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L~:~~~~:A::~Jregarding CHl investigation - Gosport War Memorial Hospital '·-·-·-·-·-·-·-·J 

C:\Lotus\DominoDoc\temp\DDMA8.doc 
Created on 06/03/2003 09:25 6 



Document 8: Letter dated 2 July 2002 from r·-co.cie·-p:·~ CHI to f-·-·-·-·-·-c-o(:ie·-A·-·-·-·-·-·[ 
British Medical Association regarding CHI inv~sti·g-ation - Gosporf\1\lar-Mem_o.naf' 
Hospital 

Document 9: Letter dated 26 June 2002 from :-·-·-Code·A·-·-·ito r-·-·-·-·co"cie-A·-·-·-·-·-·i 
·-·-·-·-·-·-·-·-·-·-·-·-·- '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

regarding details of the publication of the report 

Document 10: Letter dated 26 June 2002 from r_~-~-~-~--A-]to r-·-cocfe-·A·-·1 
regarding details of the publication of the report '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 11: Email dated 26 June 2002 from[·-·-C-ode-A·-·ho Ursula Ward 
'-·-·-·-·-·-·-·-·-·-·-·-·-! 

regarding details of the publication of the report 
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Document 12: ____ p_~x dated 18 June 2002 from[_-~~~-~--~Jto r-·-·-·co.de-·A-·-·-·~egarding 
ATO i Code A ~hief Executive (term of reference, appendix-u·-aiicrtwo._further 
d 0 cu~entsr-·-·-·-·-·-· 

Document 1 J: Letter dated 7 May 2002 from r·-·-·-·-·-·-c-o.cfe·-.o.-·-·-·-·-·-·]Chief Officer, CHC 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Portsmouth and South East Hants to CHI regarding the billing for CHI investigation 

Document 14: Email.dated 27 April 2002 from r·-·-·-·-·c·o-de·A-·-·-·-·lto r-·-·Code·-A-·-·1 
and [~:~:~:~:~:~:~:~<?.~~~:~:~:~:~:~:~:~:~:~: CHI investigation - GP-·clfn"ic·arass"ist~nts"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

··-·-·-·-·-·-·-·-·-·-·-·-·~ 

Document 75: Letter dated 23 April 2002 from J Code A fto :·-·-·-·-·co.cie-A·-·-·-·-·: 
regarding acknowledgment of letter dated 18 Ap~if2o(ii-·-·-·-' '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Document 76: Letter dated 15 April 2002 from L~~~-~--AJto i·-·-·-·-·cocfe·-p:·-·-·-·-r 
regarding providing CHI with additional information ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 17: Letter dated 6 March 2002 from c~~~~~~~~Jto r-·-Cocfe·-A·-·tlinical 
Discharge Coordinator, regarding attendance at CHI interview '-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 18: Letter dated 6 March 2002 from [~~~-~~~~~~Jto r-·-·c-o-tie-·A·-·-1 
regarding attendance at CHI interview '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 19: Letter dated 6 March 2002 from[~§~-~--~_] to Dr Barton regarding 
attendance at CHI interview 

Document 20: Letter dated 6 March 2002 from fc~-d~-·A-f to r-·-·cod·e·A·-·1 
regarding attendance at CHI interview '·-·-·-·-·-·-·-·-·-·-·-' ~--·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 21: Fax dated 26 February 2002 from r~~~~~~:A:lto i·-·-·-co"Cie-A·-·-·1 
regarding terms of reference and information sheet for the meeti~·g.-·-·-·-·-·-·-·-·-·-·-·-·-· 

Document 22: Fax dated 28 February 2002 from C~.~~~-~-~~."Jto r-c~-d~·-A:1regarding 
Terms of reference and information sheet '-·-·-·-·-·-·-·-·1 

Document 23: Letter dated 25 February 2002 from L.~~-~-~-.AJ to fc-;;d~-.Al Associate 
Complaints Convenor regarding information about lay members role-·-·-·-·-·-·-·· 
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Document 24: Letter dated 21 February 2002 from [j?.~-~~~-~~-JAssociate Complaints 
Convenor to i-.~--~~~~-~~~-~-Jregarding joining CHl as a lay member 

Document 25: Letter dated 14 February 2002 from C3~~~~~~A~~~Jto f9.-~~-~~~~] ;-·-·-·-·-·-·! 

[j~:~~~~~~:J. Medical Legal Department regarding confirmation of appointment with l.~~~-~-~-i 
r·-'D-·-·-'-·-·-·-·-·-. 
L ____ ~!>_d_e __ ~---·J 

.--·-·-·-·-·-·-·-·-·-·-·-·~ 

Document 26: Fax dated 31 January 2002 from j Code A i to l:~~~~:~~~:~~}egarding 
forwarding of documents to L~~~~~~~~~~~~~~~A~~~~~~~~J ~--·-·-·-·-·-·-·-·-·-·-·-· 

Document 27: Letter dated 21 December 2001 from fcode·A-! to r·-·-·-coCie-·p:·-·-·-! 
regarding request to pr·ovide a brief summary of parti2uliirTs-s-1i~s t~--b~--~-d·d~~;;~d in 
the interview 

Document 28: Letter dated 19 December 2001 from P A Beasley to i·-·-·-·co.cie_A _______ i 
regarding request to provide a brief summary of particular issues to be-~ia-aresse-d--1~ 
the interview 

Document 29: Letter from rc~-d-~-A~or-·-·-·-·Code-·A-·-·-·-khief Executive, 
Portsmouth 1-lospita ls NHS iYiist-re·g-a~di~g-VisiTofthe--r~view team 

Document 30: lnterim Orders Committee: Referral Criteria dated 12 December 2001 

Document 3 7: Letter dated 4 December 2001 from f-·-c-()'(ie--A·-·lto ~--·-·-·-·co.cie-A·-·-·-·-·: 
The Beneficial Centre, regarding use of their facilitie~---·-·-·-·c·-·-·-·-·-·-·-·' '--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Document 32: Letter dated 4 December 2001 from [:g~~:.~:.~:.Jo Gosport 
Community Association regarding use of their facilities 

Document 33: Email dated 19 November 2001 from L~~~~~~:AJo r·c·o-de--A--! 
regarding Gosport lnvestigation '--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 34: Portsmouth and South East 1-lants Cl-lC - unannounced visit made 
on 23 January 1998 

Document 35: Email dated 23 September 2001 from rc-~d~-A-jto i·-·C-ode--A-·i 
regarding 1 nvestiga ti on announcement '·-·-·-·-·-·-·-·-·-·-· '--·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Section K: QUAL 

Document 1: Letter dated 24 June 2002 from rcode)~--}o r-·-·-·-·-·-co-de--A-·-·-·-·-·i 
lnquiries and Clinical Excellence Awards Branch,_regarcirn·g-·copy-·of't:tle._next._t_o __ final 
draft of the report 

Document 2: Cl-ll Gosport War Memoriall-lospitallnvestigation: QUAL Briefing 15 
October 2001 

r·-·-·-·-·-·-·-·-·-·-·-·-) 

Document 3: Email dated 16 October 2001 from J,_~-~~~--~_!to r·-·-·-·c:-o-(ie-·A·-·---~ 
regarding Gosport lnformation '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
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Section L: Analyst 

Document 1: lnvestigation at Gosport War Memoriall-lospital: Nan Newbeny et ac. 
Senior Analyst presentation 

Document 2: Pharmacy Service: Summary Medicines Use 1999-2001 

Document 3: Gosport War Memoriall-lospital (Portsmouth 1-lealthcare Nl-lS Trust) 
Briefing Paper dated 2001/02 

Document 4: Distribution List (undated) 

C:\Lotus\DominoDoc\temp\DDMA8.doc 
Created on 06/03/2003 09:25 9 



• 

Gosport war memorial Hospitallnvestigation 
Additionallnformation 

1. Letter from Fareham and Gosport PCGs Service Development Manager re: 
Gosport Health lmprovement Programme (HlmP) 2002-2005, 22 October 
2001 and Fareham and Gosport PCGs HlmP 2000-2002. 

2. National Sentinel Clinical Audit, Evidence-Based Prescribing for Older 
People, Report of National and Local Results, Portsmouth Health care NHS 
Trust 

3. Junior Doctors Accreditation lnformation, 2 April 2001 

4. Portsmouth Healthcare NHS Trust, Trust Dissolution meeting, 1 November 
2001 

5. Memo from [~~~§~~~~}\~~~] District Audit re Review of Rehabilitation, 23 
January 2001; Data Pack for Audit 1999-2000 

6. District Audit, Clinical Governance, Portsmouth Healthcare NHS Trust Audit 
1998/99, Summary Report 
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Gosport War Memorial Hospitallnvestigation 
Clinical Governance 

1. Community Hospitals, Governance framework - January 2001. 

2. Community Hospitals, Clinical Governance Development Plan - 2001/02. 

3. Community Hospitals Third Quarter Quality Report January 2001 

4. General Rehabilitation Clinical Governance Group, minutes of meeting 6 
September 200 1. 

5. Day Hospital Clinical Governance meeting, 9 October 2001. 

6. Stroke Service Clinical Governance meeting, minutes of meeting 12 October 
2001. 

7. Portsmouth Healthcare National Health Service Trust, Continuing Care 
Clinical Governance Group, minutes of meeting 7 November 2001. 

8. Portsmouth Healthcare National Health Service Trust, Community Hospitals 
Clinical Leadership Programme Update, 19 November 2001. 

9. Portsmouth Healthcare National Health Service Trust, Practice Development 
Programme, March 1999. 

GMC100891-0016 

10. Portsmouth Healthcare National Health Service Trust, Third Quarter 
quality/clinical governance report, Community Hospitals Service Lead Group, 
January 2000. 

11. Community Hospitals Clinical Governance Baseline Assessment Action Plan, 
September 1999. 

12. Portsmouth Healthcare National Health Service Trust, Community Hospitals 
CLG Quality Action Plan 1999/2000 

13. Portsmouth Healthcare National Health Service Trust, Notes of a Community 
Hospital Service Lead Group Meeting, 26 May 2000. 

14. Mandatory training by contract group, November 2000. 

15. Portsmouth Healthcare National Health Service Trust, Risk Event forms and 
lnstructions. 

16. National Health Service Executive -South East Region, Clinical Governance 
and Clinical Quality Assurance, The Baseline Assessment Framework, 1999. 

17. District Audit, Clinical Governance Portsmouth Healthcare National Health 
Service Trust, Audit1998/1999. 
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18. Portsmouth Healthcare National Health Service Trust, Clinical Governance 
Baseline Assessment, Trust Wide Report, 1999. 

19. Portsmouth Healthcare National Health Service Trust, Trust Clinical 
Governance Panel, Meeting held 16 May 2001. 

20. Portsmouth Healthcare National Health Service Trust, Memorandum, 
lmplementation of clinical governance, 11 June 1999. 

21. Portsmouth Healthcare National Health Service Trust, Risk Management 
Strategy, 1999/2002. 

22. Portsmouth Healthcare National Health Service Trust, Risk Management 
Strategy, 1998/2001. 
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Gosport War Memoriall1ospitallnvestigation 
Complaints Volume 1 
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1. Portsmouth Healthcare National Health Service Trust, Letter to - Mr M E 
Wilson frorr[.~.~-~~~~-~~~-~-~-~.1IJivisional General Manager at Fareham 8: Gosport 
Division, 8 February 1999. 

2 .. .J~m:t:~JJlOUth Healthcare National Health Service Trust, Letter to - i-C~d~-A·] 
i Code A i from Max Millett Chief Executive, 1 August 2000. L--·-·-·-·-·-·-·-·-·" 

L--·-·-·-·-·-·-·-' 

3. Portsmouth Healthcare National Health Service Trust, Letter to - Mr ME 
Wilson from Max Millett Chief Executive, 8 January 1999. 

4. Portsmouth Healthcare National Health Service Trust, Learning from 
Experience, Action from Complaints and Patient Based lncidents, 1998 -
2001. 

5. Portsmouth Healthcare National Health Service Trust- Handling Complaints 
Course Facilitators Notes 21 May 1999, Aim of Session, Complaint Scenario 
-f-co-de.-A.]and the CPN??, Behaviour Styles, Finished Files. 

L--·-·-·-·-·-·-·-·-·-·- . 

6. Portsmouth Healthcare National Health Service Trust, Complaints -
Lack/McKenzie re: Richards. Purnell/Wilson, local resolution, background 
Papers (minus correspondence). Wilson, lndependent review, background 
papers (minus correspondence). Wilson, correspondence at local resolution 
and independent review. Correspondence with Ombudsman, 25 May 2000 8: 
16 February 2001. Ombudsman Report, 22 March 2001. Action log and 
background re: Ombudsman. 
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Gosport War Memorial Hospitallnvestigation 
Complaints Volume 2 

1. Portsmouth Healthcare National Health Service TrustJ-·-·-·-code-·A·-·-·-·-1- Local 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Resolution, background papers (minus correspondence). lndependent review 
panel papers (including local resolution correspondence). Correspondence 
with Mrs R and Max Millett during independent review process, 12 July 
2000. lndependent review panel, agenda 22 May 2001. lndependent review 
panel report and trust action plan, produced 10 August 2001. lndependent 
review panel notes from Hearing /lnterviews. Correspondence with 
Ombudsman, 12 October 2001. 

2. Portsmouth Healthcare National Health Service Trust[·-·-·-·-·-·Cocie·-A·-·-·-·-·-·1 

[_-~~~~--~_1 L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

3. Portsmouth Healthcare National Health Service Trust, Lt Cindi Farthing re: 
Mr Cunningham. 

4. Portsmouth Healthcare National Health Service Trust, Mrs Slaymaker re: Mr 
Saffin. 

5. Portsmouth Healthcare National Health Service Trust - ~-·-·-·c·ocfe-·A-·-·-·~-
C_-_-_-_-_~-~~-~--~----_-_-_)eport June 2000. L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

6. Portsmouth Healthcare National Health Service Trust, L.~.~-~-~-~-~-~--~--~-~.J 
r·-·c;·e>-cie-·A·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·· 

1. Portsmouth Healthcare National Health Service Trust, ~--·-·c·o-de-·-A-·-~e: 
l-·c-o-ile-·AJ L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·] 

i-·-·-·-·-·-·-·-·-·-·-·-·_! 

8. Portsmouth Healthcare National Health Service Trust -Patient leaflets, Your 
views matter. How the Health Service Ombudsman can help you April 1996. 
Your views matter. Making comments or complaints about our services. 
Complaints, listening acting improving. 

9. Analysis of complaints, Gosport War Memorial Hospital, Workshop notes and 
action plans, February 2001. 

10. Bleep holder policy review, 15 May 2001. 

11. Portsmouth Healthcare National Health Service Trust, Gosport War Memorial 
Hospital,. Patients survey information and action plan, October 2001. 
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Gosport War Memorial Hospitallnvestigation 
Coordinator File 

•!• Office Et Team Miscellaneous 

•!• Analyst lnformation 

•!• Contacts: 
• Stakeholders 
• Solicitors 
• Trust 

•!• Finance: 
• General 
• Team 

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

• ~ ! 

• i Code AI 
• ! I 
• i ! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

• Dr Mundy 
• Prof Ford 

: [_----~-~~-~---~-_-_] 
• Stakeholders 

•!• Room Booking and Catering 

•!• Expotel 

•!• Pre-Authorisation 

•!• Requisition 
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Gosport War Memorial Hospitallnvestigation 
Draft Reports and New Evidence 

• 2nd Draft Comments 

• 3rd Draft Comments 

• Programme Board Papers 

• Draft 9 May 2002 

• Draft 31 May 2002 

• Proof 11 June 2002 
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Gosport War Memoriall-lospitallnvestigation 
Draft Reports and New Evidence 

Volume 2 Part 1 

GMC100891-0022 

1. lsle ofWight, Portsmouth 8: South East Hampshire Health Authority Joint 
Investment Plan for Older People 2001-2002 

2. Schedule of times for ward rounds, meals and handovers 
3. Letter from:·-·-·-·-·-C-ode-·A-·-·-·-·~d crisis at Queen Alexandra hospital, 16 February 

2000 ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J . 

4. Letter from District Audit re Rehabilitation Services for Older People, 5 March 2001 
5. Hampshire Ambulance Service NHS Trust, Emergency Incidents Originating at 

Gosport War Memorial Hospital, 1/4/00 - 28/2/02 
6. Portsmouth Hospital8: Healthcare NHS Trust, Non-emergency Patient Transport 

Request Form, undated 
7. PHCT Patient Transport- Standards of Service, 27 march 2001 
8. Portsmouth Hospitals NHS Trust, PHCT 8: Hampshire Ambulance NHS Trust, 

Booking Criteria and StanQi!IQ.~ __ Q.f._~~.I\fice 
9. Letter to Dr Beasley from!·---~~~-~-~---~ Healthcall Medical Services re new contract 

for 2002, 15 March 2002 
10. Admissions to Sultan Ward, Jan 01 to Jan 02 
11. Letter fromi:~:~:~~:~~~~-~~:~:~:1 CHl to Or Beasley 26 February 2002 re his letter of 22 

January 2002, attached 
12. Symposium on Older People, Measuring disabilitY: a critical analysis of the Barthel 

lndex, April 2000 ,--·-·-·-·-·-·-·-·-·-·-·, .-·-·-·-·-·-·-·-·-·-·-·-·· 
13. Copies of Correspondence from i Code A i 8: Commodore i Code A fA.pril 2000 -

December 200 1 L--·-·-·-·-·-·-·-·-·-·-·' '·-·-·-·-·-·-·-·-·-·-·-·" 

14. Letter to r·-C-o.cfe--A-·} from Dr Beasley 1 8 April 2002 
15. Printout fio·m--He_a_itl.,call 11 April 2002 
16. Personal Details Form - Jane Barton 
17. Letter from r·-·-·-·-·-·-·-·-·-·-·-·-·co(:fe·A-·-·-·-·-·-·-·-·-·-·-·-·-i CHl re HR/Personnel Strategy, 15 

'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
January 2002 

18. PHCT, Strategy for Human Resource Management and Important Human Resource 
lssues, October 1996 

19. Portsmouth and South East Hampshire Health Authority, Community Health Care 
Services, Human Resource Management, 18 November 1991 

20. lsle ofWight, Portsmouth 8: South East Hampshire Health Authority, A local 
Procedure for the Identification and Support of Primary Care Medical Practitioners 
whose Performance is Giving Cause for Concern 

21. Health Service Circular, 27 August 1999, The Public Interest Disclosure Act 1998, 
Whistleblowing in the NHS 

22. Stepping Stones r-·-·-·-·-·-·-·-·-·-·-·-: 

23. Fax from Fareham 8: Gosport PCT, 24 June 2002 tol.~-<?.~.~--~-jre Pharmacy audit 
results 

24. Royal College of Physicians, Principles of Pain Control in Palliative Care for Adults, 
5 October 2000 

25. Reaudit of Neuroleptic PJ:~_sgf9.ilJ_g_jiJJlderly Medicine, September- December 2001 
26. Letter to CEO PHCT from·-·--~.<?.~-~-~----jSouthampton General Hospital, 16 

September 1999 
27. Memorandum to CEO PHCT from Barbara Robinson re Learning Points from Wilson 

Complaint, 27 October 1999 
28. Email from Quality Manager to Medical Director re Prescribing Opiates in 

Community Hospitals, 29 October 1999 
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29. Memorandum from Medical Director (PHCT) re the Protocol for Prescription and 
Administration of Diamorphine by Subcutaneous lnfusion, 15 December 1999 

GMC100891-0023 

30. Medicines and Prescribing Committee Meeting Agenda 8: Minutes, 3 February 2000 
3 1 ,_.L_e_tts:rs.Jaud attached protoco 1) fro m i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-co-Cie--A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

i Code A !Protocol for Prescription Admliil"Stiaflo-n·-armiim.orplllne._fiy-suocutan-eou's 
'·-inTusfoii~·-7 February 2000 

32. Letter from C~~-~~~~~-~~~~J to Medical Director PHCT re Diamorphine Guidelines, 21 

February 20Q_Q·-·-·-·-·-·-·-·-·-· 
33. Letter from L.-.~-~-~-~-~--_ito Medical Director PHCT re Syringe Driver Control, 21 

February 2000 
34. Medicines and Prescribing Committee Meeting Agenda 8: Minutes, 6 April 2000 
35. Medicines and Prescribing Committee Meeting Agenda 8: Minutes, 6 July 2000 
36. Medicines and Prescribing Committee Meeting Agenda 8: Minutes, 3 November 

2000 
37. Medicines and Prescribing Committee Meeting Minutes, 5 January 2001 
38. Medicines __ 9.!l_c! __ "P_~c:_;~c.;Ii.!J..i.!l_9 Committee Meeting Agenda 8: Minutes, 4 May 2001 
39. Fax from! Code A i to i-·-·-·-·-·-c-oCie"JC-·-·-·-·!17 April 2002 re FCEs 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

40. Table of FCEs, 17 April 2002 
41. Fax to [~~~q:~~-~~A~~~J from r·-·-·-·-co.cfe--A-·-·-·-·iFareham 8: Gosport PCT, 9 April 2002 re 

Summary Medicines Us~·-f99-7/T9-9a·-:_::-·2aoo/200 1 
42. Email to [~~-~~~-~~~]'rom Nan Newberry re drug data, 2 April 2002 
43. Drug Charts for Daedalus, Dryad 8: Sultan Wards, 3 April 2002 
44. UKCC Guidelines for the administration of medicines 
45. Portsmouth Hospitals NHS Trust, Pharmacy Service, Summary Medicines Use 1999-

2001 
46. The Palliative Care Handbook, Guidelines on clinical management 
47. Clinical Supervision 
48. AHP Accountability and supervision 
49. lnterview notes for !:~:~:~:~§~~~~~~:~:~:Jhief Pharmacist, 7 January 2002 
50. lnterview notes for r-·-·-·-·-coi:le_A_·-·-·-·-·-i Pharmacist 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

51. lnterview notes for l~:~:~:~~:~~~~~:~:J 8 January 2002 
52. Lifespan Healthcare NHS Trust Cambridge, Job Description Hospital Practitioner 
53. lmproving Working Lives, Publications, Department of Health website 
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Gosport War Memorial Hospitallnvestigation 
Draft Reports and New Evidence 

Volume 2 Part 2 

54. Complaint letter from lf·-·-·Code·A-·-·-i received 14 February 2002 and resulting 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

correspondence from PHCT 
55. Board Agend.as._Aua."l!st-NQY.~.m.t>~_r_.J.~98 
56. Email to i Code A ifromL.~.<?.~-~-~--.](Portsmouth StHA) re Alternative Body Parts 

containin'g-th·e-s~im·e· information, 22 February 2002 
57. Clinical Governance, Portsmouth Health Care NHS Trust Audit 1998/99, Summary 

Report, District Audit 
58. Clinical Governance, Portsmouth HealthCare NHS Trust Audit 1998/99, Project 

Specification, District Audit 
59. Fax to Region a 1 Director from QAH, 28 Septem her 200 1, re Clinica 1 Governance 

De vel opm_~l].!.-~!~1}_}_90 1 /2Q9_~·-·-·-·-·-·-·-·-·-·-·-·-·-· 
60. Letter to l.---~~-c!~.A. ___ _ifrom l.-·-·---~~~-~--~·-·-·-·-iFareham Et Gosport PCG, 25 March 

2002, re JM email of 14 March 2002 
61. Pavilion Journals. 2002 
62. Promoting Mental Health in Later Life: Meeting the Challenge, 14 June 2002 
63. Science Committee Day Conference, Palliative Care for Older People: Can we 

improve its scientific basis? Friday 30 November 2001 
64. Report Framework 
65. Report 11 March 2002 
66. Report 21 March 2002 
67. lnvestigation Team - Draft Report 
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Gosport War Memorial Hospitallnvestigation 
(F) Drugs 

1. Portsmouth District, Prescribing Formulary, October 2001 (Not complete). 

GMC100891-0025 

2. Portsmouth Healthcare National Health Service Trust, Portsmouth Hospitals, 
Compendium of Drug Therapy Guidelines 1998, For Adult Patients only. 

