care to be given. [paragraph] 1145 Syringe driver diamorphine 40 mg. 
Haloperidol 5 mg, Medazolam [midazolam] 20 mg commenced' 

4.20.2. '18/8/98 20.00 Patient remained peaceful and sleeping. Reacted to pain when 
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 [Mrs RICHA.RDS], 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] '19/8/98 am ~lrs Richards 
comfortable. [paragraph] Daughters seen. Unhappy with various aspects of 
care, complain[t] to be handled officially by Mrs S Hutchings Nursing co
ordinator [initialled signature]' 

4.20.4. It is noted that there is no continuing nursing Contact Record for the 20th 
August 1998. 

4.20.5. The contiguous nursing Contact Record states '2118/98 12.13 [hours] 
Patient's [Mrs RICHARDS] overall condition deteriorating, medication 
keeping her comfortable. Daughters visited during the morning. C JOICE' 

4.2i. Or BARTON's next contiguous medical record was on 2l't August i998 when she 
wrote 'Much more peaceful [paragraph] needs Hyoscine for rattly chest'. 

Prote,sor Brian. Li vesley 
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4.21.1. It is noted that Mrs RICHARDS was already being given hyoscine at this 
time and had been doing so continuously since 191

h August 1998. 

4.21.2. Nurse GRIFFIN made the next note in the medical records on 2 i't August 
1998 stating that .Nlrs Richards was dead at 2120 hours. 

4.22. The Nursing Care Plan records state:-

4.22.1. '12.8.98 Requires assistance to settle and sleep at night. ... 12.8.98 
Haloperidol given at 2330 [hours] 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]' 

4.22.3. '14.8.98 Same pain in rt[right] leg/ ?[query] hip this am. [initialled 
signature]' 

4.22.4. 'Re-admitted 17/8/98' 

4.22.5. '17.8.98 Oromorph [Oramorph] 10mg/5ml at present.' 

4.22.6. '18.8. 98 Now has a syringe driver with 40mgs Diamorphine- comfortable. 
Daughters stayed. [initialled signature]' 

4.22.7. 'Daughters stayed with Gladys [Mrs RICHARDS] overnight. [initialled 
signature]' 

4.22.8. 

4.22.9. 

There is no record of continuance of the Nursing Care Plan for 20th and 21st 
August 1998. 

After Mrs RICHARDS had been readmitted to Daedalus ward on 17th August 
1998, there is no record bet'vveen l 7th and 21st August 1998 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 tor 'Constipation' shows no record betw·een 
17th and 21st August 1998. On 21st August the record states 'BNO [bowels not 
open] [initialled signature]' 

4.22.ll. The Nursing Care Plan for 'Personal Hygiene' states:-

Prot;;:ssor Brim1 Liv-:sky 
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4.22.11. L '18.8.98 Complete Bed Bath given plus oral [Signature] Hygiene 
[second signature]' 

4.22.11.2. '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]' 

4.22.11.4. It is noted that there is no record ofMrs Richards being attended to 
for 'Personal Hygiene~ on 20th August 1998. 

4.22.1 1.5. '21.9.98 General care and oral hygiene given [initialled signature]' 

4.23. The drugs prescribed for l\llrs RICHARDS at Gosport 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 
Hospital 

5. Dr BARTON wrote the following drug prescriptions for Mrs RICHARDS. 

5.1. On 11th August 1998:-

5.1. L Oramorph 1 Omgs in 5mls to be given orally four hourly. On the 
Administration Record these doses are recorded as being given-

5.1.1.1. twiceon 11th August 1998(10mgat 1015 [?1215]and 10mgat 
1145 [?pm]); 

5.1.1.2. once on 121
h August (10mg at 0615); 

5.!.1.3. once on 13th August (10mg at 2050); 

5.1.1.4. once on 141h August (5ml (lOmg] at 1150); 

5.1.1.5. four times on 17th August (2.5ml [5mg] at 1300, 2.5m1 [5mg] at 
''???[time illegible], 2.5ml (5mg] at1645, and 5ml [10mg] at 
2030); and, 

5.1.1.6. twice on 18th August 1998 5ml [10mg] at Ol230[sic and? meaning 
0030 hours] and 5ml [lOmg] at [?]0415). 

5.1.2. Diamorphine at a dose range of20- 200 mg to be given subcutaneously in 
24 hours. 

29 
Prot't:ssor Brian Li vesley 
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5.1.2.1. None ofthis diamorphine prescription is recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive. 

Hyoscine at a dose range of200- 800 mcg [micrograms] to be given 
subcutaneously in 24 hours. 

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 prescription is recorded on the 
Administration Record as having been given between 11th- 14th 
August inclusive. 

Haloperidol 1 mg orally twice daily. It is noted that at the top of this 
prescription chart 'TAKES "NlEDICINE OFF A SPOON' [sic] is clearly 
written. 

5.1.5.1. She was give 1mg of haloperidol at 1800 hours on 11th August 
1998, at 0800 and 2330 hours on 12th August 1998, at 0800 and 
1800 hours on 13!11 August 1998. 

5.1.5.2. In addition, on 13 111 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 
1300 on 13th August 1998. 

5.1.5.3. She was also given 1mg of haloperidol at 0800 hours on 14th and 
also at 1800 hours on 17 August 1998. 

lt is noted that, apart from 2330 hours on 12 August 1998, at the above times 
when Mrs RI CHARDS was given haloperidol she was also give 1 Oml of 
Lactulose [a'purgative]. 

• 

On l21
h August 1998:-

5.2.1. Oramorph 10mgs in Smls to be given orally in a dose of2.5 mls four hourly 
[equiv:alent to 5mgs of oramorph]. · 

•-; I) uu 
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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 PRL'l" [meaning 
that the prescription is to be administered as required]. 

Oramorph 1 Omgs 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 

Haloperidol 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, Nlrs RICHARDS was given simultaneously 
and continuously subcutaneously diamorphine 40mgs, and haloperidol 5mgs, and 
midazolam 20mgs during each 24 hours. 

5.4.1. 

5.4.2. 

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 respectively. 

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 of 18t11

, 19th, 20th, and 21 sr 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 for as 
being administered to Mrs RICHARDS via the syringe driver by 
Mr Philip BEED on 1 gth and 19th August 1998, by Ms Margaret 
COUCHlvfAN on 20th August 1998, and by Ms Christine JOICE 
on 21st August 1998. · 

I . h th lh d st "d 1 t IS noted that on t e 19 , 20 , an 21 August 1998 the drugs m1 azo am 
20mgs, diamorphine 40mgs, and haloperidol 5mgs were also eo-administered 
subcutaneously in 24 hours with 400mcg of hyoscine [this last drug had been 

•J1 ti 
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prescribed by Dr BAR TON to be given as required on 111h August 1998 but 
its administration was not commenced until 191

h August 1998]. 

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 

6. The circumstances of Mrs RI CHARDS death have been recorded as follows: 

6.1. In a document [Case no. 1630/98] initialled by the Coroner on 241
h August 1998 

'Reported by Or BARTON[sic]. Deceased had undergone surgery for a fractured neck 
offemur. Repaired. Death cert[ificate] issued. [paragraph] THONIAS [sic] 

6.2. The cause of death was accepted by the Coroner on 241h August 1998 as being due to:-

6.2.1. 

6.2.2. 

6.2.3. 

'1(a) Bronchopneumonia'. 

The death was certified as such by Or J A BAR TON and registered on 241
h 

August 1998. 

It 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 
pneumoma. 

6.3. The body was cremated. 

Conclusions 

7. l\llrs Gladys Mable RI CHARDS died on 21st August t 998 while receiving treatment on 
Oaedalus ward at Gosport War Memorial Hospital. 

7.1. Some fours years earlier, on 51
h August 1994, Mrs RICHARDS 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. 

Prot;.:ssor Brian Livcsky 
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7.3. On 291h July 1998, Nlrs RICHARDS developed a fracture ofthe neck of her 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, tvlrs RICHARDS was considered by medical staff at the 
Royal I:Iospital Haslar to be suitable for implantation of an artificial hip joint. This took 
place on 30th July 1998. 

7. 5. On 1 l th August 1998, and having been seen by a consultant geriatrician, Mrs 
RlCHfu.WS was transferred for rehabilitation to Daedalus ward at Gosport War 
Memorial Hospital. 

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 BARTON prescribed tor J\ilrs RICHARDS diamorphine, 
hyoscine, and midazolam. These drugs were to be given subcutaneously and 
continuously over periods of24 hours for an undetermined number of days 
and the exact dosages were to be selected from wide dose ranges. 

Also on 11th August 1998, at the end of a short case note, Dr BARTON 
wrote 'I am happy for nursing staffto 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, Mrs RICHARDS's artificial hip joint became dislocated. 

7.8. The following day, 14th August 1998, although Or BAR TON had recorded 'Is this lady 
"veil enough for another surgical procedure?' she arranged for Mrs RICHA.WS to be 
transferred back to Haslar Hospital w·here the dislocation ofthe hip was reduced. 