3. Portsmouth Hospitals National Health Service Trust, Royal Hospital Haslar, 
Portsmouth Healthcare National Health Service Trust, Medicines Policy 
lncorporating the l.V Policy, Final Draft- version 3.5, August 2001 
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Gosport War Memorial Hospitallnvestigation 
End ofUfe 

1. Portsmouth Healthcare National Health Service Trust, Post Mortem 
lnformation for Relatives, Hospital PostMortem Consent Form July 1997. 

2. Proposal for Portsmouth Healthcare National Health Service Trust, The 
Provision of an Employee Assistance Programme for Portsmouth Healthcare 
National Health Service Trust, 16 March 2000. 

3. Coutts Corecare - Portsmouth Healthcare National Health Service Trust, 
Employee Assistance Programme Annual Report 1 May 2000 to 30 April 
2001, July 2001. 

4. Agreement for Provision of Services of Employee Advisory Resource Limited 
(EAR), 1 February 1997. 

GMC100891-0026 

5. Letter to r·-cocie-)\"-l fromf-·-·-·c·ocie_A _____ {Employee Assistance Programme 
Consulta~tfRe:-·Employe~·ASsistiin-ce._Programme Three Months usage report, 
15 June 2000. 

6. Royal College of Nursing - Gerontological Nursing Programme, community 
Hospitals (Strand 2) Version 2.0 2001 . 
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Gosport War Memorial Hospitallnvestigation 
(E) Guidelines 

1. Audit of Standards of Oral Hygiene within the Stroke Service, November 
1999 - April 2000. 

GMC100891-0027 

2. Portsmouth Healthcare National Health Service Trust, Re-Audit Evaluation of 
Compliance with Revised Handling Assessment Guidelines, June 1998-
November 1998. 

3. Feeding People, Trust-wide Re-Audit of Nutritional Standards, November 
2001. 

4. Portsmouth Healthcare National Health Service Trust, Guidelines, Practices 
and Performance Management. 

5. Portsmouth Healthcare National Health Service Trust, Operational Policies 
lndex, 13 June 200 1. 

6. Portsmouth Healthcare National Health Service Trust, Occupational Health 
Policies lndex, 13 June 2001. 

7. Portsmouth Healthcare National Health Service Trust, Clinical Policies lndex, 
13 June 200 1. 

8. Portsmouth Healthcare National Health Service Trust, Personnel Policies 
lndex, 13 June 200 1. 

9. Portsmouth Healthcare National Health Service Trust, Trust Records Strategy, 
Barbara Hall Health Records Project Manager, March 2001. 

10. Portsmouth Health care National Health Service Trust, A Guide to Medical 
Records, A Pocket Guide to All Medical Staff, June 2000. 

11. Portsmouth Health care Nation a 1 Health Service Trust, Health Records All 
Specialities Core Standards and Procedures, December 1998 updated May 
2001. 

12. Portsmouth Healthcare National Health Service Trust - Referral to Old Age 
Psychiatry, Memo to All Medical Staff re: Rapid Tranquillisation - 23 
February 2001, Letter toL~:~:~:~:~:~?.~~~:~:~:~:~:~:~:~l re: Guidelines on Management of 
Acute Confusion- 18 October 2001, Appendix A- Medical Assessment of 
the Acutely Confused Patient, Appendix B - Environment and General 
.MfiJJ.!:!.!I~.!D.~.nL<;>f Acutely Confused Patients, Memo to All Consultants from 
l ______ g_<?_~-~--~--.Je: Management of Acute Confusion - 30 April 2001. 

13. Department of Medicine for Elderly People, Queen Alexandra Hospital, 
Patients Affairs Procedure - Death Certification and Post Mortems. 
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14. Portsmouth Healthcare National Health Service Trust, Community Hospitals, 
Guidelines for confirmation of Death, Policy date May 1998 Review date 
May 1999. 

15. Portsmouth Health care National Health Service Trust, Audit of Compliance 
with Bed Rails Guidelines in Community Hospitals, August 2001. 

16. Portsmouth Healthcare National Health Service Trust, Re-audit of Hemiplegic 
Shoulder Pain, February 1998. 

17. Portsmouth Healthcare National Health Service Trust, Clinical Audit of 
Painful Shoulder Guidelines, September 1996 - March 1996. 

18. East Hampshire Et Portsmouth City Primary Care Trusts, Fare ham Et Gosport 
Primary Care Groups, Portsmouth Hospitals National Health Service Trust, 
Portsmouth Healthcare National Health Service Trust - Ortho-Geriatric 
Development Group, Ben Gillett, 23 November 2001. 
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Gosport War Memorial Hospitallnvestigation 
Friday lnterviews, Summaries a Observations 

Friday lnterviews 
1. Schedule of interviews 

Code A 

Summaries 
• Summaries ofWinmax Codes 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' ; 
; 

8. i 

~a! Code A 
11! 
12! 
1 3 ~-Max·-Mmen··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

14. [·.~--~-~-~~~--~~--~·.J 

• Drugs: Prescribing, Administration, Review and Recording 

• Key PointsL~:~:~:~:~~:~~~~:A:~:~:~:~J 21 January 2002 .-·-·-·-·-·-·-·-·-·-·-·-
• Notes on Communication and complaints, MP i Code A! 
• Quality '-·-·-·-·-·-·-·-·-·-·-·; 

• r·-·-·-·-·-·-·c-c;Cie-A·-·-·-·-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Observation Notes 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

• Sultan Ward -i Code A i 
• Dryad Ward o7:·s·a--:.T~.:~:~~i·~~.J 
• Dryad Ward 08:00 {~ode A! 
• Dryad ward o8:2o- r-coCie·A-·1 
• Daedalus ward 07:35-·~rco-d'e·A-·i 

L·-·-·-·-·-·-·-·-·-·-·-1 

• Daedalus Ward 07:45 -!··-·-·-·-·: 
!Code Ai 

• Deadalus Ward 12:00 -L. ........ J 

• Daedalus Ward 14:00 -i·-·cSode .. A .. i 
• Daedalus Ward 15:20 -.L.-~C?-~.~--~--J 
• Daedalus Ward 15:25 -i Code A i '-·-·-·-·-·-·-·-·-·-·-·-·-' 
• Sultan 8: Dryad Wards 15:40 - i-~~~-~-~l 

·-·-·-·-·-·-·~· 

• All Wards 22:00-2,4;.QO- i Code A i 
• All Wards 11 :00 -!cod•A! '·-·-·-·-·-·-·-·-·-·-·-·' 
• Therapy Facilities \2:oo - i·-cocie-·A-·i 

• .All Wards 22:00-23:00 -[."~-~"~~~"!\]·' 

FurtherJnteJY.iew.s. ............. . 
• 
• 
• . Code A 
• 
• 
• 
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Gosport War Memorial Hospitallnvestigation 
i-c-~-d~·A)\Iorking Documents 
L--·-·-·-·-·-·-·-·-·1 

• Winmax notes 

• Appendix B working notes 

• Gosport lnvestigation - Proposed Report Framework 

• Developments to framework 11 March 2002 

• Developments to framework 21 March 2002 

• Draft Report 22 March 2002 

• Draft Report 5 April 2002 

• Draft Report 9 April 2002 

• Draft Report 22 April 2002 
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Gosport War Memorial Hospitallnvestigation 
Medical Audit 

Section 1 - Correspondence 
A- Trust 
B- Team 
C -Treasury Solicitor 
D - Miscellaneous 

Section 2 - Terms of Reference 

Section 3 - File Notes/Meetings 
A - File Notes 
B- Agendas 
C- Minutes 
D - Schedules 

Section 4- Confidentiality Statements/Disclaimers 

Section 5 - Contacts 

Section 6 - Administration 

Section 7 - lnformation From Review 
i - lnformation compiled at review 
A - Patient checklists ( 1-41) r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

B- Patient summaries (1-41 ai Code A is) 
~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Section 8 - Report of Case Note Review 
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Gosport War Memorial Hospitallnvestigation 
Monday ft Tuesday lnterviews 

Monday lnterviews 
• lnterview Schedule . 
• Max Millett (x2) 

• 
• 
• 
• 
• 
• 
• Code A • 
• 
• 
• 
• 
• 
• 

Tuesday lnterviews 
• lnterview Schedule 

• 
• 
• 
• 
• 
• 
• 
• 
• Code A 
• 
• 
• 
• 
• 
• 
• 
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Gosport War Memorial Hospitallnvestigation 
Notebooks, Diaries Et Video 

llilnvestigation Manager Notebook 1 

llilnvestigation Manager Notebook 2 

llilnvestigation Manager Diazy 2002 

lllnvestigation Coordinator Notebook 

lnvestigation Coordinator Diary Oct-Dec 2001 

Video: bmc news - BBC 1V South 18/02/02 18:40 South Today, 
Gosport War Memorial Hospital 

GMC100891-0033 
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Gosport War Memorial Hospital Investigation 
(C) Quality 

1. Portsmouth Healthcare National Health Service Trust, Patient Environment 
Assessment and Action Plan 29 August 2000, Patient Environment 
Assessment and Action Plan September 2000. 

2. Portsmouth Healthcare National Health Service Trust, Estate Services 
Maintenance Request Logbook No: 18 19 December 2000, Property Services 
PM List 22 November 2001, Planned Preventative Maintenance, 
Redecoration Programme 22 November 2001. 

GMC100891-0034 

3. Portsmouth Healthcare National Health Service Trust, Capital Programme, 22 
November 2001. 

4. Portsmouth Healthcare National Health Service Trust, Investors in People 
Report, 8 September 1999. 

5. Letter from Lead Consultant[~~~~~~-~~-~A:~~~J from Department of Medicine for 
Elderly People at Portsmouth Healthcare National Hea'lth Service Trust re: 
National Sentinel Audit of Stroke 1999, 8 March 2000. 

6. Quality Report- Governance Indicators, 31 March 2001, Complaint Summary 
Report, January to March 2001. 

7. Portsmouth Health care National Health Service Trust, Annual Quality Report 
to Portsmouth and South East Hampshire Health Authority, 27 February 
2001, Community Hospitals Third Quarter Quality Report, January 2001 

8. Quality Report- Governance Indicators, 31 December 2000, Complaint 
Summary Report, October to December 2000 . 

9. Quality Report- Governance Indicators, 30 September 2000, Complaint 
Summary Report, July to September 2000. 

1 0. Quality Report - Governance Indicators, 30 June 2000, Complaint 
Summary Report, 2000/2001. 

11. Quality Report- Clinical Governance Indicators, 31 March 2000, Complaint 
Summary Report, 1999/2000. 

12. Quality Report- Clinical Governance Indicators, 31 December1999, 
Complaint Summary Report, October to December 1999. 

13. Quality Report - Clinical Governance Indicators, 30 September 1999, 
Complaint Summary Report, July to September 1999. 

14. Quality Report·- Clinical Governance Indicators, 30 June 1999, Complaint 
Summary Report, April to June 1999. 
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15. Quality Report, 31 March 1999, Complaint Summary Report, January 1999 
to March 1999. 

16. Quality Report, 31 December 1998, Complaint Summary Report, October 
1998 to December 1998. 

17. Quality Report, 30 September 1998, Complaint Summary Report, July 1998 
to September 1998. 

18. Quality Report, 30 June1998, Complaint Summary Report, April1998 to 
June 1998. 

19. Quality Report, 31 March 1998, Complaint Summary Report, January 1998 
to March 1998. 

20. Quality Report, 31 December 1997, Complaint Summary Report, October 
1997 to December 1997. 

21. Quality Report, 30 September 1997, Complaint Summary Report, July 1997 
to September 1997. 

22. Quality Report, 30 June 1997, Complaint Summary Report, April1996 to 
June 1996. 

23. Portsmouth 1-lealthcare Nationall-lealth Service Trust, lmproving Quality
Steps towards a 'First Class Service', September 1998 
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Gosport war memorial Hospitallnvestigation 
Reference Documents 1 

GMC100891-0036 

1. Department of Health, Circulars on the lntemet {1 page printout), 22 March 
2002 

2. Making a Difference, Strengthening the nursing, midwifery and health 
visiting contribution to health and healthcare, Department of Health July 
1999 

3. Stroke, Good practice resource pack, The Stroke Association, Updated 2001 

4. Nursing and Midwifery Council, Guidelines for records and record keeping, 
Protecting the public through professional standards, April 2002 

5. NHS Executive, Health Service Circular, 28 April1998 

6. Stroke, Good practice in primary care, The Stroke Association, Updated 2002 

7. Promoting lndependence 4, National report, the way to go home, 
rehabilitation and remedial services for older people, Audit Commission 

8. With Respect to Old Age: Long Term Care - Rights and Responsibilities, A 
Report by The Royal Commission of log Term Care, March 1999 
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Gosport War Memorial Hospitallnvestigation 
Reference Documents 2 

1. Clinical Standards Advisory Group, Community Health care for Elderly 
People, Report of a CSAG Committee, 1998 

GMC100891-0037 

2. Caring for Older People: A Nursing Priority, lntegrating knowledge, practice 
and values, Report by the Nursing and Midwifery Advisory Committee March 
2001 

3. Controls Assurance Medicines Management Standard, Rev. 02 (October 
2001) 

4. Withholding and Withdrawing Life Prolonging Medical treatment, Guidance 
for decision making - purchase details 

5. The Single Assessment Process Consultation Papers and Process, Department 
of Health, 2001 

6. King's Fund Health and Social Care, Useful references - Rehabilitation and 
lntermediate Care, 9 October 2001 

7. Health Service Circular, Governance in the new NHS: Controls Assurance 
statements 2000/2001 and Establishment of the Controls Assurance support 
unit, Department of Health, 22 February 2001 

8. Medical treatment at the end of life: A position statement, Clinical Medicine 
Vol 1 No 2 March/April 2001 

9. Reforming the NHS Complaints Procedure: a listening document, (covers 
only) September 2001 

10.lntermediate Care in England, Web page, Department of Health, 14 March 
2002 

11. National Service framework for Older People Executive Summary, 
Department of Health, 2001 

12. The Essence of Care, lntroduction 

13. Mapping local Rehabilitation and lntermediate Care Services, A whole 
systems approach to understanding service capacity and planning change, 
King's Fund 2001 

14. Achieving excellence in pharmacy through clinical governance, Royal 
Pharmaceutical Society of Great Britain's policy on clinical governance, 25 
September 1999 
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15. National Service Framework for Older People, Department of Health, March 
2001 

16. Standards for Health and Social Care Services for Older People, The Health 
Advisory Service 2000 

17. The NHS Plan, July 2000 (extract) 

18. Extension of lndependent Nurse Prescribing, Department of Health, 2002 

19. lmproving Working Lives Standard, Department of Health (covers only) 

20. Professional Standards Directorate Fact Sheet: Two, Controlled Drugs and 
Hospital Pharmacy, Royal Pharmaceutical Society of Great Britain, Last 
amended 30 July 2001 

21. National Service Framework for Older People, Audit of Policies for Age
Related Criteria, A Guide, Department of Health, August 2001 

22. Accelerating Change Today for America's Health, October 2000 
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Gosport War Memorial Hospitallnvestigation 
(B) Service Strategic 

1. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fare ham Division, 16 August 2001. 

2. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fareham, 14 February 2001. 

3. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fareham Division, 15 November 2000. 

4. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fare ham Division, 10 August 2000. 

5. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fareham Division, 16 May 2000. 

6. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fareham Division, 8 February 2000. 

7. Portsmouth Healthcare National Health Service Trust, Divisional Review, 
Gosport and Fareham Division, 11 November 1999. 
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lndex- Gosport War Memorial Hospitallnvestigation: Set Up and 
Scoping Volume 1 - Correspondence 

Section ~ STAKEHOLDERS 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-: 

Document 1: compliments slip dated 3 July 2002 from!.__~_C?-~-~--~.J Investigations 
Coordinator to r-·-·Cod·e-·A·-·-}egarding CHl report 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 2: Letter dated 26 June 2002 from r.·f.~~~~AJ. Investigations Manager, 
CHl toMs McKenzie regarding publication of the CHl report 

Document 3: Letter dated 26 June 2002 from e_·~--~~!:?.·~~~-~-~--~."Jnvestigations Manager, 
CHl to [Stakeholder] regarding publication of the CHl report 

Document 4: Letter dated 7 March 2002 from r-·c·ode--A·-·llnvestigation 
Coordinator, to Mrs Jackson regarding informati-on-·o-n"Tl:n;·investigation 
Department and Gosport War Memorial Hospitallnvestigation 

Document 5: Letter dated 15 November 2001 from [~~~~~~~~~~]Chief Executive, 
East Hampshire Primary Care Trust toC_·~.-ji?·~~~.l\~.-~.-~."Jlnvestigations Manager, CHl 
regarding PCT and the opportunity to discuss the issues covered in the Terms of 
Reference 

Document 6: Letter dated 14 November 200 1 from L~:~~~~:~~~:]nvestigations 
Manager, CHl regarding confirmation of the date and time of a telephone interview 

Document 7: Letter dated 13 November 2001 from{_~~-~-~--~-_/, Investigations 
Manager, CHl regarding meeting with CHl investigation team members 

Document 8: Document detailing app.ointment times (document dated 13 
November 200 l) 

• Document 9: Letter dated 2 November 2001 from [~~~~~~~~J Investigations 
Manager, CHl regarding additional background information into investigation and 
contact details 

Document 10: Letter dated 1 November 2001 from fco.cie-A·-·ilnvestigations 
··-·-·-·-·-·-·-·-·-·-·-·-) 

Manager, CHl regarding additional background information into investigation and 
contact details 

Document 11: Gosport Investigation lnformation Sheet (dated 31 October 2001) 

Document 12: Spreadsheet detailing meeting status (dated 31 November 200 1) 

Document 13: L~tt~I._<:l~!~_cL? November 2001 from [~~~~~:.-~J lnvestigations 
Manager, CHl to L.-.9.~~-~--~-_j Director of Public Health regarding meeting to discuss 
issues covered in the Terms of Reference 
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Document 74: Letter dated 1 November 2001 fromi~~~3~~~~~~K~J lnvestigations 
Manager, CHl (Stat. Letter) regarding meeting to discuss issues covered in the Terms 
of Reference 

Document 75: Letter dated 1 November 2001 from i·-·-cocie-·A-·-·i lnvestigations 
Manager, CHl to[_·~--~--~--~--~~~~~-~~-~--~--~--~--~]Chief Executive, P~rtsmouth-·H~spitals NHS Trust 
regarding meeting to discuss issues covered in the Terms of Reference 

Document 76: Letter dated 8 November 2001 from [~~~~-~~-~~] lnvestigations 
Manager, CHl toi-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c;-o·Cie·A-·--·-·-·-·-·-·-·-·-·-·-·-·1 Portsmouth City Primary Care 
Trust regarding me.et1iiij"To·-a1Scu-ss.l"Ssiies·-covere·a' in the Terms of Reference 

Document 77: Letter dated 8 November 2001 from r-·c·ode--A·-·-jnvestigations 
Manager, CHl to i·-·-·-·-·-co-de·A-·-·-·-·-·iMP fare ham regard"ing·m-eetlng to discuss issues 
covered in the T~rm·s-orRet'ere·n-ce' 

• Document 18: Details and addresses of Nursing Homes (document dated 13 
November 2001) 

Document 19: Letter dated 1 November 2001 from [~~~~~(i.~~~)~~~~J lnvestigations 
Manager, CHl regarding meeting to discuss issues covered in the Terms of Reference 

Document 20: Spreadsheet of various contacts (voluntary organisations etc) 

Document 27: Letter dated 2 November 2001 fromr-·-C-ode-·A-·-t lnvestigations 
Manager, CHl t(~~~~~~§~~~~:A~~~~~J Chief Executive, far~h-am-·Community Action 
regarding contributions to the investigation 

r·-·-·-·-·-·-·-·-·-·-·-·-) 

Document 22: Letter dated 1 November 2001 from J Code A llnvestigations 
Manager, CHl to [colleague] (vol. Organisations) rega'r-cii"n-g.-c.on.trlbutions to the 
investigation 

• Document 23: "Fax dated 26 October 2001 from [~~~~§.-~~-~~-1:\~~~~J lsle of Wight, 
Portsmouth and South East Hants Health Authority regarding contact details 

Document 24: Locallnformation: Community Centres/Associations and contact 
details 

Document 25: CHC Portsmouth and S.E Harits Community Health Council 
information of contact details and addresses 

Document 26: Template letter used from Loughborough lnvestigation for the 
Gosport lnvestigation 