7.8.1. It is noted that at the age of91 years, and despite Dr Barton's comment about 
i\t[rs RICHARDS, and her confused mental state, Mrs RICHARDS \Vas 
considered well enough by the staff at the Royal Hospital Haslar to have two 
operations on her right hip within about two weeks. 

7.9. Three days later, on 17th August 1998, i\!Irs RICHARDS was returned to the Gosporr 
War r-.rlemorial Hospital on a sheet and not on a stretcher. She was very distressed when 
she reached Daedalus ward. 

- ., •) 
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7.10. There is no evidence that Mrs RICHARDS, although in pain, had any specitic life
threatening and terminal illness that was not amenable to treatment and from which she 
could not be expected to recover. 

7.11. Despite this, and on 18th August 1998, Dr BARTON, while knowing ofi\l{rs 
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 of24 hours for an 
unlimited period. 

7.11.1. Neither midazolam nor haloperidol is licensed for subcutaneous 
administration. 

7.11.2. It is noted, however, that in clinical practice these drugs are administered 
subcutaneously in the management of distressing symptoms during end-of
life care for cancer. 

7.11.3. It is also noted tha:t i\llrs RICHARDS was not receiving treatment for cancer. 

7.1.2. There is no evidence that in fulfilling her duty of care Or BAR TON reviewed 
appropriately i\lfrs RI CHARDS'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 RICHARDS 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 
COUClllv1Al'f and Ms Christine JOICE reviewed appropriately Mrs RICHARDS's 
clinical condition from 18111 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 subcutaneous administration ofdru~s 
by syringe driver continued without modification and during every 24 hours from 1811 

August 1998 until Mrs RICHARDS died on 21 51 August 1998. 

7. I 6. Dr Barton recorded that death was due to bronchopneumonia. 

7.16.1. 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 
pneumoma. 
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8. \Vhen y[rs RICH_;.\RDS was tl.rst admitted to Daedalus ward at Gosport War Memorial 
hospital on 11th 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 recording 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 lV1rs 
RICHARDS was known to be sensitive. 

8.1.1. Dr Barton also recorded that 'I am happy for nursing staff to confirm death.'· 
when Mrs RICHARDS had been admitted for rehabilitation and her death 
was not obviously imminent. 

8.2. When, at the age of91 years, ·lVlrs 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 of the first operation. 

8.3. There is no evidence to show that after her second operation l\ilrs 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. 

8.4. It is my opinion, and there is evidence to show, that Mrs RICHARDS was capable of 
receiving oral medication for the relief of the pain she was experiencing on 1 ih 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 
midazolam. 

8.6. Despite this, and from 18th August 1998 for an undetermined and unlimited number of 
days, Or BA..~ TON prescription led over 24-hours periods to the continuous 
subcutaneous administration to Mrs RI CHARDS of diamorphine 40mgs, haloperidol 
5 mgs, and midazolam 20mgs to which was added hyoscine 400mcg from 19th August 
!998. 

8. 7. The administration of these drugs continued on a 24-hours regime without their dosages 
being modified according to Nlrs RICH.ARDS's response to them and until Mrs 
RI CHARDS died on 21st August 1998. 

8.8. There is no record that Mrs RICHARDS was given any food or fluids to sustain her 
from the 18th August 1998 until she died on 21st August 1998. 

Prot~ssor Brian Lives[<!\' 
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8.9. As a result of the 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 Mrs 
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 21 51 

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 administration of 
diamorphine, haloperidol, midazolam, and hyoscine which had been prescribed to be 
administered continuously by a syringe driver for an undetermined number of days. • 

APPENDIX A 

14. I have received and read the following documents:-

14.1. The letter ofDCI BURT dated 2211
d November 1999 that gave an initial overview ofthe 

case. 

14.2. The documents in the tile 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 (MGll) ofLesley IflThtlPHREY. 
2) Copy ofPEC (NHS) T Health Record (LH/1/C). 
3) Copy ofRffii Medical Record (AF/1/C). 
4) Draft (unsigned) statement (MGll)ofGillian MACKENZIE. 
5) Draft (unsigned) statement ofLesley LACK. 

14.3. The documents in the file DCI BURT presented at our meeting on 8th March 2000 
including those pursuant to my request of28 1

h January 2000 (documents WX1, WX2, 
and YZ vvere forvvard to me on 9 March 2000) as follows:-

14.3.1. A 

14.3.2. 8 

14.3.3. c 

14.3.4. 0 

Typed copy of Notes prepared by iV1rs LACK and given to 
Portsmouth Heaithcare 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 ro Social 
Services 

Typed copy of comments made by Mrs LACK in respect of letter 
from Portsmouth Healthcare NHS Trust which represented a 
response to her Notes of complaint (A) 

\ 
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L4.3.5. 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 
14.3.12. 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) 

14.3.21. s (3) 
14.3.22. s (4) 

14.3.23. T 

14.3.24. uv 
14.3.25. WX1 

14.3.26. WX2 

14.3.27. YZ 
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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 lVIrs MACKENZIE 
As E above but made by lVIrs MACKENZIE 
Copy ofletter written by Mrs MACKENZIE to DI MORGAJ."'\f (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 ofReport made byDr LORD during original investigation 
Copy of additional newspaper cutting 
Typed copy of signed statement of Anne FUNNELL (Rflli) 
Typed copy of signed statement ofLesley HUl\tJJ>HREY 

(Portsmouth Healthcare NHS Trust) 
Copy of signed statement ofLesley LACK 
Copy of final draft of Gillian MACKENZIE's statement 
Copy of schedule of x-ray images (RHH) 
Copy ofRisk Event Record (Portsmouth Healthcare NHS Trust) 
Copy ofletter which DCI BURT has sent to Lesley HUl\tJJ>HREY 

(Portsmouth Healthcare NHS Trust) raising various issues 
Copy of entries in medical directories 1998/1999- Dr Jane Ann 

BAR TON 
Copy of letter from Mrs MACKENZIE to DCI BURT 
Copy of documents which accompanied the two Portsmouth 

Healthcare NHS Trust x-ray images 
Copy of various documents which featured in a Social Services Case 

Conference stemming from receipt ofMrs LACK's Notes of 
complaint (C above) 

Copy ofDeath Certificate - Mrs RICHARDS 
vVitness Statement ofMrs Gillian MACKENZIE dated March 6 

2000 
Copy of letter from OR J.H. BASSETT to Mrs lVLA.CKENZIE with 

an addendum oftive pages being a photocopy from 'Toxic 
Psychiatry' a book by Dr Peter BREGGEN published by Harper 
Collins. 

Two extracts from 'Criminal Law. Diana Rowe. Hodder & 
S toughton 1999.' 

On 8111 March 2000, in the presence ofDC[ 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 ward area in which she was treated. 
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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 twelve (12) radiographs relating 
to Mrs Richards' treatment there on 12th April 1998, 17th Julv 

th th J 

1998, 14 August 1998, 29 July 1998, and 31st 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 two 
containing ring binders: 

14.5.1. E 25 Copy of Glen Care Homes tile Re: Gladys RI CHARDS supplied by · 
Glen Care Homes 

14.5.2. E 22 Copy of Hampshire County Council Social Services file Re: Gladys 
RI CHARDS 

14.5.3. E'P ~J Copy of Glen Care Homes file Re: Gladys RI CHARDS supplied 
Nursing Homes Inspectorate 

14.5.4. E 24 Copy Portsmouth and South East Hampshire Health Authority GP 
Patient Records of Gladys RI CHARDS 

14.5.5. 063 Police letter 090300 to Miss CROSS, Haslar Hospital with further 
questions 

14.5.6. 0 65 Letter 100400 from Miss CROSS at Haslar including Patient transfer 
order and further medical records 

14.5. 7. D 104 Letter 080200 from Nlrs. MACKENZIE with notes Re: draft 
statement 

14.5.8. D 108 .Portsmouth NHS Trust Dept. ofDiagnostic Imaging report folder 
14.5.9. 0110 Copy typed Gladys RICHARDS Death Certificate dated 240898 

14.6. I have also read the documents given to me by DCI HURT on 19th July 2000, consisting 
of copies of the statements made by:-

14.6. I. JOICE Christine 
14.6.2. GIFFIN Sylvia Roberta 
14.6.3. PULFORD Monica Catherine 
14.6.4. WALKER Fiona Lorraine 
14.6.5. MARJORAlvl Catherine 
14.6.6. BALDACCHINO Linda Mary 
14.6.7. PERKINS Margaret Joan 
14.6.8. TUBBRITT Anita 
14.6.9. COUCHMAN Margaret 
14.6.1 0. WALLINGTON Kathleen i'v'lary 
14.6.11. FLETCHER Anne 
14.6.12. COOK Joanne 
14.6.13. MOSS JEAN Kathleen 
14.6, 14. TYLER Christina Ann 
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14.7. I have also read statements, provided on 30th August 2000 by DCI BURT, made by: 

14. 7.l. Doctor Jane Ann BAR TON 
14. 7.2. Phillip James BEED 

14.8. I have also received from DCI BURT on glh September 2000 and read copies of:-

14.8.1. A letter dated 18th August 2000 from 1-'Irs Gillian l\IIACKENZIE to DCI 
B(.JRT. 

14.8.1.1. Enclosed with this letter was a copy of a letter dated 9th August 
2000 from Ms Jill BAKER to Mrs 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.l. Enclosed with this letter was a copy of a letter dated 14th December 1998 
from Ms Lesley HLiNIPHREY, Quality l\IIanager at Portsmouth Healthcare 
Nl-IS Trust Central Office to Mrs Gillian MACKENZIE. This had enclosed 
with it a copy of a letter dated 22nd September 1998 from l\IIr Max 
~IILLETT, Chief Executive of Portsmouth Healthcare NHS Trust. 