Document 27: Portsmouth and S. E Hants Community Health Council: Advice and 
lnformation for when you have cause to complain about NHS services, dated 
October 2000 
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Section H TRUST 

Document 7: Em ail dated 13 June 2002 from/"-Code·-·A·] lnvestigations Manager 
tor·-·-·-c:·o(i(i_A_·-·-·j regarding s t. Mary's Staff. '-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
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Document 2: Em ail dated 14 March 2002 from [~~~~§~-~~~~A~~J lnvestigations Manager 
to r-·-·c·oCie·A-·-·-·1 regarding additional information and update 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

_[}_Q£J!IJJ.~nt j'~ ___ Email dated 14 May 202 fromi-·-c·()"(ie·-A·-·j lnvestigations Manager to 
i Code A !regarding the report and the 'iefe~ise-·Cf1ite' 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Jl.Q,.Cl!.!Jl.~!Ztd: ___ .F_a_"'f- dated 4 April 2002 from L~~~~f:~-~-~~-~~~J l~.Y~-~!ig~JiQ.D_~ __ C.9,ordinator 
to i_ _____ g~-~~-~-------~ regarding documents to forward on to l_·-·-·---~~~~-~---·-·-·j(include 
patient through put data and pharmacy data) 

Document 5: Email dated 27 February 2002 from ;--·c;c;-d·e-·A·-·r, lnvestigations 
Manager, to i-·-·-·-c"()"Cie·-A·-·-·legarding additional i~teTVie:w·-·-·-·' 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 6: Em ail dated 26 February 2002 from i-·-·-·-·-c-oCie-A·-·-·-·-·: to [-·-·-co-de--A·-·-·i 
lnvestigations Manager, regarding ad ditiona 1 intervi-~~--~~~--~~~~-pati~·n-af"he.aith-·-·-' 

Document 7: Email dated 25 February 2002 from[:~:~:~~:~~~-~~:~:~:J lnvestigations 
Manager to r-·-·-·-·c-oCie-·A·-·-·-·-·]regarding additional interview 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Document 8: Letter dated 15 February 2002 from Portsmouth Healthcare NHS 
Trust to r·c·ode·A-·-:regarding enclosure of setof notes 

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

Document 9: Em ail dated 13 February 2002 from 1 Code A !regarding press 
statement - Gosport [._·-·-·-·-·-·-·-·-·-·-) 

Document 70: Letter dated 8 February 2002 from[.~--~~~~-~~~~--~·.] Medical Director, 
Portsmouth Healthcare NHS Trust to[~~~~~~~~~~~~~~~~~~~~E~~~~~~~~~~~J Medical Director, CHl 
regarding contacting relatives 

Document 7 7: Fax dated 8 February 2002 from [~~~~~~~-~)~~~]Medical Director, 
Portsmouth Healthcare NHS Trust to r·-·-·-·-·-·-·c·o-d·e-·A·-·-·-·-·-·-·]Medical Director, CHl 

L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

regarding contacting relatives 

Document 7 2: ..J~~!!~! __ g_<l_1~_g __ ~_~).9.!1_~ary 2002 from [~~~~~~~~~J lnvestigations 
Coordinator toi Code A i Assistant Business Manager, Portsmouth Health 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
Care NHS Trust regarding thank you letter to be sent to those who attended the 
interviews 

Document 7 3: Letter dated 23 January 2002 from[~--~~~-~~~--~~~--~".] lnvestigations 
Manager to [colleague] regarding attendance at interview with CHl team 

Document 74: Em ail dated 29 January 2002 from r·-·-·cod·e-A·-·-"!lnvestigations 
Manager to i·-·-·-·-·co-Cie-·A-·-·-·-·iregarding Medical Records-·-·-·-·-·-·-·-·-·-·' 

L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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Document 15: Email dated 24 January 2002 from r-·c·ode-·A-·-hnvestigations 
Coordinator to i-·-·-·-·-·-·-coife_A_·-·-·-·-·-·1regardin g Audit '-ofMe·a-1caf~ otes 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Document 76: Em ail dated 19 December 2001 from i-·-·co(ie·A·-·hnvestigations 
Coordinator to r-·-·-·-·-·co"Cie-A·-·-·-·-·-·-·~egarding intervie~s-·-·-·-·-·-·-·-·-·-·-·' 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

GMC100891-0043 

Document 77: Email dated 12 December 2001)I9m[·.~--~--~-g~~~~~~~~~~Jto C~~~~-~}\J 
lnvestigations Manager regarding interviewing i Code A ! 

'·-·-·-·-·-·-·-·-·-·-·-·-· 

Document 18: Gosport Timetable: Monday 7 January 2001 

Document 79: Email dated 26 November 2001 from c·-·-·-·-·-·coCie·-A-·-·-·-·-·-·-~ Assistant 
Business Manager to L~.~-~-~~-~~.A.~J lnvestigations Coord-in-ator-re.gardin_g._proposed 
corporate interview schedule - 7 and 8 January 2002 

Document 20: Email dated 20 November 2001 from C~~~~:~~:~~:~:/Jnvestigations 
Manager to l·.~--~~~~~-~~-.] lnvestigations Coordinator regarding contacts for this week 

Document 27: Advertisement taken from HSJ for Chief Executive position at 
Fare ham and Gosport Primary Care Trust 

Document 22: Letter dated 25 October 2001 fromf"-·-·-·-·-C-ode-A·-·-·-·-·!Divisional 
General Manager (Portsmouth Healthcare NHS Trus.tf_t_or:.·:.·~:.~~·;:.~:.·:.J lnvestigations 
Manager regarding files with information requested by CHl 

Document 23: Email dated 17 OCtober 2001 from[·-·-·-·-·-·c·ode·A-·-·-·-·-·lto f"co(ie·A·1 
lnvestigations Manager regarding GWMH investigati·a-n·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· '-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 24: Document request from CHl: Documents 8: information required for 
the lnvestigation at Gosport War Memorial Trust (Portsmouth Health Care NHS 
Trust) 

• Document 25: Letter dated 13 November 2001 from r·-Co-iie--A-·) lnvestigation 
Manager toi·-·-·cocfe--A·-·-i Chairman, Portsmouth Health-caie._Nfl5·-trust regarding 
Patient lnv~lve.men:fin._CHl's work 

Document 26: Report for the Patient and Public Project Board meeting on 3 
October 2001: Developing a strategy for patient and public involvement 

Document 2 7: Em ail dated 7 November 2001 from r-·-·-co-cie·A-·-·-·i Head of Patient 
and Public lnvolvement, CHl to i-·-·co(ie·A·-·]lnvestigat1on-s·-ea-or"d1'nator regarding 
stake h o 1 der re search ~--·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 28: Email dated 1 November 2001 from r-·-Cocie-·A-·-]lnvestigations 
Manager regarding Agenda for Start Up meeting on '6--Nove.mber 2001 

Document 29: Fax dated 30 October 2001 from ~---~~~-~--~]nvestigations 
Manager to Max Millett, Portsmouth Health Care NHS Trust regarding Start Up 
Meeting 

C:\Lotus\DominoDoc\temp\DDMD l.doc 
Created on 03/03/2003 10:26 4 



GMC100891-0044 

Section !: TEAM 

Document 7: Email dated 26 June 2002 fromi ___ Co(fe-A-·] Investigations Manager 
regarding Gosport Report Publication '-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 2: Em ail dated 31 May 2002 from f-·-Co-de--A·-·j Investigations Manager 
regarding Gosport - Final report L--·-·-·-·-·-·-·-·-·-·-·-·-

Document 3: .J . .etter._d.ate.d 17 June 2002 from r·-·c·o-de·A-·~ustomer Service Advisor, 
Royal Mail tol._.~~~-~--~-_.lregarding special delivery--item-·-· 

Document 4: ___ 1~_t_t~T...Q~.~ed 21 June 2002 from C~~~~-~~-~J lnvestigatio~?_.M<!D.;:J_g~r 
_ _t_Q[_·-·-·-·-·-· Code A iChief Executive, Cambridge City PCT regarding 1 Code A j 

[ Code A r=·-worfwith.TJ1l '-·-·-·-·-·-·-·-·-·-·-·1 

L·-·-·-·-·-·-·-·-·-} 

!._l2ocum~nt.2.:_:_ . .k~t1~T dated 9 April 2002 from f~-~~-~--~Jnvestigations Manager to 
[ Code A !regarding second draft of the report for discussion 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Document 6: Letter dated 24 February 2002 from r·-·-·-c·o-de·-A·-·-·-·-!tof"c~d~·A·[ 
f"c~d~-·A"ilnvestigations Manager regarding flowers del1vere-a·-fiO"m-tfie·-Ga~p~rCfeim 
··-·-·-·-·-·-·-·-) 

Document 7: Letter dated 26 February 2002 from f~g~~~:~:~~]nvestigations 
Manager regarding confirmation of the next date for the final draft meeting 

Document B: Compliment sheet dated 28 February 2002 from ~-·-·-Cocfe-·A·-·1 
lnvestigations Coordinator to fco-de._A}garding accommodati(J"n-·-·-·-·-·-·-·-·-·-·-·-·-·' 

··-·-·-·-·-·-·-·-·-·-·-' 

Document 9: Letter dated 12 February 2002 from[ ___ Co-de·-A·-·j lnvestigations 
Manager regarding First Draft Meeting L--·-·-·-·-·-·-·-·-·-·-·-·-

Document 70: Press cutting dated 25 January 2002 taken from The lndependent 
"Woman says Tory MPs refused to help her in medical dispute" plus another press 
cutting "Hospital moves elderly in middle of the night" 

Document 7 7: Gosport War Memorial Hospital Investigation: Summaries of 
Winmax Codes 

Document 72: Letter dated 21 December 2001 from L~~~~§~~~~~~)~~~]nvestigations 
Manager regarding more written documents being sent 

Document 73: Email dated 7 December 2001 from[·-·-·-"Coct-e·-A-·-·-·-!to [·-·-·-co.cie·-p:·-·-·[ 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· L--·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

lnvestigations Coordinator regarding Team Briefing Day 17 December 

Document 74: Courier information details 

Document 7 5: Letter dated 10 December 2001 from[~--~~~~~-~~--~·.] Investigations 
Manager regarding enclosure of background papers for the investigation · 

Document 76: Biographies 

C:\Lotus\DominoDoc\temp\DDMD l.doc 
Created on 03/03/2003 1 0:26 5 



• 

Document 17: Em ail dated 26 November 2001 from C~~~~§~-~~~A~~~~~J lnvestigations 
Manager to L._.~~-~~:.~~~~Jlnvestigations Coordinator regarding r-·-·-·-C-ode-·A-·-·-·1 
biography details '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Document 18: Biography details 

Document 19: Notes 

Document 20: Em ail dated 8 October 2001 from C~~~~~~~~~~-~-~~~A~~~~~~~~~]o [:~:~~:~~~:~J 
lnvestigations Manager regarding Al-lP for investigation 

Document 21: Email dated 2 October 2001 from i-·-co-de--A-·llnvestigations 
Manager to i·-·-·c·ode--A·-·1 Chief Executive, Cl-ll reg~rdrn_g._(fosp"ort investigation team 
members hip'-·-·-·-·-·-·-·-·-·-·-·-·-·-

Document 22: Letter dated 10 December 2001 from f.~~~-~~:.~~~J lnvestigations 
Manager to L~~~~~~~~~-~~~~A~~~~~~~~~Jregarding enclosure of background papers 

·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Document 23: Letter dated 9 November 2001 from i.-.~~-~~-.A.J lnvestigation 
Manager regarding briefing meeting 

Document 24: Letter dated 30 October 2001 from [~-~~-~--~_hnvestigations 
Manager to i-·-·-·-·-·-co(ie-A·-·-·-·-·lregarding confirmation of arrangements for the 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 
investigation 

Document 25: Gosport War Memoriall-lospital Final Terms of Reference dated 18 
October 2001 

Document 26: Press cutting dated 25 October 2001 taken from The News "1-lospital 
at Centre of probe into patient care" 

Document 27: Press cutting dated 25 October 2001 taken from the 1-lealth Service 
Journal "lnvestigation launched after elderly deaths" 

Document 28: Press cutting dated 23 October 2001 taken from The News "Probe 
will only be useful if its findings are made public without delay" and "1-lospital 
investigation may bring Nl-lS change" 

Document 29: News Release dated 22 October 2001: CHl investigation at Gosport 
War Memoriall-lospital 

Document 30: News article dated 3 April 2001 taken from BBC News "1-lospital 
death under investigation" 

Document 31: lnformation regarding Gosport War Memoriall-lospital 

Document 32: Letter dated 9 November 2001 from l."~.·~--~-~!J.·~~-~--~--~.-jlnvestigations 
Manager to (~~~~~~~~~-~~~~~A~~~~~~)egarding alternative dates for briefing meeting 

C:\Lotus\DominoDoc\temp\DDMDl.doc 
Created on 03/03/2003 10:26 6 

GMC100891-0045 



Document 33: Letter dated 16 October 2001 fromf-·-·Code-·A-·-·llnvestigations 
Coordinator to [·-·-·-·-·cocfe·-p:·-·-·-·-]regarding enclosed copy-·ol"North Lake land NHS 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

Trust and Loughborough lnvestigation reports 

Document J1..; ___ 1~_t_t~_r__9_c.!.!~~LL?. October 2001 from [~:.~~~:.~J lnvestigations 
,.-.M<lD.Ag~L!.9_L _________ ".~~-~~-~---·-·-·-__j Chief Executive, Lifespan He a lthcare Trust regarding 
~--·-·-·-·-.9.~~-~--~·-·-·-·-.JNorking with CHl 

Section :0 CHl 

Document 1: Em ail dated 26 June 2002 from C-~-~-~~)~-J to f_~~~~--~_] regarding 
publication of report 

Document 2: Bmail dated 26 June 2002 from [~~~~~~~~~~~A~~~~Jto All CHl Staff 
regarding new address for i~-·-·c~~de_A ____ l CHl contact at DHSC South 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

GMC100891-0046 

Document 3: Email dated 23 June 2002 from [·-Cocie-·A-·[ Director of Nursing, CHl to 
r-·-·c·ode·-.o:·-·nnvestigations Manager regarding Go-5·--=Tnternal pharmacy audit 

-L·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Document 4: Em ail dated 31 May 2002 from r-·-cocie-·A·-·-·!lnvestigations Manager 
to[~~~~~-~~~~~JDirector of Nursing, CHl regardin'g-"Crosporfdpdate 

Document 5: Em ail dated 7 May 2002 frorri-·-·c·o-de-A·-·l Director of Nursing, CHl to 
i-· Code-·A-·-~nvestigations Manager regardin'g·-stfA-·a·-G'osport 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 6: Em ail dated 11 April 2002 from [~:~:~~~:~~:~:~]Director of Nursing, CHl to 
r-·-·c·ode·A-·-·-ilnvestigations Manager regarding Gosport Update and lPB 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

Document 7: Email dated 18 March 2002 from i-·-c·o(ie-·A-·-ilnvestigations Manager 
tof·-·co-cie-·A-·[ Director of Nursing, CHl regarding ('rosporf&"TJKCC 

L--·-·-·-·-·-·-·-·-·-·-·1 

Document 8: Email dated 6 March 2002_fiQ.!!I_[£~~~~~~~]nvestigations Manager 
to[.__ _____ :~~~~:~~:~~:~:~:~:~ Medical Director and l.~~~-~-.1:\.JDirector of Nursing CHl 
regarding Gosport Medical Notes Review 

Document 9: Bmail dated 25 February 2002 from[~~~:~~~:~~~:J>irector of Nursing, 
CHl to r-·-C-ocie·A·-: lnvestigations Manager regarding compel to interview- Gosport 

i..·-·-·-·-·-·-·-·-·-·-·-·-·i 

Document 10: Email dated 13 February 2002 from r-·-Cocfe·-A·-·!1nvestigations 
Manager tor·-"Cocie·A:-·-~and r-·-·-·-·-coCie-·A·-·-·-·-·lHl rega~d11l"g-·G·o-s_p.ort NCM referra 1 by 

L·-·-·-·-·-·-·-·-·-·-·-· •-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

HA 

Document 11: Email dated 13 February 2002 from r·-·c·o-d·e-·A·-·[Director of Nursing 
to r·-·-c;-c;·(fe·-.o.-·-·; lnvestigations Manager regarding upda.te-oT"C~osport 

L--·-·-·-·-·-·-·-·-·-·-·-·1 

Document 12: Email dated 21 January 2002 from ~-·-co-(ie·-A-·l lnvestigations 
Manager regarding Gosport update '"·-·-·-·-·-·-·-·-·-·-·-·-·1 

C:\Lotus\DominoDoc\temp\DDMDl.doc 
Created on 03/03/2003 10:26 7 



Document T 3: Email dated 29 October 2001 froml~~---~~~-~~A~~~J lnvestigations 
Manager to r·-C-ode-A·-iand [·-·-·-·-·-C-ode-A·-·-·-·-·-! lnvestigations Manager regarding 
Go spa rt m e~tfrl"g·-·-·-·-·-·1 ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Document !4: Em ail dated 24 September 2001 from[~~~~~~~~~~§.-~~-~~-1:\~~~~~~~~J Review 
Manager to r·-·-·-·c·otie--A·-·-·-!regarding Al-IP person for investigation 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Section :E UKCC 

,.JJacument !: Em ail dated 25 May 2002 from[~~~~~f~-~~-)\~~~J Case Manager to !-c~"d-;·A"l 
J Code A Jlnvestigations Manager regarding Gosport War Memoriall-lospital - NMC·-·-·-·-· 
L·-·-·-·-·-·-·-·-' 

Section :E GMC 

C:\Lotus\DominoDoc\temp\DDMD l.doc 
Created on 03/03/2003 10:26 8 

GMC100891-0047 



lndex- Gosport War Memorial Hospitallnvestigation: 
Set Up and Scoping 3: Other 

Document 1: Gosport Notebook 

Document 2: CHl Financial Year 2002-2003 -Budget Statement for June Period 3 

Document J: Follow up from meeting betweeni-·c-~d~-"A-itt!·~~:~-~bated 28 September 
'-·-·-·-·-·-·-·-·-" t _______ j 

2001 

Document 4: CHl investigation process - core tasks and responsibilities for 
investigations dated 3 May 2001 

Section: Pre-decision information 

·Document 1: Briefing for Prime Minister's Questions dated 16 October 2001 

Document 2: File Note: Gosport Community Trust dated 18 July 2001 

GMC100891-0048 

r·-·-·-·-·-·-·! 

Document J: Letter dated 3 July 2001 from r·-·-·-·-·-·-c()"(ie·-p:·-·-·-·-·-·: ChiefExecutive,[CodeA[ 
of Wight, Portsmouth and South East Hampsh"lre._Heafth._Autfio-~ity to [~:~~~~~~:~:~~r-·-·-' 
CHl regarding assisting locally with an inquiry 

Document 4: File Note: Telephone call with[·-·-·-·-·-·c·o-de·A-·-·-·-·-·1from Portsmouth 
Healthcare NHS Trust dated 11 July 2001 '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 5: File Note: Telephone call with Deputy Executive, r·-C-ode-A.}rom 
Portsmouth Healthcare NHS Trust, regarding Gosport War Mem~riafHosphal dated 
10 July 2001 

Document 6: File Note: Telephone conversation between r·-c-oCie_A __ !and f-c~d·~-·A·i 
[~~~~~~~~!.(]dated 8 August 2001 '·-·-·-·-·-·-·-·-·-·-·" '·-·-·-·-·-·-·-·-·-' 

Document 7: Letter dated 16 August 2001 from [~~~~~~~~~~~A~~~~~J Assistant 
lnvestigations Coordinator to Mr M Millet, Chief Executive, Portsmouth He a lthcare 
NHS Trust acknowledging receipt of letter · 

Document 8: File Note: Telephone call from Professor Gary Ford dated 4 July 
2001 

Document 9: File Note: Telephone call with Deputy[~~~~~~~~~~~~~~~~~~~~§~-~~~~t\~~~~~~~~~~~~~~~~~~Jfrom 
Portsmouth Healthcare NHS Trust regarding Gosport War Memorial Hospital dated 
10 July 2001 

Document 10: Report for lnvestigations and Fast Track Clinical Governance Review. 
Programme Board Meeting on 18 September 2001 

Section: Police 



Document 7: Terms of Reference ("Hampshire Constabulary) 

Document 2: File Note: telephone ea 11 with lnspector [~~-~~~~~~ated 8 August 2001 

Document 3: Letter dated 3 September 2001 from C.·~--~--~=~-~!:i~-~~~--~--~-·~.-~."J lnvestigations 
Manager to Detective Superintendent John James, "Hampshire Constabulary 
regarding the meeting to discuss the concerns about Gosport War Memorial 
"Hospital 

Document 4: Notes taken dated 6 July 2001 regarding Dr Ford 

Document 5: File Note: Telephone call from Professor Gary Ford dated 4 July 
2001 

;-·-·-·-·-·-·-·-·-·-·-~ 

Document 6: File Note: Telephone conversation between i Code Aiand[-c-~"d-~·A"·j i code A~ dated Wednesday 8 August 2001 '-·-·-·-·-·-·-·-·-·-·-' '·-·-·-·-·-·-·-·-· 
i.-·-·-·-·-·-·-·-i 

GMC100891-0049 

Document 7: File Note: Telephone call with Deputy f-·-·-·-·-·-·-·-·-·-Co(fe-·A-·-·-·-·-·-·-·-·-·-! from 
Portsmouth l-l ea 1t h care Nl-l S Trust dated 1 0 July 2 00 ,.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Section: Police lnvestigation 

Document 1: File Note: Meeting to discuss concerns relating to Gosport War 
Memorial "Hospital, 31 August 2001 

Document 2: Letter and appendices to r·-·-·-·-Code-·A·-·-·-·-r from Max Millett (CEO 
Pl-lCT), 15 August 2001, re Police lnvestfg.ati.on.Tnta-·the Death of Gladys Richards 

Section 2: Press 
A - Press Releases/Mailshots 

· B - Press Cuttings 

Section 3: Terms of Reference 

Section 4: Action plans 

Section 5: File Notes/Meetings 
A - File Notes 
B- Agendas 
C- Minutes 
D -Schedules 

Section 6: Confidentiality Statements/Disclaimers 

Section 7: Contacts 

Section 8: Administration/Winmax Codes 

Section 9: General Miscellaneous 



• 

• 

Gosport War Memorial Hospitallnvestigation 
(D) Staffing and Accountability Volume 2 

1. Staff Opinion Survey 2000. 

2. Department of Medicine at Portsmouth Health care National Health Service 
Trust, Consultant Timetable, August 1997- May 2001 . 

.. ·-·-·-·-·-·-·-·-·-·-) 

3. Letter to D[_<?._?.~~--~.J~om C~~~~~~~~~~}~~~~~~~~~.Medica 1 Personnel Manager, · 
Portsmouth Healthcare National Health Service Trust, Medical Personal 
Services for East __ t!.~!.!l£~~!~~--~~-~ry Car Trust, 26 September 2001 -Letter 
to Dr Lord fromL·-·-·----~~~~--~·-·-·-·-·-·jMedical Manpower Manager, Wessex 
Regional Health Authority, 28 January 1992. 

4. Portsmouth Healthcare National Health Service Trust, Memorandum, Re: 
Senior Managers on call, 29 September 2000. 

(G) Communication 

1. Portsmouth Healthcare National Health Service Trust - Catering Services, 
Gosport War Memorial from 1923 to 1995, Methicillen Resistent 
Staphylococcus Aureus (MRSA) 1999, Gosport Voluntary Action (GVA) 
Disability lnformation Centre 2000, Gosport Shopmobility, Gosport Gardens 
Scheme, Leaflet D1sability lnformation Centre, Department of Trade and 
lndustry - Avoiding slips, trips and broken hips, Department of Trade and 
lndustry - Step up to Safety April 2000, Help the Aged - Fight the Flu 2001 
- 2002 Edition, Gosport Action (GVA) Befriending Services, The Royal society 
for the Prevention of Accidents (ROSPA) - Falls: How to Avoid them and 
How to Cope, Getting the most from your National Health Service- Your 
guide to the National Health Service (NHS) March 2001 . 

C:\Lotus\DominoDoc\temp\DDMDS.doc 
Created on 18/08/2003 15:17 

GMC100891-0050 



~ ' . 

• 

• 

Gosport War Memorial Hospitallnvestigation 
(D) Staffing and Accountability Volume 1 

1. Portsmouth Healthcare National Health Service Trust, Department of 
Medicine for Elderly People, Job Description, Service Manager 22 November 
2001. 

2. Portsmouth Healthcare National Health Service Trust, Job Description, 
Service Manager, Community Hospitals Fareham Et Gosport, February 2000. 

3. Portsmouth Healthcare National Health Service Trust, Lead Consultant Job 
Description, February 1999. 

GMC100891-0051 

4. Portsmouth Healthcare National Health Service Trust -Welcome Pack -
Hospital Chaplaincy, lnformation for Health, Stressed - 2001, Data 
Protection 1998, Diversity Matters- 2000, Medical Records -June 2000, 
Guidelines for the use of lntravenous Drugs- January 1997, revised 
November 2000, Dealing with Violence and Aggression a Guide for Trust 
Staff - May 1999, Department of Medicine for Elderly People Doctor's 
Handbook, Summary of the Agreement for Post graduate Medical and Dental 
Education 2000/01, New De a 1 January 1999, Persona 1 Card. 

5. Portsmouth Healthcare National Health Service Trust, Staff Handbook. 

6. Retained Medical Officers providing the service at 1/4/01, LA Green, Practice 
Manager- The Surgery, 12 April 2001 

7. Portsmouth Healthcare National H.ealth Service Trust, GP contracts for Trust 
Working, December 1979 - October 1992. 

8. Portsmouth Healthcare National Health Service Trust, GP contracts for Trust 
Working, February 1990 - November 1999 .. 

9. Portsmouth Healthcare National Health Service Trust, GP contracts for Trust 
Working, December 1997- November 1999. 

10. Portsmouth Healthcare National Health Service Trust, GP contracts for Trust 
Working, December 1979- May 1989. 

11. Portsmouth Health care· National Health Service Trust, GP contracts for Trust 
Working, December 1979 - November 1999. 

12. Portsmouth Healthcare National Health Service Trust, GP contracts for Trust 
Working, Out of hours GP contract, April 2001 -July 2001. 

13. Portsmouth Healthcare National Health Service Trust, lntroduction, Skillmix. 

14. Portsmouth Healthcare National Health Service Trust, University of 
Portsmouth, Clinical Nursing Governance in a Department of Elderly 

C:\Lotus\DominoDoc\temp\DDMD7.doc 
Created on 18/08/2003 15:07 



• 

Medicine: an exploration of key issues and proposals for future 
development,r·-·-·-·-·c;·c;(:ie-·A-·-·-·-·!May 2000. 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 

GMC100891-0052 

15. Portsmouth Health care National Health Service Trust, A Review of Nursing in 
the Department of Elderly Mental HealthL:~:~:~:~:~~~~~~:~:~:~:~:JJuly 2001. 

16. Portsmouth Healthcare National Health Service Trust, Vacancy Levels 1998 -
2001 for Sultan, Daedalus and Dryad, 21 November 2001. 

C:\Lotus\DominoDoc\temp\DDMD7.doc 
Created on 18/08/2003 15:07 2 



• 

• 

Gosport War Memorial Hospita11nvestigation 
Stakeho1der Interviews Et Documentary Evidence 

Documentary evidence - postal 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

• i ! 

• i Code A i 
! i • ··-'M:rs.Rtrtlrewsfer·-·" 

• Anonymous letter, 1 November 
2001 

• :-·-·-·-·c-<>"d~-·A"·-···-·: 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Questionnaires 
• Gillian Mackenzie 

• r-·c-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

l odeAi 
~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l • 

21/22/23 Interviews 
• Interview Schedule 
• Mr Et Mrs Ripley 
• Mr Et Mrs Bulbeck 
• Mrs Graeme 
• Mr Wilson 

• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· .. ; 
; 
; 
; 
; 

Code A is 
; 
; 
; 
; 
; 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Community Health Council 
;-·~-·-·-·-·-·-·-·-·~-·-·-·-"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

' ; 
; 
; 
; 
; 
i 

!Code A 
; 
; 
; 
; 

i 
; 

GMC100891-0053 

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

3/12 Interviews 
• Interview Schedule • Mr I an Wilson 
• Mr Bernard Page 
• ~--·-·-·ce>.Cie-·A-·-·-·~ 

L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

· ~-·cocie-·-A·l 
! i 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Telephone Interviews 
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Other Interviews . 
• Mrs Mackenzie 
• Documents relating to death of Mrs Richards 
• CHC Newsletter, Autumn/Winter 2001 
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Gosport War Memorial Hospitallnvestigation 
Supervision and Training 

1. Multi-disclipinary post registration development programme, 17 January 
2001. 

GMC100891-0055 

2. Portsmouth Healthcare National Health Service Trust, Multi-disclipinary post 
registration year 2000 - 2001, Programme 21 November 2001. 

3. Training programme 2002. 

4. Annual Physiotherapy Conference - 14 November 2001 St Mary's Hospital, 
Provisional Programme. 

5. National Health Service -Physiotherapy Service, continuing Professional 
Development Programme, Workshops 2002. 

6. Front line, Course and Conferences, 17 October 200 1. 

7. Fareham and Gosport Locality- Occupational Therapy Service,C~~~~:~~:~~J 
i·-co-de·A-·ioccupational Therapy Professional Advisor, 23 November 2001. 
L--·-·-·-·-·-·-·-·-·-·-1 

8. Portsmouth Healthcare National Health Service Trust, Occupational Therapy 
Service - Supervision Manual. 

9. Portsmouth Healthcare National Health Service Trust, Certificate of 
Attendance. 

10. Supervisor Support Group Meeting- 8 November 2001, PlDC Cosham. 

11. Total number of courses undertaken by Fare ham a Gosport Occupational 
Therapists for year 2000/2001 = 345, 23 November 2001. 

12. Training and Development in Community Hospitals (Gosport War Memorial 
Hospital, St Christophers Hospital, Emsworth Victoria Cottage Hospital, 
Petersfield Community Hospital, Havant War Memorial Hospital) Workshops 
- Practice Development Facilitators. 

13. Portsmouth Healthcare National Health Service Trust, Fareham a Gosport 
lnduction Programme, 9 November 2001. 

14. Competence Record and Development for Qualified Nurses 1998- 2001, 
Sultan. 

1 5. Competence Record and Development for Qua lifted Nurses 1998 - 200 1, 
Dryad. 

16. Competence Record and Development for Qualified Nurses 1998- 2001, 
Daedalus. 
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17. Portsmouth Healthcare National Health Service Trust- The Trust has 
developed the following with the local university in response to staff 
development needs. 

18. Department of Medicine for Elderly People - Wednesday Lunch Meetings, 
1996- 2001. 

19. Department of Medicine for Elderly People - Friday Lunchtime Journal 
Club, 1999 - 2001. 

GMC100891-0056 

20. Portsmouth Healthcare National Health Service Trust, Memo - 19 October 
2001, Clinical Assistant Teaching Elderly Medicine, Osteoporosis Et Falls- 14 
November 2001. 

21. Missing - Post registration Pro pectus 

22. Portsmouth Healthcare National Health Service Trust, Acute Life-threatening 
Events Recognition and Treatment (ALERT)- A multi Professional course in 
care of the acutely ill patient. 

23. Portsmouth Healthcare National Health Service Trust, Clinical Nursing 
Development Programmes, January - March 1999. 

24. Portsmouth Healthcare National Health Service Trust, Training on Demand, 
lndex of Titles. 

25. E-Learning at St James', Catalogue of lnter-Active Training Programmes, 
November 2001. 

26. Portsmouth Healthcare National Health Service Trust, Valuing Diversity, 
pamphlet- Diversity Matters, 2000. 
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Section A 

Gosport War Memorial Hospitallnvestigation 
Team Folder 

Trust Strategic 

GMC100891-0057 

Our work, our values - a guide to Portsmouth Health Care NHS Trust 
PHCT Background and Organisational Structures 
PHCT Gosport War Memorial Hospital 
Gosport War Memorial Hospital, 3 October 2001 
PHCT Trust Board, May 200 1 
Fareham and Gosport Primary Care Groups lntermediate Care and 
Rehabilitation Services, May 2000 
PHCT User involvement in service development: a framework, 16 
November 2001 
Letter re Gosport Health lmprovement Programme (HlmP) 2002-
2003 and attachedHlmP 2000-2002, 22 October 2001 
Fareham and Gosport Primary Care Groups, Proposal to establish a 
Primary Care Trust for Fare ham and Gosport, July 2001 

Section B Service Strategic 
The deR_artment of medicine for elderly _peo_Qle, Service provided 
PHCT Fareham an<;! Gosport Locality Division (Organisational chart), 
25 October 2001 
March 2001 Final Monitoring Report lntermediate Care, 14 May 
2001 
lOW, Portsmouth and SE Hampshire Health Authority, NSF Older 
People Steering Group (District-wide lmplementation Team), Terms 
of Reference, Draft 3 
lOW, Portsmouth and SE Hampshire Health Authority, Fareham and 
Gosport Perimary Care Groups, Fareham and Gosport Older Persons 
Locality lmplementation Group Progress Report 
PHCT Development of intermediate care and rehabilitation services 
within the Go~ort locality 

Section C Quality 
PHCT Gosport War Memorial Hospital Patient Survey Action Plan 
PHCT Gosport War Memorial Hospital Feedback from patient StJrvey 
-July 2001 
PHCT Gosport War Memorial Hospital Feedback from patient Survey 
- October 2001 
Quarterly report - Governance indicators, Quarter ending 30 June 
2001 
lnfection Control Services, Nursing Practice Audit, 9 Mel)' 2001 

Section D Staff and Accountability 
PHCT Specification of medical service provided by retained medical 
officer (RMO) 
PHCT Department of Medicine for Elderly People, Essential 
lnformation for Medical Staff 
Comparison of the Ofo who agree to the Ofo who disagree per question 
(Staff survey results), 19 October 2001 
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Sickness absence statistics for Daedalus, Dryad and Sultan Wards, 
Gospo.rt War Memorial Hospital, 2000/2001 
Sickness absence statistics for Daedalus, Dryad and Sultan Wards, 
Gosport War Memorial Hospital, 1998-2001 
Wastage for qualified nurses 
Vacancy Levels 1998-2001 for Sultan, Daedalus and Dryad Wards 
PHCT One Year On: Aspects of Clinical Nursing Governance in the 
Department of Elderly Medicine, September 200 1 
PHCT Night Skill Mix Review Gosport War Memorial Hospital, 28 
march 2001 
PHCT Development of intermediate care and rehabilitation services 
within the Gosport locality 
PHCT Operational policy, Bank/Overtime/Agency, Fareham and 
Gosport Community Hospitals and Elderly Mental Health 
PHCT Strategy for Employing Locum Medical Staff 
The Development of Clinical Supervision for Nurses 
Supervision Arrangements 
PHCT Supervision Arrangement Consultant Timetable 
PHCT Fareham and Gosport Locality Division (Organisational chart), 
25 October 2001 
Medical Accountability Structure 
Staff Opinion Survey Results, 18 December 1998 
Staff Opinion Survey 2000 (results) 
PHCT Department of Medicine for Elderly-People, Full time staff 
grade physician Gosport War Memorial Hospital (Job description) 

Section E Guidelines 
Guidelines for admission to Daedalus Ward, 4 October 2000 
Admission and discharge policy, September 2000 
Patient Flows, 24 October 2001 
PHCT Winter escalation plans e~derly medicine and community 
hospitals 
Protocol for the Transfer of Patients from an Acute Ward to GP 
Step-down Beds 
PHCT Urgent notice for all Medical and Nursing staff, Daedalus and 
Dryad Wards, 19 November 2001 
PHCT Discharge Summary Form, 21 November 2001 
PHCT Audit of Detection of Depression in Elderly Rehabilitation 
Patients, January - November 1998 
Audit of Patient Records, December 1997 -July 1998 
Audit of Nutritional Standards, October 1997 - April 1998 
PHCT Falls Policy Development 
Stepping Stones - Daedalus Ward 
PHCT Programme of Training events 2000-2001 
PHCT Procedure for the lnitial Management of Medical Emergencies 
in GWMH, 15 January 2001 
BGS Compendium of Guidelines, Policy Statements and Statements 
of Good Practice, Contents 
Policy for psychiatric involvement, November 2001 
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GMC100891-0059 

PHCT Trust Corporate Policies, Guidance for Staff, Revised August 
2000 
PHCT Policy for Client Records and Record Keeping; December 2000. 
PHCT Policy for prevention and management of malnutrition within 
trust residential and hospital services, November 2000 
Pl-lCT Policy for the prevention and management of pressure ulcers, 
May 2001 
Pl-lCT Resuscitation Status Policy, April 2000 
Pl-lCT Whistleblowing, February 2001 
Pl-lCT Risk Management Policy, January 2001 
Pl-lCT Recording and Reviewing Risk Events, May 2001 

Section F Drugs 
Pl-lCT Control and Administration of Medicines by Nursing Staff, 
l-lanuary 1997 
Pl-lCT Audit of Neuroleptic Prescribing in Elderly Medicine, 
November 1998- July 1999 
Prescription Writing Policy, July 2000 
Pl-lCT Policy for Assessment and Management of Pain, May 2001 
Pl-lCT Administration of Controlled Drugs - The Checking Role for 
Support Workers 
A Spoonful of Sugar, Medicines Management in Nl-lS l-lospitals, 27 
December 2001 
Pl-lCT Administration of Medicines, Community l-lospitals-
Programme for updating qualified staff, 13 March 1997 
Scoresheet - Medicines management standard (controls assurance) 
Controls Assurance Baseline score and action plan for 2000/2001 
Trust Medicines Management Structure, 16 October 2000 

Section G Communication 
Pl-lCT Training on Demand, Working in Partnership 
Pl-lCT Programme of Training Events 2001-2002 
Pl-lCT Gosport War Memoriall-lospital Patient Survey, 31 October 
2001 
Pl-lCT Sultan Ward 
Department of l-lealth, Consent- what you have a right to expect, A 
guide for relatives and carers 

Section l-l End ofLife 
Pl-lCT Chaplaincy information 
Pl-lCT Because We Care (leaflet) 
Talking with dying patients 
Loss, death and bereavement 

Section 1 Supervision and Training 
Procedural statement- Individual Performance Review, April 2001 
lPR Audit 2000 
Introduction to Gosport War Memorial Hospital 
Pl-lCT Induction Training, October 1999 
Pl-lCT Clinical Nursing Development, January 1998 
Royal College of Nursing, Gerontological Nursing Programme, 
Community l-lospita ls Version 2.0 2001 
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Training and Development for Nursing Staff in PI-KT Community 
Hospitals relating to lntermediate Care, 12 February 2001 
PHCT An Evaluation of Clinical Supervision Activity in Nursing 
throughout Portsmouth HealthCare NHS Trust, December 1999 
Policy Statement - Training and Education, April 2001 

Section J Complaints 
Similar Complaints, 23 December 1999 
CHl Summary of 1998-2001 Dryad, Daedalus and Sultan wards 
complaints 
Gosport lnvestigation Complaint - Mrs R 

.. G.Q~p_q~!.Jnvestigations Ombudsman lnvestigation -r····coCie-·A····! 
---~_ode A [ ~~~~~~~~~~~~~~~~~~~~~~~~~~~---·-·······r-
Gosport investigation lndependent Review Panel - l. ......... ~<?.~-~--~----·-·····! 
PHCT Your Views Matter- making comments of complaints about 
our services ... 
PHCT Handling Patient Related Complaints, January 2000 

Section K Clinical Governance 
PHCT- Clinical Governance Development Plan 2001/2002 
PHCT Clinical Governance- Annual Report- 1999/2000 
PHCT Clinical Governance: Minimum expectations of NHS Trusts 
and Primary Care Trusts from April 2000, Action Plan review March 
2001 
PHCT Clinical Governance- Annual Report- 2000/2001 
PHCT Risk Management Strategy 2000-2003 
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Gosport War Memorial Hospitallnvestigation 
(A) Trust Strategic - Volume 2 

1. Portsmouth Healthcare National Health Service Trust, from 1923 to 1995, 
3 October 2001. 

2. Portsmouth Healthcare National Health Service Trust, lnformation Leaflet, 
Gosport War Memorial, 3 October 2001. 

3. Gosport War Memorial Hospital Outpatients Clinics, 3 October 2001. 

GMC100891-0061 

4. Portsmouth Healthcare National Health Service Trust, Trust Board Agendas 
and Strategic Briefing Documents 2001- Trust Board Strategic Briefing 9 
January 2001, Public Meeting of the Trust Board 15 February 2001, Agenda 
for Part Two of Meeting of Trust Board 15 February 2001, Public Meeting of 
the Trust Board 17 May 2001, Agenda for Part Two of Meeting of Trust 
Board 17 May 2001, Trust Board Strategic Briefing 21 June 2001, Trust 
Board Strategic Briefing 19 July 2001, Public Meeting of the Trust Board 20 
September 2001, Agenda for Part Two of Meeting of Trust Board 20 
September 2001, Trust Board Strategic Briefing 18 October 2001. 

5. Portsmouth Healthcare National Health Service Trust, Trust Board Agendas 
and Strategic Briefing Documents 2000 - Trust Board Strategic Briefing 20 
January 2000, Public Meeting of the Trust Board 17 February 2000, Agenda 
for Part Two of Meeting of Trust Board 17 February 2000, Trust Board 
Strategic Briefing 20 April 2000, Public Meeting of the Trust Board 18 May 
2000, Agenda for Part Two of Meeting of Trust Board 18 May 2000, Trust 
Board Strategic Briefing 15 June 2000, Trust Board Strategic Briefing 20 
July 2000, Public Meeting of the Trust Board 21 September 2000, Agenda 
for Part Two of Meeting of Trust Board 21 September 2000, Trust Board 
Strategic Briefing 19 October 2000, Public Meeting of the Trust Board 16 
November 2000, Agenda for Part Two of Meeting of Trust Board 16 
November 2000. 

6. Portsmouth Healthcare National Health Service Trust, Trust Board Agendas 
and Strategic Briefing Documents 1999- Trust Board Strategic Briefing 21 
January 1999, Public Meeting of the Trust Board 18 February 1999, Agenda 
for Part Two of Meeting of Trust Board 18 February 1999, Trust Board 
Strategic Briefing 15 April 1999, Public Meeting of the Trust Board 20 May 
1999, Trust Board Strategic Briefing 17 June 1999, Trust Board Strategic 
Briefing 15 July 1999, Public Meeting of the Trust Board 16 September 
1999, Agenda for Part Two of Meeting of Trust Board 16 September 1999, 
Trust Board Strategic Briefing 21 October 1999, Public Meeting of the Trust 
Board 18 November 1999, Agenda for Part Two of Meeting of Trust Board 
20 May 1999, Agenda for Part Two of Meeting of Trust Board 18 November 
1999. 
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7. Portsmouth Healthcare National Health Service Trust, Trust Board Agendas 
1999- 2001. 

8. Portsmouth Healthcare National Health Service Trust, Annual Report 2000 -
2001. 

9. Portsmouth Healthcare National Health Service Trust, Annual Report 2000. 

10. The Annual Report of Portsmouth Healthcare National Health Service Trust, 
Better Health, 1998/1999. 

GMC100891-0062 

11 Portsmouth Healthcare National Health Service Trust, Local health Economy 
- Organisations, 25 October 2001 . 
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Gosport War Memoria 1 Hospita llnvestigation 
(A) Trust Strategic- Volume 1 

1. Our work, our values- a guide to Portsmouth Healthcare National Health 
Service Trust. 

2. Portsmouth Healthcare National Health Service Trust, Annual Plan 
2001:2002. Business Plan and Local Objectives 2001 - 2002. 

3. Local Health, Local Decisions- Consultation Document, September 2001. 
Portsmouth Healthcare National Health Service Trust, Trust Dissolution. 

GMC100891-0063 

4. Portsmouth Healthcare National Health Service Trust, Strategic Management. 

5. Portsmouth Healthcare National Health Service Trust, Looking Forward ... The 
Next Five Years 1995 - 2000, September 1994 . 