14.1 0. Copies of Witness Statements (taken by Mrs S HUTCHINGS who led the initial 
Internal Inquiry as Investigating Officer ofPortsmouth Healthcare NHS Trust) as 
follows:-

14.10.1. On 3rd September 1998 statement consisting of four pages from Mrs Jenny 
BREWER- StaffNurse Daedalus Ward to which is attached an 

additional statement (three pages) by StaffNurse Brewer (the first page 
of this 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 0142)). 

14. 1 0.2. On gth September 1998 statement consisting of five pages from Mr Philip 
BEED- Clinical Manager Daedalus Ward (Reference 0143). 

14.1 0.3. On 91
h September 1998 statement consisting of three pages from Ms 

Christine JOICE- StaffNurse Daedalus Ward (ReferenceD 144). 

14.10.4. On 81
h September 1998 statement consisting oftwo pages from Ms Monica 

PULFORD- Enrolled Nurse Daedalus Ward (ReferenceD 145). 

14.10.5. On 3rd September 1998 statement consisting of four pages from Ms 
Margaret COUCHl'v[A.i'\J"- StaffNurse Daedalus Ward (Reference 
D\46). 

. ~19 
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14. 11. A copy of the National Council for Hospice and Specialist Palliative Care Serlices 
paper entitled 'Ethical decision-making in palliative care'. 

14. 12. On 5th and 6th October 2000 I received from Hampshire Constabulary and subsequently 
read:-

14.12.1. The records ofthe interviews conducted with Dr Anthea Everista Geredith 
LORD on 27rh September 2000. 

14.12.2. During these interviews Or LORD produced as listed in the Officer's Report 
by DC McNally the following documents:-

Appendix B 

14.12.2.1. Drug Therapy Guidelines for subcutaneous t1uid 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 ofthe Department oflvledicine 
for Elderly People (Ref: CI/28. 7.98). 

14.12.2.3. Memorandum from .Nlrs. L HUMPHREY of Portsmouth Health 
Care NHS Trust to Dr. LORD dated 17rn December 1998 and 
headed '1\!Irs. Richards deceased, Gosport War Memorial HospitaL 
21st August, 1998.' 

14.12.2.4. Letter from Or 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 RI CHARDS's daughters 

15. Mrs MACKENZIE is the elder ofMrs RICHARDS's tw·o daughters. lt is noted that her 
sister, Mrs LACK, is a retired Registered General Nurse. 

15.1. 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. 

- Al(l 
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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 of bilateral 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, Nlrs 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 291h July 1998. 

15.3.1. During this period Mrs MACKENZIE decided to meet and question her 
mother's general practitioner, Or BASSETT. l'vlrs 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 Toxic Psychiatry. 

15.3.2. Or BASSETT replied, in a hand-written letter, thanking Nlrs MACKENZIE 
and stating' ... I have a reputation in Lee [-on-So lent] of being 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 l'vlrs MACKENZIE and Nlrs 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; Home. 
She reported, on 26th August 1998, that 'From the written records ;brained 
and discussions held, r can find no evidence to substantiate that Mrs 
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 23rd November 1998 when Mrs LACK was present. The 
conclusion was that 'There vvas no evidence of deliberate abuse [of.N[rs 
RI CHARDS] 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. JV{rs 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 11th August 1998. 
[paragraph] I visited my mother every day during this period and, 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 sense.' 

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. 'Signiticantly, 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 considered 
appropriate to discharge her and transfer her to the Gosport War Memorial 
Hospital where she was admitted to Daedalus Ward on Tuesday the 111

h 

August 1998. This was the first occasion that my mother had been admitted 
to this particular hospital.' 

15. 7. On l21
h August 1998, the day after her mother's admission to the Gosport War 

Memorial Hospital, i\llrs LACK visited her mother there and has recorded ' ... I was 
rather surprised to discover that I could not rouse her [Mrs RI CHARDS]. A.s 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 dmg 
'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 ofbeing rendered unrousable, 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. ivlrs RICHARDS had a fall on 13th August 1998 (as described above). On the following 
morning (14th August 1998), lVlrs 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.' 

15.9. As described above Mrs RICHARDS was then transferred to the Royal Hospital Haslar 
for the reduction of her dislocated. artificial hip. She was returned to the Go sport War 
Memorial Hospital on 17u1 August 1998 having been noted the previous day (16111 

August) by J\l[rs LACK [a nurse experienced in the care of elderly people] to be 'easily 
manageable'. 

15.9.1. In accepting that he would transfer .J\Ilrs RlCHARDS to the Gosport War 
Memorial Hospital, Dr REID (consultant geriatrician) had stated that· ... 
despite her dementia, she [J\tlrs RICHARDS] 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, Mrs LACK accompanied by her sister [Nlrs MACKENZIE], found 
her mother to be screaming and in pain. The screaming ceased 'within minutes' when 
l\tlrs LACK and a registered general nurse repositioned Mrs Richards. 

15.11. Subsequently, the X-ray at the Gosport War Memorial Hospital showed no fresh 
dislocation ofthe artificial hip. 

15.12. Following this further X-ray, Mrs LACK told Dr BAR TON that Haslar Hospital would 
be prepared to readmit her mother. Or BAR TON is reported to have ' ... felt that was 
inappropriate.' J\l[rs 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. Or BARTON is stated to have said to Mrs LACK that,' ... "It was not 
appropriate for a 91 year old, who had been through two operations, to go 
back to Haslar Hospital where she would not survive further 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 vvas going to be used. This was to 
ensure Mrs RICHARDS 'was pain free at all times' so that she would not suffer when 
washed, moved, or changed in the event she should become incontinent. J\lfrs 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 ''.And the next thing will be a chest infection.'' '. 

15.13.1. In her Witness Statement, Mrs 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 'Oramorph' .... [paragraph] As result of seeing my mother in such 
great pain I was becoming quite distressed at this stage. My sister asked the 
Ward Manager, "Are we talking 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] Th~ syringe driver was , e 
applied and my mother was catheterised to ease the nursing of her. She had 
not had anything by mouth since midday Monday 17[h August 1998. 
[paragraph] A little later Or BARTON [sic] appeared and confirmed that a 
haemetoma [sic] was present and that this was the kindest way to treat my 
mother. She also stated, "And the next thing will be a chest infection." .... 
[In her witness statement i\tlrs Mackenzie has stated that' OR BAR TON [sic] 
then said, "Well, 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'. 
[paragraph] I wanted my mother's pain to be relieved. I did not 'agree' to my 
mother being simply subjected to a course of pain relief treatment, at the 
Gosport War .i.\t!emorial 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 BARTON [sic] more 
strongly on this issue. [paragraph] In my severe distress I did not but I do 
believe that my failure to pursue the point more vigorously should not have 
prevented Or BARTON [sic] from initiating an alternative course ofacrion to 

that which was taken, namely a ref~rral 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 been depleted. However, she had, during 
the preceding days and weeks, demonstrated great courage and strength. I 
believe that she should have been given a further chance of recovery 
especially in the light ofthe fact that her condition had, it wouid seem likely, 
been aggravated by poor quality service and avoidable delay experienced 
whilst in the hands ofthose 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 sutTered kidney failure on 19ili 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 
following the night of several doses of pain rei ief 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.' 

t5. t4. It is noted that l\ilrs 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 within 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 ward by .Nlrs Sue HUTCHINGS [sic] on 20.8.98.' 

i 5.14.1. Mrs LACK also made a further one page of contemporaneous hand-written 
notes. In these she states she was so appalled 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 [.Wlrs RICHARDS] had left the Haslar Hospital ward for her 
second transfer to Gosport War Memorial Hospital. She learned that, prior to 
her discharge from Haslar Hospital on 17111 August 1998, her mother had 
been eating, drinking, using a commode and able to stand if aided. lVIrs 
LACK also states in this contemporaneous 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 Mrs 
RICHARDS' condition on discharge on 17th August 1998 as "She can, however, 
mobilise fully weight bearing." 

15. i 6. 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 i 11 August 1998 until th-e time 
their mother died. 

1 ~. 16.1. Mrs MACKENZIE has stated that '1 stayed with my mother until 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 
pasr nine on the following Friday evening [21 51 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 pot 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. l.\tlrs wlACKENZIE 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. Nlrs MACKENZIE continues 'It seems to me that she [Nlrs RlCHARDS] 
must have had considerable reserves of strength to enable her to survive from 
Monday until Friday, five days, when all she had was a diet ofDiamorphine · 
and no hydration whatsoever, apart from porridge, scrambled eggs and a 
drink, at the Royal Hospital Haslar, before transfer to the Gosport War e 
Memorial Hospital.' 

Appendix C 

Glossary 

Acetabulum is the name given to the two deep socket into which the head of the thigh bone 
(femur) fits at the hip joint. 

ADL [activities of daily living] are those physical activities of daily life necessary for normal 
human functioning and include getting up, washing, dressing, preparing a simple meal, etc. 

Analgesia is the relief of pain. This can be ac~ieved 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 intlammation ofthe lung usually caused by bacterial infection. 
Appropriate antibiotic therapy, based on the clinical situation and on microbiological 
studies, vvill 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 of paracetamol and codeine phosphate, which is used 
for the relief of mild to moderate pain. 

Cyclizine 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. ~hich 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 all 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 ofthe hip joint whereby the bone end 
of the femur is replaced by a metal or plastic device to create a functioning joint. 

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 mouth 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 larger. 

Midazolam is a sedative drug about which there have been reports of respiratory depression. It 
has to be use with caution in elderly people. It is used for intravenous sedative cover 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). 

Morphine 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. 1 Omls of Oramorph at a strength of 1 Omgs of morphine sulphate in 5 mls 
of liquid is an apprppriate first dose to give to a person in severe pain, which had not 
responded to other less potent, pain relieving drugs. 

Respiratory depress'ion is the impairment ofbreathing by drugs or mechanical means vvhich 
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 liquid 
form over much longer periods than could be achieved by injecting by hand. In this case 
the syringe driver used was a Sims Graseby l\I[S 26 Daily rate syringe driver which operates 
over periods·of24-hours. 

Tradazone is a drug used in the treatment of depressive illness, particularly when sedation is 
required. 

Unlicensed medicines. In order to ensure that medicines are safe, effective and of suitable 
quality, they must have a product licence (now called a market authorisation) before being 
marketed in the United Kingdom. Unlicensed drugs are not licensed for 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 ofunlicensed 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 for support to assist 
safe walking. 

APPENDIX D 

Texts used for reference have included: 

1 . Adam J. ABC of palliative care: The last 48 hours. British lvfedical Journal 1997; 3 15: 
1600-1603. 

1.1. This paper is from the widely read, British Medical Journal which is published 
w·eekly 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 diamorphine) should be individually tailored, the etTect reviev,;ed. 
and the dose titrated accordingly. 

2. ABPJ Compendium ofdata sheets and summaries of product characteristics 1998-99: 
1rith the code ~f practice for rhe Pharmaceutical Industry. Datapharm Publications 
(..,imited, 12 Whitehall, London SW1A 2DY. 

· 3. Breggin P R. Toxic psychiauy. Drugs and electroconvulsive therapy: the trwh and the 
better alternatives. 1993. HarperCollins Publishers. London. pp. 578. 

4. British Medical Association and the Royal Pharmaceutical Society of Great Britain. 
British National Formula~y Number .32 (September 1996). The Pharmaceutical Press. 
Oxford. 
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Cecil Textbooko.fN!edicine. eds. J.C. Bennett & F. Plum. W.B. Saunders Co. 20th 
Edition. 1996. 

Letter from Clive Ward-Able (Medical and Healthcare Director) and Lee Neubauer 
BSc (Hons) (New Product Specialist), Roche Pharmaceuticals. 

6.1. A copy of this letter has already been supplied to the Police and reports that the 
product licence does not cover the administration ofHypnovel® (midazolam) 
by subcutaneous injection. 

7. Roche Pharmaceuticals. Hypnovel® _[midazolam]. Summary of product characteristics. 

8. Letter from Dr R J Donnelly, Medical Director ofJanssen-Cilag Ltd. 

8.1. A copy of this letter has already been supplied to the Police and reports that 
HaldolTM decanoate (haloperidol) is not licensed for subcutaneous use. 

9. Letter from Miss Jo l\tiedlock, Manager of Medical Information and 
Pharmacovigilance. N orton Pharmaceuticals. 

9.1. A copy of this letter has already been supplied to the Police and reports that 
Serenace™ (haloperidol) ampoules are not licensed for subcutaneous 
administration. 

10. MeReC. Pain control in palliative care. lvfeReC Bulletin National Prescribing Cemre. 
1996; 7 (7); 25-28. 

11. 

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. 

Sims Graseby· Limited. i\.t!S 16A Svrilwe Driver. 1\/f.._<.; 26 Svrinr?;e Driver: Imrmcrion 
J b J L 

;nanua/. Sim·s Graseby Limited. 1998. 

Appendix E 

The writer's qualifications and experience including the management of dying 
patients 

1, Brian Livesley, qualified l\tlB, ChB (Leeds) in 1960. 
My principal additional qualifications are MD (London) 1979, FRCP (London) 1989. 
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From 1961-69, 1 held a series of clinical training and teaching posts through all hospital 
medical grades to senior medical registrar level at University and District Hospitals in Leeds. 
Manchester and Liverpool in which I gained a wide range of general medical expertise. 

At the beginning of my medical career during 1961, I was also trained in the management of 
diabetic patients in Leeds by Professor (later Sir) Ronald Tunbridge. For five years (1963-67), 
I held a regular weekly diabetic out-patient clinic in Manchester (two diabetic clinics each 
week during 1963-65) being also responsible for the acute and follow-up management of 
newly presenting diabetic patients as weil as having a full range of general medical experience. 

For four years (1969-72), I was Harvey Research Fellow in cardiology at King's College 
Hospital, London, where I developed original research in electrocardiographic, cardiac pacing, 
and metabolic techniques for the study of ischaemic heart disease. This also involved extensive e 
follow-up studies over a period of more than six years. The several and separate aspects of this 
work were published in internationally reputable professional journals and now form part of 
the corpus of present day knowledge in cardiology. My continuing interest in this area led me 
to specialise in geriatric medicine with some emphasis on cardiology in elderly people. 

I have been a consultant physician since 1973 and am entered in the General Medical Council's 
Principal List as a specialist in both General Medicine and Geriatric :Nledicine. 

In 1987, I was appointed against open competition to a Foundation Chair as the University of 
London's Professor in the Care ofthe Elderly based at Charing Cross and Westminster 
Medical School (now the Imperial College School of Medicine) and as Honorary Consultant 
Physician. 

I am in active clinical practice at the Chelsea & Westminster Hospital, London, where I head 
up a busy clinical department consisting of three consultant-led medical teams. These are all 
routinely involved in the emergency medical admissions and follow-up management of adults 
of all ages including those with diabetes mellitus, cardiac, respiratory, and skeletal diseases. 
During the last two years I have developed one other team that is providing a palliative care 
service for non-cancer patients. · 

Since 1969 1 have taught not only undergraduate and postgraduate medical students, but also 
by invitation have lectured (throughout the United Kingdom, Europe, and elsew·here) to a wide 
range of other groups-professional and lay. I have also initiated and led courses teaching and 
appraising senior medical teachers. For fifteen years ( 1980'-94), I served as a clinical examiner 
for the Finai i\rffi degree at the University of London-latterly ( 1990-94) as a senior clinical 
examiner. For six years (1987-93), I also examined in Medicine for the Worshipful Society of 
Apothecaries of London. For seven years ( 1986-93 ), I was Royal College of Physicians of 
London Examiner for the Diploma of Geriatric Medicine; and, for two years ( 1994-96) was an 
appointed Member of the United Examining Board for England and Scotland. In addition, 1 
have examined externally for the degrees ofBPharm and PhD. During 1998, 1999, & ::2.000 I 
have been an invited external clinical examiner for the Final MB degree at the Royal Free and 
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University College London Medical School where by recent invitation 1 will examine the 
candidates being considered for a Distinction in 2001. 

In 1991, by invitation, I addressed a House ofLords group on issues relating to the clinical 
management of elderly people, 

In 1992, I was one of a team at the Royal College of Physicians who contributed to the 
College's publication entitled, 'High quality long-term care for elderly people.' 

From 1983-19951 was a Justice ofthe Peace for the SE London Commission ofthe Peace 
having to stand down following a invitation in 199'5 to head up a comprehensive review ofthe 
care provided in a 150-bedded nursing home. In 1996 all 16 recommendations in the resulting· 
40,000-word report were accepted and acted upon by the commissioning Health Agency (1). 
Also in 1996, I gave invited evidence on this topic to a Health Committee in the House of 
Commons (2). 

In 1999 and again in 2000, the King's Fund in London identified the work in my clinical 
department as a national modei for the care of elderly people. 