6. Portsmouth Healthcare National Health Service Trust, Business Plan 
2000/2001. Local Objectives, 21 November 2001. 

7. Portsmouth Healthcare National Health Service Trust, Business Plan 
1999/2000. Local Objectives, 21 November 2001. 

8. Portsmouth Healthcare National Health Service Trust, Business Plan 
1998/1999. Local Objectives, 27 March 1998. 

9. Portsmouth Healthcare National Health Service Trust, Business Plan 
1997/1998. Local Objectives, 24 July 1997. 

10. lsle ofWight, Portsmouth and South East Hampshire, Health lmprovement 
Programme 2000 - 2003, Portsmouth and South East Hampshire, April 
2000 . 

11. Fareham and Gosport, Primary Care Group, Fareham Health lmprovement 
Programme 2000- 2002, 22 October 2001. 

12. Portsmouth Healthcare National Health Service Trust, 2001/02 SAFF Cost 
and Service Pressures, January 2001. 

13. Portsmouth Healthcare National Health Service Trust, Patient lnvolvement 
Strategy, November 2001. 

14. Portsmouth Healthcare Trust, A Report on a Future PALS Service for 
Fare ham and Gosport Primary Care Trust, November 2001 
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Gosport War Memorial Hospitallnvestigation 
Wednesday 8: Thursday Interviews 

Wednesday Interviews 
• lnterview Schedule 
• r·-·-·-·-·-·-·ca<ie·A-·-·-·-·-·-·-: 
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• Dr Ravindrane 
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• ! i 

• i Code AI 
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• Debbie Barker 

• Lyn Barrat 

• :-·-·-·-·-·-c-e>Cie--A-·-·-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

• Anita Tubritt 

• Margaret Wigfall 

• Shirley Hallman 

• Katie Mann 
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• i Code AI 
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Thursday Interviews 
• Interview Schedule 
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• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
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• Dr Beasley 
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CHI INVESTIGATION INTO GOSPORT WAR MEMORIAL HOSPITAL 
Winmax File 

A. Trust Strategic 
Al Leadership: Approach and role of chief executive; 
culture of trust 
A2 Accountabilities: Role of trust board; 
accountability to regional office 
A3 Direct~on & Planning: broad strategic planning 
including Service & Financial Framewoks (SaFFs) ; key 
priorities during investigation period 
A4 Health Economy Partnerships: eg policy on, and work 
with, acute trust, health authority, social services, 
primary care, nursing homes 

GMC100891-0065 

AS Patient and Public Partnership: eg consultation with 
public about trust planning; use of patient surveys; 
involvement of community health council 

B Service Strategic 
Bl Leadership: Include under this code any information 
you may receive about direction of elderly peoples' 
care at the trust. Is leadership solely from the 
consultant or is it shared with senior nurses and/or 
managers? 
B2 Accountabilities: What systems are used to report 
internally and externally about the care of older 
people at the trust? 
B3 Direction & Planning: Any information about planning 
for the care of older people should be included under 
this code. Who does it? How is it done? 
B4 Service performance management: How is it managed, 
against which targets and by whom? What is the system 
for recording and reporting adverse incidents 
internally and externally? Is it understood by key 
staff? 

C Quality 
Cl Staff attitude: eg staff morale ; view of trust 
leadership; attitude toward patients 
C2 Effectiveness & Outcomes: eg examples of ensuring 
appropriate rehabilitation for patients 
C3 Access to Services: eg access to occupational, 
physiotherapy 
C4 Organisation of Care: access to X-Ray, pathology and 
other diagnostic services; handover arrangements 
CS Humanity of Care: eg kindness and compassion; policy 
and practice in making patients and relatives 
comfortable (tea for relatives, reading material for 
patients, TV and radio); privacy and dignity of 
patients and their relatives; ensuring that patients 
given their own clothes; help with basic activities 



• 

GMC100891-0066 

like feeding, using the lavatory; responding to patient 
requests for help 
C6 Environment: ie cleanliness, attractiveness and 
comfort of wards and lounges; regular cleaning and 
maintenance 
C7 Positive patient experience: Include under this code 
any examples you may be given of good treatment of 
patients, particularly those that may have been 
acknowledged in writing. 
CB Negative patient experience: Examples of unsafe, 
uncaring or negligent treatment of patients. 

D Staffing and Accountability 
Dl Workforce and Service Planning: How has the staffing 
of the older people's wards been planned and managed? 
What criteria or guidelines have been used in this 
planning? 
D2 Medical Accountability: accessibility of consultants 
and clinical assistants; attendance of doctors on wards 
and involvement in care of patients 
D3 Nursing Accountability: nurse cover on wards: how 
many and roles of different nurses; handover 
arrangements 
D4 Allied Health Professionals Accountability: role of 
AHPs on three wards; involvement in planning for 
individual patient care and rehabilitation programmes 
DS Other Staff Accountability: middle management 
involvement in three wards; porters; reception and 
catering staff; chaplain 
D6 Out of hours arrangements: How do they work in 
practice? Experience with Healthcall doctors; are 
arrangements known and understood by staff, patients 
and relatives 
D7 Team Working (within teams): Nursing team work 
arrangements: how do they work; what is the level of 
co-operation? How is conflict/disagreement within the 
team managed? 
DB Team Working (between teams) : How do the allied 
health professionals work with the nursing staff on the 
wards ( regular meetings, consultation about 
procedure?) ; medical team working relationship with the 
nursing staff/AHPs 
D9 Staff Welfare: eg staff counselling services, 
support from union; trust $Upport for staff through 
ensuring humane working hours (compliance with European 
Working Time Directive); family-friendly work 
arrangements 
DlO Recruitment & Retention: any problems in recruiting 
skilled staff locally? sickness and turnover; exit 
interviews 



Dll Perfor.mance Management: Appraisal of staff; 
anything about the IPR process; work targets and 
objective setting; management of poor performance; 
grievances 

E Guidelines 
El Patient transfer: eg policy between GWM and other 
hospitals about transfer of patients; management of 
patients during transfer 

GMC100891-0067 

E2 Do Not Resuscitate policy: is it recorded, and known 
to ward staff? Is it discussed with patients and their 
relatives? 
E3 Palliative care: For E3,4 & S,note down any 
information about the guidelines and procedures for 
care of the dying patient, and for the rehabilitation 
and continuing care of patients on the three wards. 
E4 Rehabilitation: See E3 
ES Continuing care: See E3 
E6 Nutrition: any matter relating to the provision of 
food and drink to patients, orally or by IV drip; also 
include anything about mouth swabbing 
E7 Patient records 
ES Continence: eg catheterisation of patients; use of 
commode/bedpan; assistance in using the toilet 
E9 Trust perfor.mance management: CHI needs to be aware 
of any guidelines against which the performance of this 
trust is managed either through the health authority or 
regio:pal office. 
ElO Consent: trust policy on consent & practice in 
seeking it from patients and relatives 
Ell Control of infection: eg segregation of patients 
when infection identified; ward or trust procedures on 
management of MRSA 

F Drugs 
Fl Prescribing: trust procedures for ensuring 
appropriate prescription; system for taking 
prescription instructions from doctors by telephone, 
fax or email; adherence to prescribed protocols and 
guidelines 
F2 Administration: Responsibility for giving drugs (who 
can do it and to whom are they accountable?); adherence 
to trust/health authority/national guidelines and 
protocols; management of errors in administration of 
drugs 
F3 Review: eg doctors checking that drug prescription 
was right or if any nurse concerns re effect of drugs; 
is checking of prescriptions done routinely? 
F4 Recording: eg note of doctor's telephone 
instructions for prescription recorded by nurse; 
instructions or information about prescriptions from 



sending hospital, GP or nursing home; maintenance of 
drug Codexes 

G Communication 
Gl Patients: eg oral and written communication with 
patients; consultation with patients about their care; 
informing patients about their treatment and care 
G2 Relatives & Carers: eg oral and written 
communication with relatives/carers; consultation with 
them about their care; informing patients about 
treatment and care of their sick relatives 

GMC100891-0068 

G3 Primary Care: eg systems for keeping GPs informed 
the admission, care and discharge of their patients; 
systems for keeping LMC and PCG abreast of changes in 
procedure~ key matters affecting care of the elderly at 
GWM, particularly concerns about issues like out of 
hours cover, transfer from acute trusts and discharge 
G4 Acute: Any information about liaison between GWM and 
the main acute trusts in the area (ie Queen Alexandra, 
Haslar and St Mary's). How do staff in charge of older 
peoples' care at GWM learn about bed pressures in the 
acute sector and about intended transfer of patients? 
GS Health Authority: liaison between trust and health 
authority through meetings or other means 
G6 Haslar: regular meetings/other exchange of 
information; agreed policies and procedures 
G7 Social services: informing them about admission, 
transfer and discharge of patients 
GS Nursing homes: How does GWM keep informed about bed 
availability in local homes? Any visiting of ward by 
nursing home staff? 
G9 Staff: Examples of how staff are kept informed of 
trust policy and wider developments in the health 
economy; consultation with staff about changes in trust 
policy 



H End of Life 
H1 Patient Care: How is the dying patient cared for? 
H2 Relatives & Carers: Breaking the news to relatives 
(practical examples of how this has been done at GWM) ; 
supporting relatives sensitively and compassionately 

GMC100891-0069 

H3 Staff: Support for staff caring for dying patients 
H4 Cultural & spiritual needs: Role of the chaplain; 
catering for patients and relatives of different faiths 

I Supervision and training 
11 Medical: Include under this code any evidence about 
supervision of the consultant (eg by medical director) 
appraisal of consultants (ie for revalidation or by 
medical director) ; also include information about any 
CME/CPD in gerontology for medical staff. What 
arrangements are made for supervising clinical 
assistants, new staff grade doctor and locums? What are 
the reporting arrangements? 
12 Nursing: How are nurses supervised on the wards? How 
are their training needs determined? Is their training 
linked to complaints or untoward incidents on the 
wards? 
13 Allied Health Professionals: Include here any 
evidence about training for occupational and 
physiotherapists and about their reporting 
arrangements. 
14 Other Staff: Include here any information about 
training for managers that may be relevant to the care 
of patients on the 3 wards as well as staff in 
portering, catering and administration. Who do A&C, 
catering and portering staff report to? 
15 Induction: Include here any information about 
induction for all categories of staff including 
sessional and.temporary staff. 
16 Mandatory training: Include here training which must 
be undertaken to meet the requirements of professional 
bodies (royal colleges etc) and courses which the trust 
requires staff to attend. 
17 Joint training: Include here evidence about multi
disciplinary courses or those which a range of staff 
were required or encouraged to attend as part of, for 
eg, complying with an action plan. 



J Complaints 
Jl Trust management: Systems for responding to 
complaints from patients and relatives; reporting to 
board 

GMC100891-0070 

J2 Ward management: How do ward staff respond to 
complaints from patients or relatives? How are they 
reported to senior clinicians and management? Are there 
written guidelines? Also include anything here about 
post-complaint action plans and their implementation. 
J3 Trust Lessons: How does the trust ensure that key 
lessons from complaints are translated into changes in 
the care of patients or in dealing with relatives? 
J4 Ward Lessons: Is there a process for informing ward 
staff about complaints and for ensuring that there are 
appropriate changes in practice following complaint? 
JS Training: What training is provided on dealing with 
complaints and to whom? 

K Clinical Governance 
Kl Trust arrangements 
K2 Ward arrangements 
K3 PCT arrangements 

OBS Observations 

NC No Code 

Stakeholders - All codes 
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lndex: Gosport War Memorial Hospitallnvestigation: Factual Accuracy 
Volume 1 

Section: Highlighted sections for factual accuracy 

Section: Portsmouth Healthcare NHS Trust 
Document 1 : 14 June 2002 
Em ail to r·-·-·-·-c-oCie-A·-·-·-·-i re: Staff details 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 2: 23 May 2002 
Letter fromf·-·c:c;"d·e-A·-·jChief Executive, tol·-·-·c·ode·A-·-·}e: Reaudit of Neuroleptic 

·-·-·-·-·-·-·-·-·-·-·-·~ L-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Prescribing in Elderly Medicine, September- December 2002 

Do cu m en t ~.:._? __ 1 __ ]Y.l_~,Y. __ ?._qQ.?._ ____ , __________________ , ,·-·-·-·-·-·-·-·-·-·-·-·-·· 
Letter from ~--·-·-·-·-·-·-·-·---·~C?.~-~--~---·-·-·-·-·-·-·-·__j' to l._g~~-~--~--j re: Draft CHllnvestigation e Report- Factual Checking. 

Document 4: 08 May 2002 ,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
Copy of factual accuracy document sent toL._·-·-·-·-·-·-·---~-<?.~~--~---·-·-·-·-·-·-·--~· 

Document 5: Highlighted section for Trust 

Section: General Medical Council 
Document 1 : 24 May 2002 
Factual accuracy comments from GMC 

Document 2: 23 April 2002 
Em ail to f-·-·-·-Co-de--A·-·-·-·j( GMC) with attached extracts for checking 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Section: Portsmouth Hospitals NHS Trust- c·.~~-~~~-~~-J 
Document 1 ;:._?...:LM.av_2002 

Letter from L~-~-~-~--~.JPatient Transport Manager, to [j~.-~!J.~~l\~.-~."Jre: Factual 
Accuracy. 

Document 2: 9 May 2002 
Letter from r·-C-ode·-A·-·~ol·-·c·ode·A-·1 re: extract of report for checking. 

·-·-·-·-·-·-·-·-·-·-·-·-·-! ··-·-·-·-·-·-·-·-·-·-·-·-· 

Section: Crown Prosecution Service- rc-o-de._A_i 
L·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 1: 23 April 2002 
Email forni·-·-·-·-·-·-·-·-Code-)(-·-·-·-·-·-·-·-1 Hampshire Police to f~-~~~-~)with details of contact 
at CPS. ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' ; ___________ ; 

Document 2: 9 May 2002 !-·-·-·-·-·-·-·-·-·-·-·-·-! 

Letter to Pau 1 Close, CPS, from L~C?..~-~-~-.lre: extracts of report for checking. 

Section: South East Regional Office 

Document }.;.2l.Mi!Y, 2 QQf..·-·-·-·-·-·-·-·-·-· .-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
Em ail from l.~~-~-~-~-1~ol.__~-~~-~-~--.J re: :_ ______ 9_~-~~-~---·__j notes 

C:\Lotus\Domino Doc\temp\ DDMF4.doc 
Created on 28/02/2003 15:25 
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Docume~!._~_: __ Q~_.M~Y. 2002,·-·-·-·-·-·-·-·-·-·-·-·-·-; 
Letter to i Code A i from i Code A ire: Fu 11 copy of draft report. 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-} L·-·-·-·-·-·-·-·-·-·-·-·-·• 

Document ~-=-.Q.L.M~.Y.-~.9-Q.~---·-·-·~ ··-·-·-·-·-·-·-·-·-·-·-·-·-
Email from! Code A !to! Code A ire: sending draft report. 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' ·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 4: 
Email from r-c:·o·cie·-A-~of.~.~-~-~-~-~-j~~-~~e~-~~-~-~-~-~-~.Jre: factual accuracy 

'-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Section: Hampshire 8: lsle ofWight Health Authority 
Document 1: 09 May 2002 ··-·-·-·-·-·-·-·-·-·-·-·-·-·· 
Letter to i-·-·-·-·-·-"Cocfe·-A-·-·-·-·-·-ifromi Code A ire: Factual Accuracy and attached 

•-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ L--·-·-·-·-·-·-·-·-·-·-·-·-·1 

report. 

Document 2: 27 June 2002 
Fax to Dr Simon Tanner from i·-·-cocie-·A-·-!re: Executive Summary. 

L·-·-·-·-·-·-·-·-·-·-·-·-·.i 

Section: Portsmouth and SE Hants CHC 
Document 1 : Amendments !" ... ~_ • .C-uc:_;extracts 
Annotated amendments byj Code A! 

L·-·-·-·-·-·-·-·-·.i 

Document 2: 15 May 2002 
Letter from r-·-·-·-·code·-A-·-·-·-·-!to r-·co'Cie-A·-·; re: factual accuracy 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: L·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 3: 10 May 2002 

GMC100891-0078 

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

Letter to L._·-·---~~<:1~--~·-·-·-·-.i from! Code A ire: Factual Accuracy and Final Cost of the 
i nvesti gati on. L--·-·-·-·-·-·-·-·-·-·-·-' 

Document 4: 07 May 2002 
Letter from L~~~~~~~§~~~~:A~~~~~] tcfco.de.-A.l re: Cost of investigation. 

i.·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Section: Hampshire a lsle ofWight Health Authority-f·C-~d-~-·A·] 
Document 1_: __ Z.L.M9Y._~.Q_Q.~~ .-·-·-·L.-·-·-·-·-·-·-·-·-·-·-.L·-·-·-· 
Em ail from i Code A ! Factual Accuracy from i Code A i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 2: 09 Ma7 2002 
Letter toi-·-·-·coCie--A-·-·-1 from i·-·-C-ode-·A-·]re: Factual Accuracy and annotated 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-' '-·-·-·-·-·-·-·-·-·-·-·-·-" 
amendments 

Section: llU 
Document 1 : 29 May 2002 
Letter from llU to[.·~~-~~~-~~~--~_"] re: comments on factual accuracy 

Document 2: 09 May 2002 
Letter to r·-·-·co-d·e-·A·-·-·rromr·-·-C-ode-A·-·-! re: draft copy of the investigation 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·• '·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Document 1 : 24 June 2002 
Letter to r-·-·-·-C-ode-·A-·-·-·-·-f from r·-·code._A ___ ! re: a copy of the full draft report. 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' L·-·-·-·-·-·-·-·-·-·-·-·..: 

Section: Hampshire Constabulary 
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'·. 

Document 1: 09 May 2002 
Letter to John James re: extracts fro factual accuracy checking. 

Document 2: 1 May 2002 
Email from John James re: factual checking of an extract. 

Section: Professor Gary Ford 
Documert 1: 31 May 2002_·-·-·-·-·-·-·-·-·-·-· 
Em ail from r·-co-de--A·-·~o i Code A ire: Comment on draft notes review 

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

Document f.:._o2..Mav_.~oo_~·-·-·-·-·-·-·-·-·-·-·-·· 
Email from[ Code A ~o [ Code A !re: comments on extracts 

L-·-·-·-·-·-·-·-·-·-·-·-·-1 ··-·-·-·-·-·-·-·-·-·-·-·-·..: 

Document 3: 30 April 2002 
Email to Gary ford and Keith Mundy re: extract fro checking. 

Section: Dr Keith Mundy 
Document 1: 31 May 2002 
Fax to Dr Mundy re: Comments on draft notes review. 

Document 2: 01 May 2002 
Fax to Dr Mundy re: comments on extracts 

Section: [·-·-·-·-Cocie-)\"-·-·-·-·~ 
Documen"fT:·-cii]une·-2oo2 
Em ail from L~~~~~-g~~-~~~-~~~~~J re: lnformation for Report 

Document 2: 02 May 2002 
Em ail from r·-·-·-·-·-·-·-·c·o-cie-·A·-·-·-·-·-·-·-·1 re: Comments on extracts Chpt 5 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 3: 02 May 2002 
Fax sent to[·-·-·-·cSode--A·-·-·-!re Chapter 5 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Section:[~~~~~~~~~~~~~~~] 
Document 1: 22 April 2002 
Email from[~~~~~~]re: Report. 

Section: UKCC 
Document t~--1.b...M':l.).L:J.l)02 

E '1 fr ~ Code A ! f 1 h k' ma1 om .... ~-~~--~··---;'re: actua accuracy c ec mg 

Secti 0 n: !-·-·-·-·-co-de·-A-·-·-·-·r 
DocumeiitT:-3TMii)TZOo2 
Email from r·-·c·ode·A-·-i re: comments on draft notes review report. 

i·-·-·-·-·-·-·-·-·-·-·-·-' 

Section r-·-·-·-Cocfe·-A·-·-·--~~ 
DocumelirT:-T4-Jurl"e-·2oo2 
Email from i"·""c-·-·-·-·-·d-·-·-·-....... ·A-·-·-·-·,n re: Final draft report 

i o e i 
' ' i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
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Section [-=~~~~-~--A-~]n 
Document 1 : 17 June 2002 
Fax from ~-c-·-·-d·-·-·-A·-·r re: Comments on Anal draft report. 

i o e i 
i·-·-·-·-·-·-·-·i 

Section Medical Defence Union. 
Document 1: 02 July 2002 
Fax to r·-·-·-·-Code-·A·-·-·-·-·-~s re: extracts fro checking 

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

section fc-o-Cie--A-1 
Documetrr-T~·-oB·-rvray 2002 
Factual Accuracy extracts for checking 
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lndex - Gosport War Memorial Hospitallnvestigation: Gosport Action 
Plan 

Section: FlNAL 

Document 7: Action Plan in response to the report of the investigation into 
Portsmouth Healthcare NHS Trust at Gosport War Memorial Hospital dated July 
2002 

:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 2: Letter frorri Code A i Chair - Fare ham Et Gosport PCT, to all 
participants in the CHl A~fioffYilriHiTiig1Workshop l 5

t August 2002, dated 2nd 
December 02. 