In July ::2000, I was the only clinician to give a presentation by invitation at a meeting on 
"Emerging Intermediate Care Strategy- 'Leading edge' Practice" held at the Royal College 
of Surgeons of England, London. This was well received and repeated by invitation in the 
North of England in November 2000. 

During 1999 and 2000 I was working with the British Medical Association's Ethics department 
on the topics of 'dying as a diagnosis' and 'the appropriate care of the dying'. In addition, I 
have recently chaired a medico-legal group within my NHS Hospital Trust and produced a 
report on 'Guidelines for the artificial nutrition of patients affected by strokes'. My clinical, 
teaching, and research work on the management of dying patients extends over the last twenty 
five years and I was a leader ofthe concept that 'dying should be a recognised diagnosis' to 
allow for the appropriate palliative care of patients dying from non-cancer conditions. More 
recently I have established an original palliative care service for non-cancer patients in my own 
department at the Chelsea & Westminster hospital where we are pursuing research in this topic. 

My over 120 publications include several monographs, many peer-reviewed research 
investigations into clinical, scientific. social, historical, and educational problems of medicine 
in our ageing society, editorials and leading articles by invitation of professional joiJrnals, and, 
in addition by invitation, more than lOO standard and extended book reviews. My peer
reviewed publications also include those on the clinical management of dying patients. 

References as numbered above: 

l. Livesley B, Ellington S. Report on the independent comprehensive review of the care of 
elderly people at St. Christopher's Nursing Home, Hatfield. East and North Hertfordshire 
Health Authority, 1996. (by invitation) 
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2. Livesley B. Memorandum of recommendations and evidence submitted to the Health 
Committee on long-term care provision and funding. Volume II; pp. 114-22. London: 
ffiv[SO, 1996. (by invitation) 

.r--co-cie_A_I 
signed ... L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·Tc·-·-·__1_ .. 

BRIAN LIVE~EY 
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'':'j Frimley Park Hospital ' i~~ 

Elderly C an?.JJn.if ___ ·-·-·-·-·-·-·-·-·-·-·, 

Telephone:! Code A !direct line) 
Fax: 0!276'oo21?'fi5Z1UJTecrinto Secretaries' office) 

KIM/ gnt I gosport 

18 October 200 1 

CONFIDEI'HIAL 

Detective Superintendent J James 
Hampshire Constabulary 
Major !ncident Complex 
Kingston Crescent 
North End 
PORTSlviOUTH 
P02 8BU 

Deer OS James 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMEt'-IT 
OF PATIENTS AT GOSPORT VVAR MEMORIAL HOSPITAL 

Pom;nouth i\oac 
Frimiey 

Camber!ey 
Surrey 

GU16 ?UJ 

Tel: Oi 276 604604 
Fax: Oi276 604148 

Thank you for asking me to give a report on the management of four patients who 
died at Gosport War Memorial Hospital. I have based my personal opinion on ;:-:y 
qualification as a specialist in geriatric medicine. my 13 years experience as 8 

Consultant Geriatrician with several years experience working at the local hospice. 

• USE OF OPIOID ANALGESICS 

Opioid analgesics ere 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 
palliative cere (ie the cctive total cere of patients whose disease is not responsive ~C) 
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 Bt'lF suggests that non-opioid analgesics such as Aspirin or Paracetamol shm.!d 
be used as first line treatment and occasionally non-steroidal anti-inflammatcry 
drugs may help in the control of bone secondaries. If these drugs are incdequcte 
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 simJ::ie 
pain killers in adequate dosage. If these weak opioid preparations are not 
controlling the pain Morphine is the most useful opioid analgesic and is normciiy 
given by mouth as an oral solution every4 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 the pcin. 

'~-':•I•:U :·.r -:• : 
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CASE NOTE REVIEWS 

ARTHUR CUNNINGHAM 

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 stones, and had a previous 1rans-urethral prostatectomy. 
Myelodysplasia had been diagnosed (a bone marrow problem affecting the 
production of the blood constituents). Mr Cunningham had a one month 
admission under the cere of Or Banks for depression in July and August i 998. 

Mr Cunningham was admitted by Dr 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 1 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. 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. Or 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 following 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 Or 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 tvvo 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 made without any cleer 
reason and the dose was increased without any dear indication. 
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2 ALICE WILKIE 

Miss Wilkie was known to suffer with severe dementid, depression and rectal 
bleeding attributed to piles. She had been admitted to Philip Ward with a 
urinary tract infection and immobility under the cere of Dr Lord end c 
decision was made to transfer her to Daed.clus ward at Gosport War 
Memorial Hospital for a few weeks observation prior to a decision on 
placement. She was transferred on the 6 August end was seen by 
Dr Peters. The nurses recorded thct 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 Cunningham's case which I assume is Dr Barton's. A dose of 
30 mg was given on 20 08 1998 with Midazciam and en entry in the 
notes, again apparently by Dr Barton, comments on a "marked 
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 

There was no clear indication fer an opiod analgesic to be prescribed, and 
no simple analgesics were given and there was no documented attempt to 
establish the nature of her pain. In my view the dose of Diamorphine that 
wcs prescribed at 30 mg initially was excessive and there is no evidence that 
the dose wcs reviewed prior to her death. Again the Diamcrphine 
prescription gave a tenfold range from 20 mg to 200 mg in 24 hours. 

RC2ERT WILSOI'l 

1'v\r 'Nilson wcs known to suffer with clcohci abuse '..vith gastritis. 
hycothyroidism and heart failure. He was originally admitted via Ac:::ident 
& i:mergency on the 22 September with a fractured left humerus one 
transferred to Dickens Ward under the care of Dr Lord. His fracture v;as 
managed conservatively. In view of the severe pain he received several 
dcses of Morphine and was prescribed regular Paracetamol. 

He was reviewed by Dr Luznat Consultant Psychogeriatricicn. who felt he 
had an early dementia and depression end recommended en anti
deqessant. He was also noted to have peer nutrition. 

Dr Lord made a decision to transfer Mr Wiison for a "short spell to a long 
ter..,.., NHS bed" with the aim of controlling his pain end presumably to try 
to :ehabilitate him. He was accordingly moved to Dryad ward at Gosport 
vVcr .''vlemorial 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 Dr 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 had "difficulty in swallowing medications". Oramorph was also 
prescribed 5 mg to 10 mg as required 4 ht!>wrly and four doses were given, 
suggesting Mr Wilson was in persisting pain. on 1 6 1 0 1998 the patient was 
seen by Or Knapman. The patient was said to be unwell, 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 Oiamorphine 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 Or Peters and the dose of Diamorphine was increased to 60 mg 
in 24 hours 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 Wilson had refused Paracetamol). 
No other analgesia was tried prior to starting morphine. Mr Wilson had 
difficulty in swallowing medication. The Oramorphine was converted tc 
subcutaneous Diamorphine in appropriate dose as judged by the BNF 
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 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 care given was appropriate. A Do i'-lot 
Resuscitate decision had been made by Or 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 end .had sustained a miner stroke in the past. She was admitted 
on 06 02 1998 to Victory Ward with nausea, anorexia and dehydration and 
hcid 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 fer palliative care. On arrival she 
was noted to be calling out frequently, and anxious. She was prescribed 
Thioridazine (a tranquilliser) but this did not relieve her distress and she was 
prescribed Ora morph 5 mg to 10 mg as required 4 hourly, I believe, by 
Or Barton. The nurses report "no relief". She was seen by another doctor who 
was not named in the nursing record who prescribed regular Thioridazine 
end Heminevrin at night. On 01 03 1998 it is recorced that Mrs Page "spat 
out medication", on 02 03 1998 there was-en entry; I believe by Or Bcrton. 
stating "no improvement on major tranquillisers. I suggest adequate opioids 
to control fear and pain". He prescribed a Fentanyl patch 25 mg (another 
opioid which can be given as a skin patch) and the prescription was 
countersigned by Or Lord, I believe. The nursing records state she was 
"very distressed", she was reviewed by Or Bcrton end Diamorphine 5 mg 
intramusculcrly was given. She was then seen by Dr Lord end a further dose 
of intramuscular 5 mg Oiamorphine was given. On 03 03 1998 a syringe criver 
wcs started, prescribed. I believe. by Or Bcrton, at a dose of 20 mg to 
2CO mg in 24 hours. The initial dose given was 20 rr.g of Dicmcrphine with 
Midcizolam which was started et 1050. The nurses record "rapid deterioration 
......... right side flaccid" . The patient diec at 2130 that evening. 

Comments 

Mrs Page had a cliniccl 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 Drycc Ward most medication 
wcs stopped but she required sedative medication because of her distress 
end anxiety. No psychogeriatric advice was taken regarding her symptom 
control and she was started on opioid anclgesia. in my view, inappropriately. 
Foilowing her spitting cut of medication she was given a topical form of an 
opioid analgesic (Fentanyl). A decision wcs taken to start a syringe driver 
because of her distress. This included Miciczolcm which would have helped 
her agitation and anxiety. 

The prescription fer subcutaneous Diamcrphine inL:sion again showed a 
ter:fold range from 20 mg to 200 mg. it wcs clear ~hat her physical condition 
deteriorated rapidly end I suspect she mcv have lied a stroke from the 
cescription of the nursing staff shortly prier to death. 

C:JNCLUSlOi'IS 

1 felt that tr1e 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 
or cough requiring relief. In several of the cases concerned orcl morphine was not 
given for !cng enough to ascertain the patienT's dose requirements. the reason for 
switching to parenteral Dicmorphine via subcutcr:eous infusion was net 
:::ocumer.ted and the prescription of a tenfcid range · (20 mg to 200 mg) of 

GMC100829-0578 

I, 

57 



.e 

Oiamorphine 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 increased in 
several of the cases and the dose appears to have been increased without the 
input of medical staff on several occasions. 

Specimen signatures at Or Lard and Or Barton ere necessary to confirm the identity 
of the prescribers and doctors making entries int~ Jhe clinical notes. 

I believe that the use of Diamorphine as described in these 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 cere team er specialist nurse advising on pain 
control. 1 believe these two issues require further consideration by the Hospital irust. 

i trust this report contains all the essential infcrmation you require. Please !et me 
know if you wish me to give any further comment. 

Yours sincerely 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
' ' 

~c ~ l odeAl 
' ' i i 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

OR K I MUNDY FRCP 
CONSULTANT PHYSICIAN AND GERIATRICIAN 
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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. I 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 
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 

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 
• LetterDS J James dated 151

h 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 

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 Oalton, 
W Edgar, A Fletcher, J Florio and A Funnel!. 
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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 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 3'd August she was referred for a geriatric opinion and seen by Dr Reid, 
Consultant Physician in Geriatrics on 3'd August 1998. In his letter dated 5th 
August 1 998 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 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 3'd 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. 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 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. Didn't settle for more than a few 
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minutes at a time. Did not seem to be in pain" .On 131h 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 
X ray this pm." 

2.5 On 14th August 1998 Or Barton wrote 'sedation/pain relief has been a problem. 
Screaming not controlled by haloperidol1 g ? 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 X rays. She has had 2. 5ml 
of 10mgl5ml oramoroph 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 temperature were all in the normal range. A 
further entry on 17th 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 notes record on 17th 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 yth August 
1998 "readmission to Daedalus ward. Closed reduction under iv sedation. 
Remained unresponsive for some hours. Now appears peaceful. Can continue 
haloperidol, only for Ora morph if in severe pain. See daughter again" and on 
181h 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 19th 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 17th 
August. 

2.8 The next entry in the medical notes is on 21st August by Or 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 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 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 second admission to Haslar Hospital 

·14 Aug1410h midazolam 2mg iv 
15 Aug 0325h cocodamol two tablets orally 
16 Aug 041 Oh haloperidol 2mg orally 

0800h haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
231 Oh 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 1115h 5mg/5ml Oramorph 
1145h 10 mg Oramorph 
1800h 1 mg haloperidol 

12 Aug 0615h 10 mg Ora morph 
haloperidol 

13 Aug · 2050h 1 Omg Ora morph 
14 Aug 1150h 1 Omg Oramorph 
17 Aug 1300h 5mg Oramorph 

? 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 10mg Oramorph 

18 Aug 0230h 1 Omg Oramorph 
? 1 Omg Ora morph 
1145h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hrby 
19 Aug 1120h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
20 Aug 1 045h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
21 Aug 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 

GMC1 00829-0586 

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 Or 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 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 peri
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 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. 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 



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 Or Reid's letter that she was transferred to one of the 8 slow stream 
rehabilitation beds on Daedalus ward. 
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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 
following transfer to Gosport Hospital. The use of a Barthellndex 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 Or Barton's assessment was that Mrs Richards might die in the 
near future. Or 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". Or 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 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 Or 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 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 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 be in the same ward as continuing care beds, but it does 



GMC1 00829-0588 

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 o(patients. In Mrs Richards's case no such 
case conference took place because she became too unwell 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 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 121
h 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 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 Ora morph 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 part 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 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 screaming 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 



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 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 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. 
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 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, 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 h?ve 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 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 
Oaedalus ward Mrs Richards again became very distressed. The nursing notes 
indicate there was an incorrect transfer by the ambulance staff of Mrs Ric;hards 
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 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 later that morning and hyoscine was added on 191

h August. Both 
Or 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. Or 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 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 Richards were dying and that provision of fluids or 
nutrition would not change this outcome. In her prepared statement Or 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"/ 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 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 s·low 
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 midazolam in the dose of 
20mg over 24 hours was as 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 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 rriade 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 bronchopr,1eumonia. I understand that the 

cause of death was discussed with the coroner. A postmortem 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 
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 medical and nursing staff to meet Mrs Richard's hydration 
and nutritional needs was also in my opinion probably not met. 

Summary 
2.32 G.ladys 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 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 
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 Or Lord. Or 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 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 ~o 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 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. $he commented that more levodopa might be required but was 
concerned it would t:Jpset 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. PO - no worse. Diagnoses listed as sacral sore (in 
N/H), PO, old back injury, depression and element of dementia, diabetes 
mellitus -diet, catheterised for retention. Plan - stop codanthramer and 
metronidazole. looks fine. TCI Oyad today -aserbine for sacral ulcer- nurse 
on side- high protein diet- ora morph 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 Or Brook is on 25th September 'remains 
very poorly. On syringe driver. For TLC: 

3.3 Medication charts record the following administration of opiate and sedative 
drugs: 

21 Sep 1415h Ora morph 5mg 
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 Sep0925h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 20 mg/24hr infusion se 
2000h Diamorphine 20rhg/24hr, hyoscine200microg/24hr 

midazolam 60mg/24hr infusion se 
24 Sep 1 055h Diamorphine 20mg/24hr, hyoscine 800microg/24hr 

midazolam 80mg/24hr infusion se 
25 Sep 1 015h Diamorphine 60mg/24hr, hyoscine 1200mg/24hr 



midazolam 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 23'd September 

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 22"d 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 On 23'd 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 
Cunning ham 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 241

h 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 1055': On 251

h Sept 
'All care given this am. Driver recharged at 1015 -diamorphine 60mg, 
midazolam 80mg 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 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 

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 Oyad ward. 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 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 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 22"d 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 23'd 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 Or 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 
clear recording by Or 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 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 to recognise the adverse 
consequences of opiates and sedative drugs on respiratory function in frail 
older individuals. 

Evaluation of drugs prescribed and the administration regimens 
3.10 The prescription 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 Or Barton to prescribe and administer diamorphine 
and midazolam by subcutaneous 1nfusion the same evening he was admitted 
was highly inappropriate, particularly when there was a clear instruction by Or 
Lord that he should be prescribed intermittent (underlined instruction) doses of 
oramorph earlier in the day. I consider the undated prescription by Or 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 itwould have been more appropriate to review the response to 
diamorphine

1 
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 Or 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 
variable and at times inadequate. 

Appropriateness and justification of the decisions that were made 
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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 Dr Lord on 21st September 
1998 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 
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 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 haze~rdous. 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 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 Dr Barton on 21st 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 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 
recorded in the nursing entry on 22nd September. 

3.15 Hyoscine was commenced on 23'd 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 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 



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 23'd 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 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 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 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. I 
consider the increase in midazolam from 60mg/24 hr to 80mg/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 BOmg/24 hr would simply make Mr Cunningham 
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 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 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 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 Cunning ham 
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 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 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 Cunningham 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 byDr 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 contributed 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 stcHes "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 Daedalus 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'. Or 
Lord writes on 1oth August 1998 'Barthel 2120. Eating and drinking better. 
Confused and slow. Give up place at Addenbrooke's. RIV (review) in 1112 
(one month) -if no specialist medical or nursing problems D (discharge) to a 
N/Home. Stop fluoxetlne: The next entry is by Or Barton on 21st 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 Or 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 181h August but not before or following these dates. Nursing entries 
in the contact record state on 171h 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 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 Dr 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 161h-18th August she was prescribed and received zopiclone (a sedative 
hypnotic) 3.75mg nocte and co-danthramer 5-10ml (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 01h 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 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 
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 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 
evid,ence 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 1 01

h August 1998 is the only satisfactory 
medical note entry during her15 day stay on Oaedalusward. 