Section: FAREHAM Et GO SPORT PCT 

Document 7: Memorandum dated 17 July 2002 from [.~~~:~~:~Jr, Fare ham and 
Gosport Primary Care Trust to Distribution List regarding Gosport War Memorial 
Hospital and the Commission for Health lmprovement Action Planning Day 

:-·-·-·-·-·-·-·-·-·-·-·· 

Document 2: Memorandum dated 17 July 2002 fromi Code A~ Fare ham and 
Gosport Primary Care Trust to Distribution List regardlng._Gosport War Memorial 
Hospital and the Commission for Health lmprovement Action Planning Day 

Document 3: Letter dated 23 July 2002 from [~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J Fare ham 
and Gosport Primary Care Trust regarding CHl investigation into Gosport War 
Memorial Hospital - Action Planning Day 

GMC100891-0081 

Document 4: Email dated 5 August 2002 from r·-·-·-·-·-·-·-·c·ode-·A-·-·-·-·-·-·-·-1 regarding 
Post action p 1 an nin g '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Document 5: Letter dated 2 December 2002 from r-·c:-o_d_e-·A·-·-khair, Fareham Et 
Go sport Primary Care Trust regarding Action Plan i~-·respon-se._to-the report of the 
investigation 

Section: SHA 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Document 7: Em ail dated 1 o December 2002 from i Code A ier 
regarding the Gosport Action Plan, specifically recoriln·l"effdati"orfTr-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Section: llU 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Document 7: Email dated 19 November 2002 from ! Code A ~er 
regarding Gosport Action Plan and answers to questto-rl"s·-·-·-·-·-·c·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

Section: TEAM 

Document 7: Email dated 5 August 2002 from r-~-~~~-~-~r regarding Gosport 
Action Planning and an update L·-·-·-·-·-·-·-·-·-·J 
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Section: CHl 

Document 7: Document dated 1 March 2002 titled Guidelines for the NHS on 
action planning following a clinical governance review or investigation 

Section: UZ COMMENTS 

GMC100891-0082 

Document 7: document titled Action Plan in response to the report of the 
investigation into Portsmouth Healthcare NHS Trust at Gosport War Memorial 
Hospital dated July 2002 -comments from !-·Co.de-·A-·iMedical Director, Commission 
for Health lmprovement . ;·-·-·-·-·-·-·-·-·-·-·-·1 
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lndex - Gosport War Memorial Hospitallnvestigation: Post Publication 

Section: CHl 

Document 7: Document: Portsmouth Hospitals NHS Trust Pharmacy Services 

;_nacument.2~.-.Em.aH._dated.2.2.No~em ber 2002 fro m ~--·-·-c·ode-·A·-·-·1 to ["_j~-~~-~-.A~J 
l.-·-·-·-·-·-·-·-·-·-·-·-·-·--~~-~~--~---·-·-·-·-·-·-·-·-·-·-·-·_.J regarding G osp ort'War-'Me-iriorial~- an attachment 
named 2002 November - gcruddace - Gosport 

Document J: Email dated 31 October 2002 from[·.~--~--~--~--~--~--~--~--~--~--~--~--~~-~-~-~--~~-~--~--~--~--~--~--~--~--~--~--~--~·.] 
CHl to [·-c-o.de-A·~ Nursing Director, CHl and i-·-·-·c-ode-·A·-·-·]regarding Gosport and a 
manag~menTenquiry and the Terms of Refe~ence-·-·-·-·-·-·-·-

Document 4: Em ail dated 25 October 2002 frorrf-·-·-·-·-·-·-·-·-·-·-·-·-·-co-de·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
to [~~~-~~A"~~J lnvestigations Manager regarding 'cro.sp-orc-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document ~; ____ E.m_i:!iLd_ated 22 October 2002 from f~--~-~~-~~~-~--~·_]nvestigations 
Manager to i Code A i Nur~ing Director, CHl regarding Go sport Update 

'-·-·-·-·-·-·-·-·-·-·-' 

/)acume.nt.fi.: Email dated 2 October 2002 fromC_·~~-~~~-~~-·JNursing Director, CHl to 
i Code A Investigations Manager, CHl regarding Draft Terms of Reference -
'liosporr-·-·-·-·' 

Document 7: Email dated 30 September 2002 from [-Co(ie·A-J Nursing Director, CHl 
to r·-·-·-·-co.cie--A·-·-·-·h, Medical Director, CHl regarding tfi_e._DrarfTerms of Reference -
G oLsjiorr·-·-·-·-·-·-·-·-·-·-' 

Document B: Letter dated 30 September 2002 from i·-·-·-·-·-·-·-·cocfe·-A·-·-·-·-·-·-·-1 

lnvestigations and lnquiries Unit to[~~~~-~~~~~~!.\~]".Jursi~-g--i5i"rector;-·cHTregarding 
Gosport War Memorial Hospital and draft Terms of Reference 

Document 9: Email dated 25 September 2002 from c~~~-~~AJ lnvestigations 
Manager, CHl to[~~~~~~~i.~~~JNursing Director and Under Patterson, Medical Director, 

· CHl regarding Gosport War Memorial Hospital and a dossier from ~--·-·-·co.de-A·-·-·-·1 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 7 0: E r,naH..dat.ed.23_.S.entemher_.2D02.Jr.n.mT·-c-ocfe·-p:·-·11 nvesti gatio ns 
Manager, CHl to~ Code A '-·-·-·-·-·-·-·-·-·-·-·-·-'[Medical Director, 
CH 1 regarding G o sp.orfUpaafe·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Document 7 7: Document titled Gosport lnvestigation - concerns raised by nurses 
dated 19 September 2002 

Document 72: Email dated 19 September 2002 from !-·c-o-cfe-·A-·i lnvestigations 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· i -·-·-·-·-·-·-·-·-·-·-1 

Manager, CHl to L.-·-·----~1?~~-~----·-·-·J, Medical Director and"l._c;;_~~~-~--j Nursing Director, 
CHl regarding Gosport Dossier 
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Document 13: Em~.iLrt~.!.~~:l__ 13 September 2qQ~ __ fr9..~.L~.·~--~--~--~--~--~--~~C-o-cfe-·A-·-·-·-·-·-·-·-·-·is 
Manager, Cl-11 toi ____ Code A [Nursing Director,! Code A ;·wre"Cfit-aTUffector"and 

-·-·-·-·-·-·-·-·-·-· L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

1-c~d;A·] Director of Communications, CHl regarding Gosport-Update 
'-·-·-·-·-·-·-·-·-·-·-= 

Section: RO 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Document 1: Email dated 27 September 2002 from~ Code A )s 
Manager, CHl to !-co(ie-·Al regarding CHl Gosport Repun:-·-·-·-·-·-·-·-·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-.: 

i.·-·-·-·-·-·-·-·-·-·-·i 

Section: SHA 

Section: MOU 

Section: GMC 
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Document 1: Letter dated 29 January 2003 from[_-_~p-~-~---~_-_]solicitors to the 
General Medical Council (Field Fisher Waterhouse - The European Legal Alliance) to 
!-·C-o-cfe-·A-·i lnvestigations Manager, CHl regarding General Medical Council - Dr[~~i~!J 
\·-ca-ae·-AT1 

··-·-·-·-·-·-·-·-·-·-·-·· 

Document 2: Letter dated 9 January 2003 from[~:~:~~~~:~~~:~:]solicitors to the 
General Medical Council (Field Fisher Waterhouse - The European Legal Alliance) to 

i·-·-·-C-ode-·A-·-·llnvestigations Manager, CHl regarding General Medical Council - i-c~d~·A"! 
L-.,..,...,...,...,...,...,...,...v-·-·-·-·-·J •-·-·-·-·-·-·-· 

! Code A! 
'-·-·-·-·-·-·-·-) 

Document 3: Fax dated 28 November 2002 from r·-·-c-o.de-·A-·-·lsolicitors to the 
General Medical Council (Field Fisher Waterhouse ~--fh_e ... "E.urope-an-"legal Alliance) to 
i-·-·-·-·-·-·-·-·-·~-·-·-·-·-·c·o-de-A·-·~-·-·-·-·--·--·-·-·-·-·:er, CHl regarding Genera 1 Medica 1 Council - [·c~-d-~-"Al 

I~~~i.~~J"and""re"cfiiesf"fo"""se""E""ielev~int documents and evidence amassed during the"""cl-H 
investigation 

Document 4: Letter dated 4 October 2002 from r·-·-Co(fe-A-·-·-·1 Conduct Case 
Presentation Section, General Medical Council to f.~.~:~·f~~-~.A~·~:~]""i""~~~stigations . 
Manager, CHl regarding Dr J A Barton and making available background 
documentation gathered. 

Document 5: Letter dated 16 September 2002 from r-·-C-o.c::fe·-A·-·-j Conduct Case 
Presentation Section, General Medical Council to C:~~~~:~:~:~G·-mw-sngations 
Manager, CHl regarding the Council's Preliminary Proceedings Committee and 
information provided by Hampshire Constabulary 

Document 6: Letter dated 4 October 2002 from r_-_---~-~~-~--~_-_1 Conduct Case 
Presentation Section, General Medical Council to r·-·-co.ci""e·-A-·-·: lnvestigations 
Manager, CHl regarding Dr J A Barton '·-·-·-·-·-·-·-·-·-·-·-·-·' 

Section: MMC 
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Section: LEGAL 
:-·-·-·-·-·-·-·-·-·-·-·-. 

!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ I I 

Document 1: Email dated 3 December 2002 fromi Code A p ~ Code A~. 
lnvestigations Manager, CHl regarding Gosport an'i:rTegaraaVfce-·fionn-·-·-·c·ocie-·A-·"·-l 
Capsticks solicitors about GMC's investigation of Dr Barton ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

Section: TRUST 

Document 1: Letter dated 6 December 2002 from fcoct"e-·A·-·~ lnvestigations 
·---------------------------------------+----------~ 

Manager, CHl to L·-·-·-·-·-·-·-·-·-·-·-·-·-·--~-~-~-~--~---·-·-·-·-·-·-·-·-·-·-·-·-j Fare ham a Gosport PCT 
regarding GMC request for CHllnvestigations lnformation 

Document 2: l,.ette_r__sh!.ted. 30 August 2002 from[-_---~~~~--~-_-_], lnvestigation 
Coordinator toi Code A i regarding information requested on Hampshire 
Ambulance Ser'Vlce.NtErfiust and CHl's whistle blowing policy 

Section: TEAM 

Document 1: Email dated 20 September 2002 from r-·-·-·-·-·-c·c;·(J"e·-A-·-·-·-·-·-·-·i 
Manager, CHl regarding CHl Gosport Update ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

Document 2: Email dated 5 August 2002 from ~-·C_o_d_e ___ A-~nvestigations Manager, 
CHl regarding Gosport Action Planning '·-·-·-·-·-·-·-·-·-·-·-·-·-·: . 

Section: PRESS 

Document 1: Press cutting dated 3 December 2002 taken from Southern Daily 
Echo, Southampton "Relatives fume at hospital plan 'snub' " 

Document 2: Press cutting dated 19 November 2002 taken from Nursing Times 
"lnquiry into patient deaths undermines staff morale" 

Document 3: Press cutting dated 8 November 2002 taken from Daily Telegraph 
"Hospital deaths investigation" 

Document 4: Press cutting dated 7 November 2002 taken from The Times 
"Shipman-style inquiry into 50 deaths at hospital" 

Document 5: Press cutting dated 6 November 2002 taken from Portsmouth Times, 
Hampshire "More families speak over mystery deaths" 

Document 6: Press cutting dated 5 November 2002 taken from Birmingham Post 
"Families concerned at hospita 1 deaths" 

Document 7: Press cutting dated 5 November 2002 taken from Southern Daily 
Echo, Southampton "Police are criticised over hospital probe" 

Document 8: Press cutting dated 5 November 2002 taken from The lndependent 
"Fifty families complain of hospital in death inquiry" 
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investigate deaths of 30 elderly patients" 

Document 70: Press cutting dated 5 November 2002 taken from The Times Online 
"Police investigate deaths of 30 elderly patients" 
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Document 7 7: Press cutting dated 4 November 2002 taken from Portsmouth News, 
Hampshire "Hospital families vow to call for public probe: lnquiry call: Authorities 
given last chance to investigate deaths" 

Document 72: Press cutting dated 22 October 2002 taken from Portsmouth News, 
Hampshire "Families call for new ward deaths probe" 

Document 73: Press cutting dated 21 September 2002 taken from Portsmouth 
News, Hampshire "Why did my mother die?" 

Document 74: Press cutting dated 21 September 2002 taken from British Medical 
Journal "Clinical audit ordered for Gosport War Memorial Hospital" 

Document 75: Press cutting dated 18 September 2002 taken from Portsmouth 
News "Hospital inquiry leads to misconduct charge" 

Document 76: Press cutting taken from General Practitioner "Baker leads hospital's 
death inquiry" and press cutting taken from Southern Daily Echo "Doctor could face 
charges over deaths" 

Document 77: Press cutting to include cutting "families welcome department's 
statement" 

Document 78: Press cutting dated 16 September 2002 taken from The Times 
Online "Families prompt hospital deaths inquiry" 

e. Document 79: Press cutting dated 16 September 2002 taken from The Daily Mail 
i-·-·-6~Cie·-A-·-·]expert to head hospital deaths inquiry" 
L·-·-·-·-·-·-·-·-·-·-·-·..: 

Document 20: Press cutting dated 16 September 2002 taken from The Daily Mirror 
"Probe at 13 death hospital" 

Document 2 7: Press cutting dated 16 September 2002 taken from The Times 
"Families prompt hospital deaths inquiry" 

Document 22: Press cutting dated 15 September 2002 taken from The Sunday 
Times 

Document 23: Press cutting dated 15 September 2002 taken from The Sunday 
Times "Police probe 13 hospital deaths" 

Document 24: Press cutting dated 14 September 2002 taken from The Daily 
Telegraph "CPS to look at hospital deaths" 
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Document 25: Press cutting dated 14 September 2002 taken from The Guardian 
"1nquiry launched into 'suspicious deaths' at hospital" 

Document 26: Press cutting dated 14 September 2002 taken from The Guardian 
"1nquiry into deaths at hospital" 

Document 27: Press cutting dated 14 September 2002 taken from Portsmouth 
News "Time to end the doubt over deaths" 

Document 28: Press cutting dated 14 September 2002 taken from PA News 
"members of the federation of small businesses, BUPA care homes and Barclays" 

Document 29: Press cutting dated 14 September 2002 taken from PA News 
"11-lea lth Audit" 

Document 30: Press cutting dated 14 September 2002 taken from Portsmouth 
News "Third 1nquiry" 

Document 31: Press cutting dated 12 July 2002 taken from Public Finance 
"Gosport patients 'put at risk', says chi" 

Document 32: Press cutting dated 12 September 2002 taken from Portsmouth 
News "Relatives blast police over hospital death probe" and article taken from West 
Lancashire Evening Gazette "Report sparks death probe" 

Document 33: Press cutting dated 8 September 2002 taken from Luton on Sunday 
"Top-level probe into failing trust" 

Document 34: Press cutting dated 23 August 2002 taken from Southern Daily Echo 
"Hospital deaths files being sent to CPS" 

Section: STAKEl-lOLDER 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Document 7: Letter dated 27 December 2002 from/ Code A [regarding 
Go sport War M em ori a 1 l-1 o spita 1 1 nvesti gati on '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Document 2: Letter dated 30 October 2002 from f~.·~--~--~--~--~--~--~--~--~--~-~-~~~-~~--~--~--~--~--~--~--~--~--~-·J 
regarding Gosport War Memoriall-lospital1nvestigation 

Docu"!ent 3: Email dated 2s ?eptemb.er 2002 ~om.r-·-·-·-·-C-ocfe-·-A·-·-·-·-·-·fs 
regardmg Go sport War Memona 1 l-losp1ta 11 nvestlgatl<!r.-.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

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

Document 4: Screening form dated 9 December 2002 - j Code A [ 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Document 5: Screening form dated 8 July 2002- Mrs Bulbeck 

Document 6: Screening form dated 8 July 2002 - C~:~:~:~:~~~~~:~~~:~:~:~:J 

Document 7: Screening form dated 11 November 2002 - fc~d·~·-A-! 
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Document B: Screening form dated 12 November 2002 ~-·co(ie·A·l 
·-·-·-·-·-·-·-·-·-·-·---·~ 

Document 9: Letter dated 19 August 2002 from r·-·-·-·-·-·-·-·-·-·-·-cocfe-·A·-·-·-·-·-·-·-·-·-·-·-·1 
[.~--~-~~-~~~-~--~--~".]regarding Palliative Care 1-l an dboo k '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

Document 10: Screening form dated 8 July 2002 - Gillian McKenzie 

Document 17: Screening form dated 10 July 2002 - r·-·-·-c;-c;·(fe·-A-·-·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 72: Screening form dated 3 July 2002 - Mrs Lesley Richards 

Document 73: Screening form dated 2 July 2002 -r·c·o(ie.-A.] 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 74: Em ail dated 1 o October 2 002 frolllL:~:~:~:~:~:~:~:~:-c-o-de·-A·-·-·-·-·-·-·-·-·-·-h 
. i·-·-·-·-·-·-·-·-·-·1 • i-·-·-·-·-·-·-·-·-·-·-·-·· ! C d A r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

:Code A r,.f..gardmgi Code A !DC 2002 October 10 - :_·----~----~---·-·J 
i_·-·-·-·-·-·-·-·-·-' ·-·-·-·-·-·-·-·-·-·-·-·-' 
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lndex - Gosport War Memorial Hospitallnvestigation: Team Folder 
(lntroduction: First papers, Briefing, Site Visit, Report Briefing ... ) 

AGENDA 

Document 1: Agenda for the Gosport Investigation Team Briefing Day on Monday 
17 December 2001 at the Commission for Health Improvement 

TEAM INFORMAnON 

Document 1: Document regarding Biographies of team members for the 
investigation 

Document 2: Document titled "What makes a good CHI interview?" and dated 
November 2001 

GENERAL INFORMAnON 

Document 1: Document titled "How to find the Commission for Health 
Improvement" 

WHY ARE WE INVESnGAnON GOSPORT WAR MEMORIAL HOSPITAL 

Document 1: Letter dated 14 December 2001 from Gary A Ford, Professor of 
Pharmacology of Old Age to Detective Superintendent J James, Hampshire 
Constabulary regarding a copy of report on five patients who died at the Gosport 
War Memorial Hospital 

Document 2: Letter dated 22 November 2001 from Dr K I Mundy, Consultant 
Physician and Geriatrician to Detective Superintendent J James, Hampshire 
Constabulary regarding Confidential Medical Report regarding medical management 
of patients at Gosport War Memorial Hospital 

Document 3: Letter dated 3 July 2001 from [~~~~~~~~~~~~~~~~~~~J Chief Executive Isle 
ofWight, Portsmouth and South East Hampshire Health Authority tC:~:~:~~?~4~:A:~:~:~:~:J 
Chief Executive CHI regarding assistant by CHI with a local inquiry 

Document 4: File note: Telephone call dated 4 July 2001 from Professor Gar,Y Ford 

and written by r~~~~~~~~~~~~~~-~:.~~:.~:.-~~~~~~~~~~~~~~] 
Document 5: File note: Telephone call dated 8 August 2001 between r-co.de.-A.l 
and [~~~~~~~~~~~A~~~~~] '·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 6: File note: Telephone call dated 10 July 2001 with Deputy Chief 
Executive, fc-ode-iCfrom Portsmouth Healthcare NHS Trust regarding Gosport War 
Memoria 1 1-fosplfar·-·" 

Document 7: File note: Telephone call dated 11 July 2001 with re~~~---~--~ 
from Portsmouth Healthcare Trust ! i 
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Document 8: Press Cutting dated 23 October 2001 taken from The News 
"Watchdog looks at Hospital Care" 

Document 9: News article dated 30 October 2001 taken from a website called 
ThisisHampshire.net "Hospital Safety Inquiry" 

Document 10: Letter dated 15 August 2001 from Max Millet, Chief Executive 
Portsmouth Healthcare NHS Trust to[~~~~~~~~~~~~~~~~~~~~~~~~~] Investigation Manager, 
CHl regarding Police Investigation into the death of Gladys Richards 

Enclosure: Document: GWMH Police lnvestigation -Chronological Sequence of 
Events 

Document 71: File note: Meeting to discuss concerns relating to Gosport War 
Memorial Hospital dated 3 September 2001 

Document 12: Report for the Investigations and Fast Track Clinical Governance 
Review Programme Board meeting on 18 September 2001 

Document 13: Press cutting dated 25 October 2001 taken from Health Service 
Journal "lnvestigation launched after elderly deaths" 

Document 14: Press cutting dated 25 October 2001 "Hospital failed relatives" 

Document 75: Press cutting dated 24 October 2001 "Hospital investigation may 
bring NHS change" 

Document 16: Press cutting dated 23 October 2001 taken from Southern Daily 
Echo "Hospital Safety Inquiry" 

Document 77: Letter dated 23 November 2001 from Jane Barton to !-·-·-·-c-ode-A·-·-·-·: 
·-·-·-·-·-·-·-·-·-·-·-·-·-···-· 

Investigation Coordinator regarding specific points that have direct bearing on the 
investigation 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ' ' 

Document 78: dated 21 June 2001 from! Code A ~ 
Larter regarding SUl: Suspicious deaths at '-GospoifWai.Me.mo-r1·arHospHar-·-·-·-·-·-·-·-; 

Document 79: dated 5 April 2001 frorr{~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~§._~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~] 
regarding SUI: Suspicious deaths at Gosport War Memorial Hospital 

Document 20: dated 30 July 2001 from r·-·-·-·-·-·-·-·-·-·c:-o-de·-·A·-·-·-·-·-·-·-·-·-·-·~effer 
regarding suspicious deaths of pa ti en ts ;·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Document 21: dated 16 October 2001 Briefing for Prime Minister's Questions: CHl 
investigation of Gosport War Memorial Hospital 

Document 22: document titled Additionallnformation: lsle ofWight, Portsmouth 
8: South East Hampshire Heath Authority Joint Investment Plan for Older People 
2001 - 2002 
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Section: MEEnNG 

Document 7: Notes: Briefing dated 17 December 2001 - ~-~--~--~~~~-~--~'=\·.~·.] 

Document 2: Gosport Timetable dated Monday 7 January 2001 and Tuesday 8 
January 2001 
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Document 3: Portsmouth Healthcare NHS Trust: OTHER STAFF dated 23 November 
2001 

Document 4: Document titled A Trust Strategic 

Document 5: lnterview Notes 

Docu me'! t 6: ____ EI~~~.D_t_<!1iQD.!._.9._Q.?.P_QitJY~.!._M.~!!l o ri a 1 Ho spi ta 1 1 nvesti ga ti on Tea m 
Briefing i Code A i 

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

Document 7: Final Terms of Reference dated 18 October 2001 

Document 8: Presentation: lnvestigation at Gosport War Memorial Hospital - Nan 
Newberry et al. Senior Analyst 

Document 9: lnformation regarding stakeholders 

Document 10: Gosport Stakeholder meetings Key Themes 

Document 11: Portsmouth Healthcare NHS Trust: OTHER STAFF dated 23 
November 2001 

Document 12: Commission for Health lmprovement: Weekly Staff Time Recording 
Sheet 

Document 73: Commission for Health lmprovement lnvestigation/Review Expenses 
Claim form 

Document 14: Finance lnformation Pack for lnvestigation/Review Team Members 

Document 75: Commission for Health lmprovement: Conditions of Suitability for 
Appointment 

Section: FOLLOW-UP TEAM BR1EF1NG 

Document 1: Letter dated 21 December 2001 from r·-·-·-·-·-c"()"(ie·-A·-·-·-·-·-·-·~on 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Manager, CHl regarding the briefing meeting and enclosure of documents 

Document 2: Document titled Gosport War Memorial Hospital (Portsmouth 
1-lealthcare NHS Trust) Briefing Paper: lnvestigation 2001/2002 (document dated 20 
December 200 1) 

Document 3: Document titled College of 1-lealth: Consumer Audit Guidelines 
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Section: SlTE V1S1T 

Document 1: Timetable of interviews 

Document 2: Questions for Executive Team/Pharmacist 

Document 3: Observation sheet 

Document 4: Annual Plan 2001:2002 

Document 5: Various leaflets 

Document 6: Leaflet titled "Your views matter: making comments or complaints 
about our services ... " 

Document 7: Document concerning ward round 

Document 8: Occupational Therapy Supervision contract and record sheet 

Document 9: Mulberry Assessor/Acute Unit, Collingwood/Ark Royal Redclyffe 
House/Summervale House -transfer form 
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lndex: Gosport War Memorial Hospitallnvestigation: Factual Accuracy Volume 11 

Section :-Capsticks Solicitors 

Document 1 : 12 June 2002 :-·-·-·-·-·-·-·-·-·-·-·-·-·! 

Legal document about the Gosport report with comments from 1._~-~-~-~--~-i 

Document 2: 2 July 2002 
File n o t e t (-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_---~~-~~--~---_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-} 

Document 3: 7 July 2002 
Extracts of the report sent to Capsticks that will be sent to Medical Defence Union 
for checking 

Document 4: 13 June 2002 
Captsicks comments on draft Gosport report. 

Section:- ·[~g-~~~:.~1:\:.~J 

Document 1: 09 May 2002 
Comments on factual accuracy draft 

S . --·-·-·--·-·-·---·-·-·-·· 
ectmn:-i Code A i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Document 1 : first draft 
Comments on first draft of the report 

B Document 2: 09 May 2002 
Comments on factual accuracy draft 

Document 3: 31 May 2002 
Comments on final draft 

section :Tc.o(ie·-·A-·] 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Document 1: 09 May 2002 
Comments on factual accuracy draft. 

Section:- The Treasury Solicitors 
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Staff1·rl£~ InJc)rrnatiorl 
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1) Sta.ff turnover 
i i) S ickncss 
iii) ·I'raining and Deve!opnwnt tnf(.HTnation 

Staff Opinion Survcy·s (Trust\vide) 
i) 1994 "2000 results shovving a Cmnparison of the 

Percentage ofstatrwho agree or disagree per question. 
Please note there \Vas no staff opinion survey f()r 1999. 

ii) Results fbr the 2000 survey sho\ving the results in 
perce1rtagc filfi"l'l 
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Portsmouth HealthCare 
NHS Trust 

Gosport War Memorial Hospital 

Gosport War Memorial Hospital is managed by Portsmouth HealthCare NHS Trust 
(PHCT). Services provided from Gosport War Memorial Hospital include GP beds, 
Elderly Medicine and Elderly Mental Health with assessment I rehabilitation and 
continuing care beds and day hospitals. 

The Hospital also has Physiotherapy, Occupational Therapy and Podiatry departments. 
Speech and Language Therapy and Community Dental Services can also be found on 
site. 

A full range of outpatient services are also provided, although the majority of these 
relate to Portsmouth Hospitals NHS Trust. 

The three wards under review are described below: 

l''''''''''''''''''''''''''''''''''''''•••••••t••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••1'00 ''••••••••••••••••••••••••••••..,•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••oo•o•••••••••••••j 

I Ward Name I Ward Type I Number I Medical Staff I 
I I 1 of Beds 1 1 

r~:~~:::::~r~;~~~;~::~i:i::::l=~i=~r ~ r~~:::l;:;~~:~:;~ 1 
i 1 Stroke Care I 1 Staff Grade ~--·-·c·o-de·A-·-·1 i 
:. ............................................ ~·-······································································'·································0:··································"-~·-·~-·-·-·-·-·-·-·-·-·-~·················l 

I Dryad Ward I Elderly Medicine I 20 I Consultant i-C~d-~-Al I 
[···········································-[··g9.~~~~~~~.s._g_~~~-····························j·································j-··§~.~ff. . .9:~~~~L. ____________________________ L.. ........... , 

L.§.~~~~~.F..~~4. ........... t . .9:~ .. ?..~~~ .............................................. ..l. ............. ~~ ............. l..N~ . .9.~~ .. 9.~ . .9.9..~P9.!! .. ~~~--~~~4. ...... ! 

These three wards comprise the Elderly Inpatient component of Go sport War 
Memorial Hospital. However, Sultan ward is distinct from Dryad and Daedalus as it is 
a GP Bed Fund ward, admissions to which are controlled by the local GPs. In addition 
the local GPs are contracted to consult to these beds. 

Medical cover to both Dryad and Daedalus wards is provided by the Department of 
Elderly Medicine and out of hours cover from a local GP practice with access to the 
'on call' Medical-Consultant. During 1998/1999 there were difficulties recruiting 
appropriate locum medical support to cover maternity leave. At this time both Dryad 
and Daedalus wards had a Continuing Care function which, in the case of Daedalus 
gradually altered to accept a different case mix. These patients were largely slow 
stream rehabilitation and the change a reflection of changing referrals to the local 
Consultants. Daedalus also had a Slow Stream Stroke care function. Management of 
these patients is subject to the Trust Stroke Guidelines (these are nationally recognised 
guidelines and a copy is available on request). Daedalus has also been included in the 
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National Annual Sentinel Audit of Stroke Care which demonstrated that the care 
provided was in the upper percentile of all Trusts audited. (The Trust's process and 
organisation scores for the 1999 audit are included along with a summary letter from 

r-·-·coCie·.A·-·-i Lead Consultant for Elderly Medicine.) The full document is available on 
'-·-·-·-·-·-·-·-·-·-·-·-·· 

request. 
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In late 1999, in response to a recognised shortage ofDoctors, and in response to a 
patient complaint, it became clear that the medical cover at that time (Clinical Assistant 
time from a local GP Practice and Consultant ward rounds) was insufficient to provide 
the level of service to both patients and their families. A full time Staff Grade Doctor 
was subsequently funded. The immediate benefit of this being the presence of a 
Doctor during working hours as opposed to a daily ward visit from the Clinical 
Assistant. 

By the middle of 2000, the Intermediate Care agenda was in process and one million 
pounds worth of development money was invested in Fareham and Gosport. A 
proportion of this enabled the change of use ofDaedalus ward from Continuing 
Care/Stroke Care to Elderly Medicine, rehabilitation/Stroke Care with additional 
Consultant support. The appointment of an H Grade Nurse in a Practice Development 
role and enhanced therapy input and training and development for staff in managing 
less stable patients was also funded at this time. 

Specifically in relation to nursing, a nursing review was conducted in the Trust in 1998 
which led to the creation of a Clinical Leadership Programme, this resulted in the 
appointment of a Clinical Practice Facilitator in all Trust areas. The Facilitators were 
supported by a Clinical Supervisor programme and by a training initiative which was 
led by the Trust Nursing Director. This programme achieved national commendation. 

In January 2000 new General Management and Clinical Governance structures were 
introduced so that the accountability pathway for nurses led from Service Managers to 
General Managers and ultimately to the Trust's Nursing Director. 
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Patient Flows 
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THE DEPARTMENT OF MEDICINE. FOR ELD:RRL Y PEOPLE 
Services Provided 

Department of Medicine for Elderly People 
Queen Alexandra Hospital and St Marys Hospital 

• Acute Care 
• Stroke Care 
• Continuing Care 
• Rehabilitation 
• Day Hospitals 
• Out Patients Department 

(Domiciliary visits to whole district) 

~ 
CD 
0. 
(") 
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() 
tl) ..... 
CD 

Gosport War Memorial Hospital 

• Continuing Care 
• Intermediate Care 
• Day Hospital 
• Out Patients Department 

St. Christophers Hospital 

• Continuing Care 
• Stroke Care 
• Intermediate Care 

(Fareham & Gosport Primary Care Trust) 

·. 
Havant & Emsworth 
Community Hospitals 

GP Beds Only 
(East Rants Primary Care Trust) 

Petersjield Hospital 

• Continuing Care 
• Intermediate Care 
• Stroke Care 
• Day Hospital 
• Out-patients Department 

(East Rants Primary Care Trust) 
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RESOURC::g HEQUBlEJ\JENTS ASSOCIATED WJTH TU:F, DF:VEL()PAU~:T·4T OF 
(;OI\1l\·H.JNI'fY RElfAU:U.JTATH.}l\1 ANH POST A.ClJTE BEDS \VffFUN G\Vl\1II 

V'Jauning Assmnpthms 

"" There wiU be a change of use of beds \vjthin Dacdalus \Vard at GVIMH (24 beds) to 
provide 24 cmnmunity rehabilitation and post acute beds. Dryad ward (2,0 beds) will 
continue to provide continuing care and these <,viH he the only CC beds at GWMH. It is 
however ~1ssunwd that all beds '~'m he used H€~xihly t.o meet patif~nt n.eed and 
dernamL 

"" Given that t11e change of use of :Dacdalus is only a sm.aH part of a drivz~ to improve bed 
Jnanagernent acrm~s the district there is likely to he an impaet on both SuJtan <,van.l (24 
bed~;) and Dolphin D<q HospitaL This impact i~> not know I\ but will <-wolve \VHh both the 
intermediate care and C\nn.rn:unity :Enabling servict": proposa'ls. 

,,, rn addition there h' ~{Cope withln Sultan to improve (}CCHpn.ncy and '~ \ViUinguest~ 
t'.xpn::~~scd by 1.he GP's to support thi~~, his also pc>ssibk, pnviding remuneration 
n:rr;mgeincnts 'Nen~ satisfactory, th.at a nmnl:wr of GP's wonld snppm.t the kk:~~ of 
tuw;nlting to patients in their lx.cb frorn practices outwith. the bed fuJKL 

Simv suca.m stroke car(: 8 
fast strearn stroke care 8 
post acute g 

TOTAL 24 
NU .. sper.ilk tnunhers for planning purposes only, to he f1c.><ib1y used. 



2, Resoun::e lmplkatlons/Costs 

T'he follo1:ving costs fix therapies are 'notional' in that costing for these servkes were 
worked up in an inclusive \Yay to ta.ke account of the eonunnn.ity enabling service, St 
Christopher eharJge of bed use and G\V:MH change of bed use. /~;.sa result costs onlv an~ 

' . 
tabled as it i;~ !d{dy ttwt therapy sta.ff wU1input ncross the cnti.n::ty of this :~~ervke. It is 
" .,_,···[ jo• i( ··fi·~'Y'if' \M''!''C'<' ··· (j '··rw*··~ .,. <· •·• 1·~ ,. , r· )j ~ .. ,.,.~ .•,-, ·< ., , , •. ,·~,, •. J pos,.,J > c ,,J <J, d.II..l., .... . ~ ".!., ··' lU , K \."·''·''·'·· tH.h CUld(fll "•m .. c.~ m .. co ht lX cx.uu ... tAL 

.f 1.5,000 

£ 3,000 

£ 10,UOO 

£ 40,000 (L5 :-;cssions cons, 4 scssio.ns 8taff grade & locum 7 wks) 

TOT.A.l., 

3. Disaggregation 

'fhis is a eonrplex is:mc cornptising nvo rnain c!emcnH:. 

\Vlth the exception of OT it is feH that, as the purpose of this exercise h> to free up acute 
beds nnd i.nc:reasc admissions to them, both physio and S&LT wUl be likely to be required 
a::; p.revious!y. err is different as whilst OT involvement occnn; when disc!un·gt; planning 
L ,, ~ • . ,,, ., ' X 't' ... 'l '· · ·· , · l , .< - , '· 'r· , \ " , <· · 'I" .•. ··J \ , l· , ·e•rl' J i"> , ' .l ~ 1(' ··• ·'I'" ·,! , T' X . vq;)U.,, :-il()Udl .•.. m. lll\ U. \ CJ.ncm 1,, CJ.J~";C !.\) t.!.C <.. J,.CJ!<U {',-- U.<ht. dJ!(s .. k.GI. U!,,c M.[,C. 

,' " ' ., .. "'. . ' . ' ' <·}· .. , ···~ '"'' ~ v·l ~"' l'J "t .. 1'Y" 'j .. , • .,., ·~ '"' P,.l' ''i' "''JJ . '"" 'l.' . '' t·r.. i· '(•y·r->•" '' ~. (·J '," ,·';.~ ,t <..-UH~<C(\HCHLL L l.t..fC. "' <.. .t.w . .lo. Jih; :'> 0 <,.u{;( ,)t:X.Lk ~>'.< .. 1L<.Jc.HL '·' .<i<-.-u~d.<,L )f..jl 

·M•i·..,!·) !<,J_."' f'''' ,, ,, .,, ... )"'··· it't" ).,,.,,,.,.l <·n ,.,{''""'l' h(/1' ''C'Pl'<'· ~ J. '(l ·'i1·1·1··t~ ,.,."<'"l 'T't" ,, .. , l"t'"' () ·'r'lJn 'l ,. ''l"" 1 t.. .. H.<<. .!)J! . .l:.$.~:~ .... ~,;.~ .. -:..~ {~-L..~.'!.'\.{~h') .Lot.? C:..Jt.H~.-t"--· :t .. ~ • ..-.}-::~ .. ·----~---t o.~--~-d •---~- . .. ·..1-:.o.~.--~ .. u .. :.~ ~ . .,(,_ ...... ~--~-· "J.:<.l:..o_...n_p._,_ 

tbe.raov .mlnht .not require new resource\. however thh wuoJcl. be dependant on early 
~ .... .._. . .. . 

(ii) Current inequity of provision in the~ Ioc~ilities, 

·vlhilst inequity exists to v<trying degrees it is relatively small and v,rould generate critical 
rnass issues and split posts. 

GMC100891-0107 
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The 1\)llo\ving list is not exhmJstive but thought. to represent the issue,<: where m.anagernenr. 
p!.ans wiU be required prior to implementation .. 

(i) Consultant cover .. given the time scales to recruit it i~; u.nlikd_y that a su.it.H.ble 

GMC100891-0108 

- "·J' - ~, , 1 -.,-. ,J,-1 !·· -· ,. · c,' ·t ,.~ - ··1·)" i· . l· · 2'l('' ~ '!'~-" · · · ., ,; --I' ·1 :,, ·,, -·' -. · -r " · ·· - · · ,. · ·1·" u.,dVH.h) .. l. t,,;!, ,, Jt. ·9P .. w,u .. pu. I ,o ._. ,w .A .. <.t. uJ.c mJ.p"c'. o l. _u,, J_.,, :-s.tgH.lki((lm given t K 

difflcultle£; finding lonn.n cover and the a1;so-ciatcd cost of this. Needs fndlH.>r di.srnr::;sbn 
'~ s H;"' ,., ~ ,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 

wha ..: x.3 .. , aru~: Code A : 
i_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

t}i) lV.lediud risk · tbe change in l:lknt gnn!p 'NlH !fl<;:an th;M Hl\rt\: _tXi.tlcfi(S <U\; hke!y iO 

h:rve conditions which if !.hey deteriorated, ·would require specialist intn:vention, 'fhe 
introdm~tion of antu.nw.!tll ckfibrHbl.ors to fX.>r:nnnmity hospilxls !H£\.Y to some extc.ot resolve 
part of the ir;sm:. :Hov-ievcr dear protocoh: win be requin:d h11 the urgent transfer of 
ln!.E"ikh.wb =~(~ 'VCU as tit:rle;;caks with\~.3 V·ih\ch nlc.dical covq:, ean lY:. obtnined out of hours. 
N{'Nls fnd.he?.' dbo.~-~:skm bet'\VC(?n :FC(~/PliCT .. 

(Hi) Prepm.·atory Training .. 'fhis rek\tt;~: in the n1ain to qualified nnn;lng st::tfL A course 
has been identifk-d 'ALl:C:Rr, nnd 1:1. bi.d rnade against consortia monies to fund sufficient 
places, This partieu.lar course \vould address the m;ed for qualified 1mrsing staff to develop 
thdr skills in relntion to assessment of ehanges/deterlorJtion in patients conditiom;, 
HO\\'ever there is an additional need which relates to rehabilitation work and discussion 
need to take place to clarity the components of this, 
It 1night be pm;sihk to appoint in :relation tn the H grade StHU<.>;tme \YHh the requisite 
skHif~ and pn:.nrfde thi~ (in house, 

'"' potential itnpact on loan•; :;tore 

"' enabling v.:orks St X nnty 
,;, potential ac:ccmJnlodatlnn is~:1w;~ 
"' reqnirtrnent for increa~;e:s ln Vi(;it;:; from C(.>rnrnunlty phanuaci}~l. 

"' pn!t~ntbJ inu·e<l};e in the use of hordcr!irw substmK'.es 

"' potential iucre;tse in orthotics 
>'< ·td!vlJi) .·,ncl rkfi,:a{ SUl'P)Oft 
... ·- - • ~- -~- {.:, >- •. ·'- ••• ' ~- •• ~ ~:::. • '•· ' 



Based on 24 beds 8 Fast Strerun Stmke 
8 Rehab/Intermedia.k Care 
8 Shw Stre<'trn Strokt~ 
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OT/Physio Holiday & Sick cover 
Prompt filling of vacandi.~:> 
\Al/encl c<Yvcr fp,mu!hY:'iJfu~~-A!.LQI' __ ?.:'~sht<Jnt~;. (n,g. ? hrs Sat&. Sun am) 

\ L- ! Code A ! .. ··0 r'· "~"', ,,_ :~.,.··)_ \._;,;:, .... ~ Yl."<':'~·,~·,J 
.• A~~~;:) t"-.Jl/\_>;';:./ .----- L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·_i . , .. > " (1 .} ~ .. 

l:~:cG R.ecording 
Orthop<'ll.'.dic n.+mb 
Canub.tion 
R!ood transli~sion rnnnitrHing 
h~st ~~trca.m Stroke i<.ehab ( u prbh;} 
Acce~dng result~; nn PC terminal · 



L.O~ \oc.J _,.,. scmu-
General 

Ward terminal for access to results (es_sential) .-,::: 
Review ofresus policy and _propegyres (essential) ,-
Review of medical supplies & faster ordering and delivery system 
Improved daily drug ordering (2nd delivery and weekend delivery) 
Additional wheelchairs l, · 
Oxygen saturation monitor 
ECG machine 
Digital sphygmomanometer 

otes Trolley 

GMC100891-0110 

~Vo.JI-'v-. 

{la.-J·tj nlargement of ward office/nursing station ~ 
/' D r ; .f ("/..,,..,( 5 - lt" 

p,~;(;rt: fle:(;ivjJ C~t;L:"" { " f[/ 
~<! t.vk.Lo-

• A~uio--Vo~ lbP ~CL-~· 
Budget Su...J-,..~ 1'\'\.Q~ :><. I 

Additional funding needed for: ~~U.OLG'V\ rwvr .3. . 
~ P/c~aJ'. 

P_harmacy ._. ~ ~·~c:~ -s~f~ ·- -t- tA. 

Medical supplies .. · 
Border.line substances · 
": U\.\.kt.CVI)~ \:>-eu._i~ -

General Ideas 

Take slow progress patients from FSSR for second half of rehab. All discharge planning to be 
initiated following transfer to Daedalus . 

• ~ \), s~ ~ ~ ro'P C'fY\..lL beJ . 
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PORTSMOUTH 

Healtheare 
TRUST 

DEPARTMENT OF MEDICINE FOR ELDERLY PEOPLE 

INTRODUCTION 

FULL TIME STAFF GRADE PHYSICIAN 
GOSPORT WAR MEMORIAL HOSPITAL 

GMC100891-0111 

Portsmouth and South East Hampshire Health Authority is the largest in the South 
West Region and serves a population of 544,000. lt borders the Solent and English 
Channel and includes the City of Portsmouth and the Boroughs of Gosport, Fareham, 
Havant and Petersfield. The District extends from Warsash in the west to Emsworth on e the Sussex border and its northern boundaries encompassr-·c-ode-·-A-·~nd l~~i.~~~~!I-}Nith 
the exception of the northern rural areas it is essentially urban~·-·-·-·-·-·-·-·-·-·-; 

• 

Portsmouth is a University city on the South coast with ready access to London (one 
and a half hours by train). There are ferries to France and the continent. Sailing and 
watersports are very popular and sandy beaches are within easy reach. The area offers 
the advantages of city life with close proximity to the beautiful South Downs with 
pleasant villages and seaside towns. Hampshire is an ideal location for families with 
many good schools. 

GOSPORTWAR MEMORIAL HOSPITAL 

This Community hospital has been recently re-built and now has a busy Outpatients 
Department and onsite Physiotherapy and Occupational Therapy Departments, 
Radiology and Phlebotomy services. From the 1st October 2000 Daedalus Ward will 
have 24 patients for general, fast and slow stream stroke rehabilitation and Dryad 
Ward 20 patients for NHS Continuing Care. The Department of Old Age Psychiatry has 
2 wards for acute admissions, Phoenix Day Hospital and Redclyffe Annexe for 
Continuing Care for the Elderly Mentally Infirm. Sultan Ward has beds for GP 
admissions, and Blake Ward provides post-natal care. 

Dolphin Day Hospital has been open now for more than 7 years and caters to patients 
with a variety of complex medical and rehabilitation needs. The Day Hospital Staff run a 
Parkinson's Disease Group for patients and carers twice a year and also offer a COPD 
Service. A Falls' Service is to be implemented later this year.i-·-·-·-·coCie--A-·-·-·-land Dr. 
L~~~~~~~~~~~~~~~~~J are the 2 Consultants in Elderly Medicine with res·p-6nsl61flt~dor patients on 
Daedalus and Dryad Wards and Dolphin Day Hospital. 

At present Haslar Hospital provides an acute inpatient and diagnostic service to service 
personnel and civilians in Portsmouth. Provision of general and elderly medical 
services in Portsmouth are under active review at present and there could be changes 
in the near future. There is tremendous potential to further develop services in Gosport 
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with a view to providing more post-acute care, rehabilitation and rapid assessment of 
elderly patients. 

THE DEPARTMENT 

The Department aims to provide a comprehensive service, including acute admission 
facilities, rehabilitation, continuing care (longstay), shared care, holiday relief, day 
hospitals, palliative care, liason with other departments (specially Orthopaedics and Old 
Age Psychiatry) and domiciliary visits. 