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 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 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 24th September he was 
given 5mg 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': Or Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Dr Lusznat's letter on sth 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 couldhave 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 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 13th October Mr Wilson was administered 
four doses of 30mg codeine. Mr Wilson's weight in March 1997 was 93Kg 

5.3 On the 141h October Mr Wilson was transferred to Dryad Ward. An entry in the 
medical notes by Or 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. 0.8. o/e ? weak pulse. 
Unresponsive to spoken work. Oedema ++ in arms and legs. Diagnosis ?silent 
M/, ? decreased_ function. 1frusemide 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. Ora morph 1 Omg/5ml given. Continent 
of urine - uses bottles". On 15th October "Commenced ora morph 1 Omg/5ml 4 
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 

GMC1 00829-0604 

- 25 8 3 



·-e 

··------------

frusemide to 80mgdaily. 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 comfortable': 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 
condition. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed at 15.50 sic diamorphine 40mg, midazolam 20mcgs, 
hyoscine 800 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, 
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 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 80mg daily at 0900h on 15th 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 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 with the on call doctor based at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mr Wilson 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 Or 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 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 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 and investigations 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 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 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 oramorph 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 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 consider the prescription of 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 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 Afexandra 
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 (an 
antidepressant commenced by her general practitioner on 26th January 1 998). 
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 1 998 but they record that "patient refuses iv fluids and is willing 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- doesn1 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 palliative 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 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 can1 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 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 23'd February record diagnoses of depression, dementia, 
? Ca bronchus, ischaemic heart disease and congestive heart failure. On 251

h 

February Or 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 
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 offood. Barthellndex 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 very distressed and that she was 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 
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 2nd 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 0810h 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 3'd March f3 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 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 
0800h fentanyl 25microg 

3 Mar 1998 ,1 050h diamorphine 20mg/24hr, midazolam 20 mg/24hr 
by subcutaneous infusion 

On 271
h February Dr Barton prescribed thioridazine 25mg (prn tds) and 

Ora morph (1 Omg/Sml) 4hrly prn. On 2"d March Dr Barton prescribed fentanyl 
25microg patch (x3 days) to take as required (prn). On 3'd 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 
6.10 Primary responsibility for the medical care of Mrs Page during her admission to 

Dryad 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. 

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 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 281

h 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 depr~ssion of respiration and/or 
conscious level that could occur. 

6.13 I do not understand why subcutaneous diamorphine and midazolam infusions 
were commenced on 3'd 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. 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 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 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 
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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 2"d March and 3'd 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 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 3'd 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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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 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 rela.ting 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 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. 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. OpiC;lte 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 staff's 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 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 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 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 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 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. 
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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 provid~ 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 ben:z:odiazepine 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 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 mida:z:olam 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 ill patients, prolonged 
sedation may follow the use of mida:z:olam 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 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 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 
(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 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 with a non-opioid analgesic at adequate dosage 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 5-1 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' 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 5-1 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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Mr M. Hudspith 
General Medical Council 
178 Great Portland Street 
London Wl W 5JE 

Dear Mr H udspith, 

!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

! i 

!code A! 
! i 
! i 
! i 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

28th May 2002 

Mrs Gladys Richards 

As progress is being made with your enquires regarding the conduct of medical staff 
at the Gosport War Memorial Hospital I wish the following concerns to be put on 
record. 

When I approached the Gosport C.l.D. on 2 October 1998 I alleged a case of gross 
negligence manslaughter relating to the death of my mother, Mrs Gladys Richards. I 
quoted the points of law to be proved following Lord MacKay's ruling in 1995 
concerning the case of Adomako. At that time I had not seen the medical files. 

As you are aware the second investigation commencing in October 1999 revealed the 
contents of the files to me. I subsequently alleged a more serious situation as it 
appeared to me there was written indication of 'intent'. I am still of that opinion. The 
total disregard of Dr. Ian Reid's letter dated 5 August 1998 and the discharge letter 
from Haslar dated 10 August 1998 constitutes more than negligence. In addition the 
discharge note from Haslar dated 17 August 1998 indicates my mother was once more 
mobile. The medical files are now in your possession and you are aware of the grave 
issues raised. The P.C.A. upheld all my complaints relating to 'investigative failures' 
in the first investigation by Gosport C.I.D. I understand a similar situation has arisen 
relating to cases brought to the attention of police in 2001 and formal complaints have 
been lodged with the Chief Constable. 

I am aware of the boundaries set for the G.M.C. and cases are not referred to the 
criminal court. However the patterns set in my mother's case and apparently followed 
in approximately nine other· cases (to date) are such that I feel very strongly they 
should be dealt with in a Court of Law. A recent remark in a conversation With a 
police officer "Juries do not like to convict Doctors" says something of the 
intelligence of the average jury and the explanation of the law by an unbiased judge -
let alone the Obiter Dicta by a Judge (Mars- Jones/Carr) (1986) 
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I hope your legal panel will bear this in mind and make recommendations accordingly 
before deciding on a hearing only before the G.M.C. I understand that a hearing 
would be open to the public with press coverage and this could bar a case being heard 

GMC1 00829-0620 

in the criminal court. "· 

··-·-·--x~l}~-~-~~~-~~~-~¥ ____________________________________________ _ 
i i 

i CodeA i 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Gillian. M. MacKenzie 

Copies: 
RT Hon David Blunkctt MP 
Paul Kernaghan Chief Constable 
Nigcl Watcrson MP Eastbourn-e 
Peter Viggers MP Gosport 
Duncan Geer PCA 
Paul Close CPS London 
David Parry Treasury Counsel 
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Tel. 01329-284661 

Mr M HUDSPITH 
British Medical Council 
178 Great Portland Street 
London 
WlW 5JE 

Dear Mr HUDSPITH, 

WAR MEMORIAL HOSPITAL, GOSPORT 

---------------------

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
i i 
i i 

I Code A\ 
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i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

28 June 2002 

It has been brought to my attention that you arc involved in an investigation into various members of the medical 
staff at the above hospital in late 1998, and feel you should be aware of the untimely death of my step-father in 
September of that year whilst under its care. ifyou do not know already. 

My step-father was Arthur Dcnis Brian CUNNINGHAM. who was admitted into this hospital on 21 September 
with serious bed-sores. as outlined in various papers sent by me to the Hampshire Constabulary some considerable 
time ago. He died on 26 September. apparently from Bronchopneumonia. 

For my own peace of mind, I would like you to take account of Mr CUNNINGHAM's case along with the others, 
and I will be pleased to assist your enquiries in any way possible. To this end, I would be readily available for a 
personal interview in your office during most of July and August, as I will be residing in London during that period. 

I look forward to hearing from you. 

Yours faithfully, 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

; ' ; C d A; i o e 1 
I ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

C R S FARTHING 
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Code A 
.J. 

J J April 2001 

Gcnc:rnl Ml.-dica1 Council 
178 Great Portland Street 
Lllldc.m 
WJW 5JE 

FORMAL COMPLAINT 

[am writing tUrtbcr to our rcccnt telephone conversation with yourself regarding my 
mother Alicc Wilkie's treatment .at the (}osport War Memorial H()!)-pi.tal in August 
·1998. 

r am complddy dissatisfied with the sub-standard care that my mother received and 
her subsequcrd death on 21 A.ugu.st 1998. To !>1.llllllUirisc briefly the C\:ents which took 
pbcc, my mothcr was taken from Addt..--nbrooke Nursing Home on 31 July 1998 to 
Queen Alcxandra ho~>piwl as a result of a Urinary Tract Infection. My mother stayed 
at Queen Alc:s:.:mdia for five d.a~ys .and .appeared to be making good progress. 
Subscqocntly, she: was :sent to the GQSjXlil War Memorial HO!>-piwl for .as:scssment and 
rehabilitaliOIL · 

At the Gosport War Memorial my mother appeared increasingly sleepy. weak and 
umvell, she cou].dn~t stand or walk unaided. When I queried this with the ward sister I 
was simply told ·)Yes. she was deteriorating". I was given no explanation as to why or 
what actions ""ere being taken to help her. Just a few days later, I was called into 
Phillip Bears office and was advised that my mother was dying and there was 
nothing that the hospital ooold do to help her. I thought this was sb:ange at the time 
and was at not point given 311)' explanation as to why tlu.s deteriorntion had taken 
place and why nothing cookl be done. I told Phillip Bced that I did not "ish for my 
mother to :.mler bm.. that '"as the depth of our conversation at this time. There was no 
explanation of what actioos woold be Wren with my mother and her care. 

Whi.bt visiting oo. August 2«fn [noticed that my mother appeared to be m pain. When 
[ mcntioned this to fue mm.-ing staff they were dismissive and said that they could see 
no evidence of Uh:is. [bad to ask hvice and waited for over an hour before Phillip Bced 
came to sec me. He did not. examine m}' mother at tins stage and did nothing to 
ascertain the level of pain :she was in, but he did say he would arrange for some pain 
relief that \~onkl make her sleepy. I left the hO!>-pital at 13.55 and at this point nothing 
bad been doo.e to alleviate my mothers discomfort ~-pite the fact that her notes ~1ate 
tOOt she '''as placed on a :!>)'!Dnge driver at 13:50. I had not left the h~-pital at this tinte 
so ·where has thi.~ disccepaocy oome from'! I telephoned my daughter as I was very 
cooccmcd aboulDI)' mother and asked her to go to the Gosport War Memorial to find 
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out what \\as bappallng.. \Vbcn my da~tt.."f arrived, tht! DI.JJ~ said to her in a \ay 
rude ID3Ililcr' "your mother St.'m1S to think that your gr-.mdmother i.~ in ptin ". By the 
time l n.-tumed to the ho~.-pilal at eight o'clock that e\'Ciling,. my mother bad hecn 
placed on a syringe dri\~ adminis~ Diamorpbine drugs into her system. She \\1'_$. 

totilly tmconscious and nen"'" ~ it She died the next _evcnin& 

l have many quc:stic.'W!S that .ba\c nc\-er been answered regarding this. \\lny was my 
mother placed on Dia.morplline \la a S)TinP,t! dri\-e.r, when only that aftemoc:n, the 
nursing slatJ appean."tl unanmc and unconcerned that she 'has in any pain? Vihy were 
other d.rug,s not tried fust to relie\.C her discomfort and why was the Diamorpbine 
administered in 30m~ quantities"? l belie\-e that 5 to J 0 rng • s would he a nonnal 
dosage. l cannot understand \\by Diamorphine \vas used when no other drug,s had 
bt.~"' tried first Why \\as no iml.'Stig_ation done to find out where my mother.:; pain 
was and the cau.sc c.lfitl StJAA.CSt that it could ha\-e bt.'l-'11 a simple problem that could 
ha\-e bt."CD resohw wilh le$S :st...'\l!:I'C (IDn relief 

GMC1 00829-0623 

Also, C"'ctrly on the morning. of the 2 I :st August a Lady came to my rnothcrs bedside and 
:merely stated ·--anytime now,., before ·walking away. I recognised the lady as Dr 
Barton. She was \'Cl)' uncaring,. rude and abrupt and did not bother to e:\-plain to 
myself or my da~tcrs eilbcr \\ho she was or what the current situation was 
retprding my mothc . ..-. This is unacceptable and unprofessional on the (Xlrt ofDr 
Barton. 

[ was persuaded to go home foc some food and a change of clothes late in the 
afternoon of the 21""". [ e~ my concern about leaving her to Pbillip Becd as [ 
did not '"'ish for her to be aloue. [was as.."rured by Beed that should any change take 
place be would C<Mll.act us immediately. However, '''hen [ returned a short while later 
Pbillip 8eed euJ.ered my lllOthcrs room in front of u-; and told us that she had just died 
However, [ do not believe that she died upon our retum, but [believe that she died 
aloo.e and bad not been mooitored in our absence. Phillip Beed told us that my mother 
had waited lllllil she hemd our \-oiccs before passing away, however, it. was quite 
obvious that she bad died much earlier than thi-;. My mothers records ~1.ate that her 
daughter and g1"'.mddaughtcr were present at time of death, tllis is disputed by us and 
we know this \WS not the case. 

[have 110\"\' received my motber"'s medical file and am m~1. di.<;tressed by it. TI1e file 
il<>elf appears to be incomplete and the detail<; contained within it are s:.~dly lacking to 
say the least. Ooe of my main concern.<; i'i that in tlris file, there i-; a note from Phillip 
Heed ~1ati:ng that I bad agreed for DJ)' mother to be placed on a ~1'Iinge <hiver. [ can 
categoricall}' tell you that this ·alleged, conversation never took place. Also, there 
appears to be a mi"t. up on the recoois of my mother and another patient Mrs Gladys 
Ricbard"i. A note ~1ating lliat my mofuer was given ()ramorph was crossed out ~with a 
llC).{e s:J)>ing that 1his was written in error 011 the wrong notes. Also, the time of death 
on ID)' mofuas files s:.~ys 18:30 and 21:20. How can she die twice? A.:fter:speak.ing 
\vith (i-Jadys Ricbards dauclller she has ooufmned that 21 :20 i'i the time her mother - -
passed away. This is gross IDDompdence on the part of the ho..~pi:tal and [ \¥ooder 

whether Dl)' motha V. "a."> giw:n these drugs in error or whether it was ooly written on 
her notes in err«- The notes themselves are incomplete and there are whole days 
when nothing is written oo them and there is no record of ,-,•hat, if anything. she \"\'as 
given to eat ()£ drink. [ wookl expect~ that if she had a un. was catheterised and 



ddtydratt.-dthm lhcre should be a note of both her intake and her lll"inai)' output 1his 
was done at Qtk."t.'n Alexmdnl but d..lCS not appear to be dorie at the Gosport War 
Mc:moriaL 
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.J. 

1 would alS<l hK-e to know why my mothe!:IS notes state DNR on them without this 
bt..~g discus..~ with myself and also wby her place at Addcnhrooke was gi\'l!ll up 
\\Jthout my knowlt.-dg,e. After all the note from Queen AJexandra said that she was 
mcrdy entering the \Var :Manorial for rehah and as.."C!Ssmcnt., she did not go there to 
die~!~ 

1 am not p.rqm'Cd to let this matter lie. 1 belie\-e that my mother died a." a direct result 
of negligence on the part oftheho::.-pital and the administering ofDiamorphine drug.s 
\\bich were not ncces.."Wlf\". The death et...'"Jtiticate states she died of Pneumonia hut she 
sh..l\\>00 no S}mptoms of this heJ(lfC dying and we were at no point ad"jscd of this 
condition. 1 am not happy that this case is being left and am pursuing the matter \\·ith 
the Police .furtht.....- as I bclic\-c that criminal acts have taken place. 1 will not rest until 
appropriate action has been taken against Dr Barton and Phillip Bct..-d. 

I look t(lrwaru to bearing Jrom you soon. 

Y OUT'S sincerely 

Mrs M Jackson 

~---·········c·ocie···A··········--~ 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

CC: ChicfCtm.....tahlc Krcma~-Hampshire Constabulary 
Peter Viggcrs MP 
D.nid Blunkett :MP 
lain Duncan Smith MP 
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lain Wilson 
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18th May 2002 

The General Medical Council 
178 Great Portland Street 
London 
WIW 5JE 

Dear Sir, 

-~. 
4 

C(JPY LE1-,TE.R. 

Regarding tile death of my Father Robert Caldwell Wilso11 at the Gosport 
War Memorial Hospital on 18th October 1998. 

I wish to make a formal complaint against Or Jane Barton and ·who were I 
believe, responsible for my fathers care, administration of drugs and his death. 

My father's death has been investigated by Hampshire police and by two medical experts, the 
information of their findings is in a secret .• x;eport now held by Hampshire police. 

I wish to be kept fully informed with regards this complaint and the eventual outcome. 

If I can be of any further help please do not hesitate to contact me. 

Yours sincerely 

Code A 
ia1n·wnson.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
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Friday 17th ~lay 2002 

The Director 
Mr Mike Hudspith 
The General Medical Council 
173 Great Portland Strc.:t 
London 
W!W 5JE 

D.:ar Mr Hudspith 

Td: Home 
Work 

RE: COS PORT WAR i\H:i\IORIAL- DL\Til OF i\lrs E I PAGE 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
; 
; 
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; 

Code AI 
; 
; I 

f 
; 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

02392 365555 
023 91.SH2_iL _________ _ 

Ext. I Code A I 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

I wish to make a formal complaint against two doctors working at The dosport War Memorial in 
Gosport, I !ampshirc, during the time that my mother was in their care. The doctors concerned arc 
••••• and .l:llle A BARTON (GP Code No. 3357~06) 

GMC1 00829-0626 

My mother was admitted from Qucct-1 Aicxamlra's !lospital, Portsmouth on 27'11 Fcb 1998 and died the 
evening of the J'J of tvbrch 1998. . · 

The events lt.:ading up and including her death were investigated in a serious crimes investigation 
carried out by The Major Incident Complt.:.x, Portsmouth. I !t.:r case was serious enough to be sent to 
medical experts for opinion, I believe this report substantiates concern in her treatment. I also believe 
you have a copy and am aware of this case. 

It is important to note that I was first made aware that there was concern in the treatment of elderly 
patients during 1998, when Mrs Gillian MacKenzies's case made local press news. At that time I 
wrote a letter to the police stating that I had concern relating to my mother, this was on the 9111 April 
200 !. I was told that my mother's case would be investigated. I heard nothing until the 13 Febmary 
2002. At that time I was invited with other concerned relatives to a meeting with the head of the 
enquiry team who explained the events of the il~vestigation and the reasons as to why no further action 
would be taken. At this meeting I first learnt that my mother's case was one of four cases investigated 
and expert opinions sought. I was also told at this meeting that these reports would be available to me. 
This promise was rescinded, and I was told later that Court Orders would be required, and this may 
well be refused. . 

I subsequently obtained my mothers notes and after pemsal with a professional opinion, I found several 
grave areas of concern. I now understand from Mrs Ann Reeves (another unhappy relative) that these 
police reports were sent to you and you have/are investigating further. 

I am annoyed that throughout this time I have been kept in the dark by the police as to any 
investigation made, and the investigating officers decision to take no further :~ction, and his subsequent 
withdraw of the offer to release the medical opinions. I am presently making a formal complaint to 
The Chief Constable, Hampshire Police. 

I trust you are able to assist me in this very serious matter. 

!' _____ yg_urs_truJy __________________________________________________ 
1 

I CodeA i 
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13crnard Page ' 
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