The Department is based at Queen Alexandra Hospital with facilities at St Mary's 
Hospital (DGH) and in community based hospitals at Fareham, Gosport and 
Petersfield. NHS Continuing Care is also provided in Jubilee House in Cosham. This 
was previously an NHS Nursing Home. 

The Elderly Medicine Department's acute admission centre is based at Queen 
Alexandra Hospital (131 beds on 7 wards). These beds include six acute stroke beds 
on Mary Ward . 

The Department operates an unselected acute admissions policy of patients aged 65 
and over. There is a stroke service for patients aged 75 and over, involving acute 
admissions and appropriate rehabilitation. The Department also takes younger strokes 
over the age of 65. Current figures show we take 84% of all strokes in the area. There 
is an active rehabilitation service for over 65's, taking patients from all specialties. 

There are general rehabilitation beds on Kingsclere Ward at Saint Mary's Hospital. 
Outpatient clinics are also provided at the District General Hospital sites and at Gosport 
War Memorial and Petersfield Hospitals. 

There are four Day Hospitals - Amulree Day Hospital at Saint Mary's Hospital, Trevor 
Howell Day Hospital at Queen Alexandra Hospital, the Laurel Day Unit at Petersfield 
Community Hospital and Dolphin Day Hospital at Gosport War Memorial Hospital. 

Modern library facilities exist at both district general hospital sites and bench libraries at 
most of the smaller sites. Ample opportunity exists for Continuing Medical Education 
(CME) both internally and externally. The Trust is committed to CME and Continuing 
Professional Development (CPD). 

Department Statistics 

District population 1998 
Aged over 65 years 

Available Beds 

Acute 
Queen Alexandra Hospital 
Stroke Unit- Mary Ward 

~ ,' 

544,174 
87,612 

125 
6 
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Rehabilitation 
Fast stream stroke - Guernsey Ward 20 
Slow stream stroke - Queen Alexandra 18 

- St Christopher's 9 
- Petersfield Hospital 4 

General - Kingsclere Rehab 37 
General & Stroke - Daedalus 24 

Palliative Care - Charles Ward 8 

Continuing Care - George Ward 18 
- Jersey Ward 18 
- Petersfield 20 
- St Christopher's 62 
- Gosport War Mem. 20 
- Jubilee House 25 

Day HosQital Places - St Mary's Hospital 25 
- Queen Alexandra 25 
- Petersfield 10 
- Gosport War Mem. 15 

Medical Statistics 

Total admissions (1998/1999) 5,181 
(4,087 acute) 

Outpatients (Queen Alexandra and St Mary's Hospital only) 

New attendances 830 
Follow-ups 2,640 
Total attendances 3,470 

(SMH) 

(Fareham) 

(SMH) 

(QAH) 

(SMH) 

(Fareham) 

(Cos ham) 

• Departmental Staffing 

Consultants SQeciallnterest NHS Sessions 

D r L~:~9._Ci~~:.A~~1-·-; 
Profi Code A i 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Medical Director (Trust) 6 clinical, 5 Trust 
School of Postgraduate 2 
Medicine 
Drugs & Therapeutics 1 0 
Community Clinical 11 
Tutor & Lead Consultant 

r·-c;~~i~--A-·l 
~ ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Clinical Audit 11 

Code A 
Day Hospitals 11 
Stroke Service 5.75 
Ortho-geriatrics & falls 11 

GMC100891-0113 
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·Associate Specialist 

D{c~-d-~-·-,AJ Palliative Care, 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·i Continuing Care and 7 

Staff Grades 

r-·-·c-o·a-9·-·A-·---~ 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Junior Staff 

4 Specialist Registrars 

Slow Stream Stroke Care 
(Petersfield) 

Stroke/General Rehab 
Stroke/General Rehab 

10 
10 

6 Senior House Officers - 4 on internal rotation with general medicine 
- 2 vocational training scheme 

2 Pre-registration House Officers 
41 Clinical Assistant sessions 
3 Hospital Practitioner sessions 

THE POST 

The postholder will be based at Gosport War Memorial Hospital and will look after 20 
Continuing Care/Slow Stream General Rehabilitation patients on Dryad (Consultant -
Dr. lan Reid). Daedalus Ward (Consultant- Dr. Althea Lord) will provide general and 
stroke rehabilitation for 24 patients. Duties will involve admitting patients transferred 
from other wards, the day to day medical care of these patients, communicating with 
relatives and patients, functioning as a member of an interdiscliplinary team, and liason 
with Elderly Medicine and other Departments. lt will be essential to participate in 
Discharge planning and the relevant documentation and communication with General 
Practitioners. There is a need to work flexibly with community services and colleagues 
in the acute setting. Two sessions a week are being currently arranged at Dolphin Day 
Hospital although this may vary depending on the workload in the other areas. 

Out of hour~ and weekend cover to both wards is currently provided by Dr.A.Knapman 
and partners who are from a local General Practice. 

There are active Education Centres ;3-t both Saint Mary's Hospital and Queen 
Alexandra Hospital with ample opportunity for using library facilities and attending local 
educational events. Staff Grade Physicians are encouraged to participate in the 
departmental education programmes. There have been a number of audits within the 
rehabilitation services and staff grade doctors are encouraged to develop audit ideas in 
conjunction with consultant staff and the clinical audit department. There are also 
opportunities for research and input to service development. 

4 
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The Department has the following weekly sessions at Queen Alexandra Hospital: 
Wednesday 8.45 am - Radiology 
Wednesday 1 pm- Topic Teaching 
Friday 1 pm -Journal Club 
Facilities are available at Gosport War Memorial Hospital to access databases and 
electronic journals via the internet. 

GMC100891-0115 

The current timetable is shown below but it is anticipated that there may be changes in 
the future as the Department is undergoing re-organisation. 

Day AM PM 

Ward Work Daedalus- . 

Monday Consultant Ward 
Round 

Ward Work Dryad-
Tuesday Consultant Ward 

Round 

Dolphin Day 1pm- QAH-
Wednesday Hospital/ Ward Educational 

Work Meeting 
Audit & Admin 

Dolphin Day Daedalus Stroke 
Thursday Hospital Rehabilitation 

Ward Work Ward Visits 
Friday 

CONDITIONS OF SERVICE 

The post is covered by Terms and Conditions of Service of Hospital Medicine and 
Dental Staff (England and Wales) and the General Whitley Council Conditions of 
Service. 

The basic salary for the post is in accordance with Whitley Council rates on a scale 
£25,320 - £33,600 for a full-time post, with a further four optional points in accordance 
with AL(MD) 4/97. 

Because of the nature of the work for which you are applying, this post is exempt from 
the provisions of Section 4(2) of the Rehabilitation of Offenders Act 197 4 (Exceptions) 
Order 1975. Applicants are therefore not entitled to withhold information about 
convictions and, in the event of employment, any failure to disclose such convictions 
could result in dismissal or disciplinary action by the Authority. Any information will be 
completely confidential and will be considered only in relation to an application for 
positions to which the order has been applied. 
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Applicants must be fully registered with the General Medical Council. 

Completion of a health questionnaire is required which may result in a medical 
examination. 

The postholder must normally have a current driving license and his/her private 
residence must be maintained in contact with the public telephone service. 

COMMENCEMENT OF DUTIES 

The appointee will be required to take up the post no longer than three months from the 
date of offer of employment, unless a special agreement has been made between the 

. appointee and the Authority. If you consider it unlikely that you will be able to take up 
the appointment within such a period, you are advised to point this out at the time of 
your application. 

Interested candidates can arrange to visit the Hospital and can speak to Dr Althea Lord 
(T:023 92286915). 

NOTIFICATION OF ANNUAL LEAVE AND STUDY LEAVE 

When planning leave, the postholder must first liaise with the Medical Staffing Co
ordination in Elderly Medicine C~·.~·.~·.~·.~·.g~~~·~.~A~ .. ~ .. ~ .. ~ .. ~.]). As much notice as possible should be 
given to enable cover arrangements to be made; there is no guarantee that requests 
can be granted if minimal notice is given (i.e. less than six weeks). The Medical Director 
must give educational approval to study leave applications. The appropriate 
application form can be obtained from Medical Personnel Department. 

6 
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PERSON SPECIFICATION 

STAFF GRADE PHYSICIAN 
DEPRATMENT OF MEDICINE FOR ELDERLY PEOPLE 

GOSPORT WAR MEMORIAL HOSPITAL 

ESSENTIAL DESIRABLE 

Full recognised medical qualification MRCP 

Experience of rehabilitation at Broad general medical experience 
SHO/Registrar level 

Ability to work with other professionals in Interest in teaching - particularly in a 
a constructive way multi-professional setting 

Good communication skills at all levels. Interest in research 
Ability to discuss complex problems 

_ with patients, their family/carer and staff. 

Flexible working practice and a desire Current driving licence 
to innovate and move the Service forward 
in a changing medical world 

Ability to assist in department audits 

SG Job Desc/5. 7.00. 

: 
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lndex ~ Gosport War Memoria! Hospital Investigation~ Team Folder 
Ontroductlon: First papers1 Hrieflng1 Site Visit, T{eport Brkfinq.,,) 

AGENDA 

PtJ..<}/lr!.(J?(): !\qcnda for Uw GospM! h1vcstiqation Team Brid'inq Da}' on iVlonday 
1/ Decnnbcr 2001 ::l! tltc Co nHn's:ion ro I' Health 1 m provenlcn t 

TE/\M lNFORMA'rtON 

l}()QJ.WUJ.t...l: Donnrwnt ffiJHrdlnq BiOfF;Jphit;; t)f l{'anJ rncrnbcr'> for the 
i nve:stiqa lion 

_Qry~tmJ.Cut/: Dr.>('tnrwnt Utkd "\-'Vh<'J! rnake• ;; qoud Clll lntnvicvvT' ;1nd cbtcd 
Nt.l\·\'nll::cr' zoo 1 

n?.QJ.Ut(?if.J; Docunwnt titled "How to f'ind the Connnh::.;ion fni lk:<lkh 
1mprovcmcnt" 

WHY /\RE VVE lNVES'THiATlON GOSPORT' VVAH MEMORIAL l·fOSPlTAL 

PR.0W!fflL_t Ldkr fhlkd 14 Ikrcmbcr 20()! frmn (i;Hy i\ Ford, Professor of 
Phmnwcoloqy of Old Agr l:o lkkcUve Superintx:ndcnt J Jamcs, Harnp:=Jdrc 
Consta!Julin:v rq;ard1nu a copy of report 011 five patients who d)cd <rt the Gosport 
·v,iar Menorial Ho::;pital 

l)_qQ!WfPt.?: Lette-r d<.1ttd 22 Nnvcrnbcr 2001 from Dr K l lv1undy, Consuha11t 
Physkkm and Geriatrician to Ddectlvc Supcrintemknt J J;nnes, !-{(Jmpsllire 
Cono.~t;-1buhry H-'fF!rdinq Ccm n,-Jenli<l1 i\ik,dicnl Report rqprdlnq nwdkal rnan<Joemenl 
of patie,1ts <H Go'.>port VVar "i\kmorb! Hospilal 

Doo.mwnt .7: Lt>ttcr dated 3 J uh lOO 1 1-h>m ~-----------Cod_e_A ___________ U1kf Executive hie 
.-.~~~ .. ".'~ ....... _._._..... ..... -·· •---------------------------------------.: 
nf VVirJllt Prd· 'Il01Jtf' 'Hld So11th F-' ·1s' >hm)Y>hin" H<.:''l hh ;\ut hmitv to F'PlFT Pn nq •.' -:.\ '·) J __ ')~ - .... ~ { . ·-- ... ' • ... (.·~-t • ( -·-- .. .( . '' .... -·. ~: . •.•.- '•' ~-· •{ ::> 

Chkf bJ·t:utivc CHI rc:.prdinq <1\'·~·istmrt by Cl-!1 with i.l loud inquiry 

no;<:: Tt~kphonc c-11! d;::!t:d -·-1 .July :wo I f'rorn Proks\or Gary Ford 
;md \·vrlttcn hvi _________ co-cie_A _________ i Tvkdk;:! Dlrer:lor, CHl 

•' L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 

})(}_(1/!i)Q/{//: Flk l H.l i<: 
and [~-~-~-~-~~~-~~~~-~-~-~-~] 

f.J_Q.(UUW.lJ.{_(;_"; Hk note: "i'clcphonc ('<'Ill cl<'litrt 10 Jutv >~OC l \Vith Lkpu('/ Chief 
[xecntivcf-cod_e_A ___ Wrorn Porbmouth 1-k'<Jli_hcan:' Nl-F1 Trust rcqardinq Grv;por! VVar 
1\-1 c 1 no rL-11 'ff()-~;[)TEr·---

Qu~:un.1n1LZ: Fik note: Telephone ea!! dated 11 Jul:y :zoo 1 witli !----------c·o-de--A----------i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

fhnn Portsnlouth Hea!fhc::lrY~ Trust 

::01JMA\OomDo<:\'iDCC{;JF:; i 'j·14F l<.l-1HOI: <_;e,Bi-:/.li07<;:-: l.•'IHC6HJ7 i f\7J1-lC~lD!\6).3')?.'!liCDBOCI')[)f;.-l<V ;hHp:\\d!' 
mi no \domdodcon; libJ ;si' 
Crt<ltcd ('.In L.8/0!//.0(f3 14;:.;·l 
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.Ut/Q!.t?.!.ClJ.tB: Press Cutt1nn dated 23 October 2001 tal<tn fron1 'The News 
"WatchJoq looks <'lt Ho;,p1tal Cme" 

PQ.Ql.LW'l!L(i: News <Hiick dated 30 October J.OO 1 ti:ken from a vvcbsitc called 
Thisi~>llarnpsh iH:. net ''Hospi t;Jl ~)afcty 1 ncp..lh:'/' 

DocutUt.'UlJ.Q: Ldiu dated 1 •:) /\uqust 200 i frorn i\i1<n Tviilkt, Chief Executive 
·1:;;;~.{ s nv.) 1.tt.l1 H c a Hh ea re NHS Trust 1:o r-·-·-·-·-·co(ie-·A-·-·-·-·-·-·) n vcs n q a Uo n l\/Ja n aqcr, 
c·l 1! H'(l 'lr'l i''H' Po! kF h !V''s·!{r~·'l l'i r' n \ n t:~;-·tfi(·:·-;r;;~;i:Ti·-;iT7~TiiT,'!,: f?!r·1J :,l p1' . ~---' .. . :. }. '-~ ~ .:.f . ~- ..... ~ . ( :} { .. ·. . '\j ·-·. ·-· .... { •. . , ..... .} .,1 ... •• { ..... _., 

i:~ndosn ti.': Doct!HH':n t: GVVfVl H PoHcc lr1ve':Jiqa lion ... Chrc1 no loqk<ll Scqucnu:· of 
Events 

'li' ll': ~-'k,·Unrl· lT' (!J<:<"l!\". CC'F'('nl':, n+·il inn l'C' ()•Y' DC'1"1 'v\.l'iY t .. r .. - ,• , _, . '.. o'. J • .,I~. . , ., , , • <;.. • •• • •• -{ •• ~) • J .. '\. .• ) t· .J •. , ~ '··· • 

iVknwria! !iosp'1l:1l rhrh:d :5 '>r.rlirnb{·r 200 1 

D?.Ul!rlU!J{,l: Report for the 1nvcsriqat1on:,. <md Fast Track Cllnlcn1 GO\i<~rnc'lnC<.:' 
l(!/vkw· Proqr:wHl'K' fio<ml me cling on l B September )00 1 

cuttinq dated ?5 October 2001 t;lkt1l r'rorn l·ledth Service 
nvcst1na non lmrnchcd after eldcrf.y ckaths" 

cutt1nD d<Ji(~d :Fi October 200 1 "l·J(y:,pHal faBed nJativcs" 

nrttinu d:clled 24 October 2001 "Hospital investination 1nay 

nn d;1led ;n f\lovcrnl.wr J.OO 1 from ..lane Bm!lm to i·-·-·co.cie-A·-·-·i 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-} 

lnvcstinatlon Coord\n;ctor rcg;mlln9 •:,1wrHk pnint~> lhcrllnve direct bc;nhlU on tflc 
invcs!lga·fion 

GMC100891-0120 

,!m(·;i§:1{t!1~M;$&W.N': (hl eel 21 June 200 l horn e_·~~.~~~·~~.·~.h;ElW Hr~cflnq l.h1it to f~-~~~-;] 
rcqardinq 51!1: Suspicious death'> at Gospor! W<n Mcrnor];,Jl Ho::,pHal '-·-·-·-·-·-·-·-·-! 

eel 5 /\pril 2001 horn c.·f·!i~ji)~~.J Hridin9 l1 nil to i·-·-cocie-·A-·-·i 
reqardinq SUJ· ':;Jr,pkim.h r.k;r!k at Gosport War iVkrnorhl !lnspi!CJ! '-·-·-·-·-·-·-·-·-·-·-·-·-·· 

30 Julv IOU 1 horn f'c~.d~-·pJ, Urki'hH.J Unit to ['-·C-·-·-0·-·-d·-·-e·-·-·A-·-·-·l 
"' j I ~ I , 

1'!'' IJ' ··lf1"ll' v,,·; q 'eT); ''1, '>' I''· rj" ·:l·i·f·t·· '' !.' ,.J ·.:: l· !' '"'1'1<: '·-·-·-·-·-·-·-·-·-·-·_! '·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
~-~·( -. '~.':~ ,~ .. A ... )J· i~ .. ·1._,·C ...•• _.\ .. c ... . ) '-•~ ~ o..l:. \.J '-·-' 

! 6 Octo bcr JOO 1 Brkfinn for Prin1c \ili nistcr\ Qucstio n·~.: CJ--11 
hrve;,Uqatlon of Gosport \'Var Memoriell Hospital 

_QQCUWU!l 22: dorurncn t Ut led Additional lnforrnntio n: Isle of \Niqhl, Po rtsmou lh 
Et South East liarnpshirc 1-kath Authority Joint Investment Plan for Older Pcopk 
?,001 ~· 2002 

rnino \do~ndoc-\ c nn~ lib. t ::1 i' 
C fr;-:;~t,~·r~ nn ·.~g {n·:;../'") (~n·_? 14: ~;·/ 
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Section: rvlEETTNG 

No tTS: Urkfinq dated 1? DcG:rn ber 200 I -- rc-~d-~·-·A-·i 
i ! 

f!p(l:f.lt.!C!tt2.: Go•:;port Tin1ctalJk' dated Monday'/ Jam.Hlf::";--:;_·o-6T;.;-;~~·(f"~i\1-(;sday g 

Janmn:y 2001 

fl.P.Q!l!!CJ!t]: Portsnmutl1 Healthc;:1re NHS Ti'U';.t: OTHER STAFF dated 23 Novt:nll:t:t 
2.00l 

no ··um''id 6' Pr~""i"Ilt"ltfnli' ()tY: '"lnrt V•./''r Mei·w,,·i:lil+"'n'f·'l it'Vf'"t\,·nt\(''"1 ·r, .. JPI ~::~ .. :-.. ~-:-.-: .... -.-..... :·: ... · .. · .... <.~ ... ! •. , '· ' "· · • .>;. · · J <~ •'I. · '··' { "-'··'f-'~ .i...t t : ..•. >. ~-)'·• . .. r( • ~.< ( 

Brkfino · f--c-o(ie·A--ll nve,U~Frtion ivlan<lgtr 
'·-·-·-·-·-·-·-·-·-·-·-·--~ 

.Pm-:t:tn!i:'fl({l: Prcscnt<rtion: im:esUqaHon at Go:',purt Vv'ar Mcrnori<"ll Hospital ····· Na n 
Ncwlwn~'i d aL Se-nior Analys·t 

.l!.QQ/!.r.?i;~tlt.2: !nforrnat\on rcqardinq st;:1keholckrs 

Stakeholder meetings Key Thtlne'~; 

Port~~1noufh !kaltbc;:m.~ NHS Trust; OTHER ST/\FF cbtcd 23 
Nowml.wr /..00 1 

lJQ(Y!!«Jif../.(o': Con1 m i~hio n for Hu1lfh I m provnnc:nt: Weekly Staff Time Eccordinq 

Sheet 

• Poc:UU!Qd r>·: Conunission for Health lrnprovnncnt 1nvz~st1f.ptlon/!{cvin·v Expenses 
Chlim fonn 

.UQ.LW!I.t:fl.t.l:? Cornrni:',sinn fur Health irnprovenwnl.: Concl\tiorh of Suital:rilil:j/ f'or 
J\ppolntnK~nt 

Sect1nn; FtJUJ..lV\L1.iP TEAM HFOEFlNCi 

.l!QCWt.WnLI Letter datul 21 1kcc1!1lwr JOO 1 frorn[_-_-_-_-_-_--~~-~-~--~----_-_-_-_-_ ___1 

[~~~~§~<?~.~~~~~~~Jlil rqprd1nq tht' br~cimn mn:l:t19 dnd utdv:>uic ui du< .. uin<:ntc, 

fJ.Q.Q/!!."it!"lt.Z: Document t\Ued Gosport War Memorial Hospital (Port':>mouth 
lkalthrarc NHS Trust) Bridin9 Paper: lnvcshqntlon 200 l /2002 {document dated 20 
Dccernber ?.00 1) 

QpQlfl.'CU{)': DonmK1lt tltkd Colkqe of Health: Consumt~r /\udit Guidelines 

mlrm \dol 'l<:br.:\ core lib. nsf 
fr<~;~::~d on 2~~/02{)00'3 14:(~? 
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Section: SlTE VlSlT 

Document 1: Timetable of interviews 

Document 2: Questions for Executive Team/Pharmacist 

Document 3: Observation sheet 

Document 4: Annual Plan 2001:2002 

Document 5: Various leaflets 

Document 6: Leaflet titled "Your views matter: making comments or complaints 
about our services ... " 

Document 7: Document concerning ward round 

Document 8: Occupational Therapy Supervision contract and record sheet 

Document 9: Mulberry Assessor/Acute Unit, Collingwood/Ark Royal Redclyffe 
1-louse/Summervale 1-louse - transfer form 

::ODMA\DomDoc\9D6C63F3 1 544F1 0480256BF2007 5F1 AB05207 1 A77BC9DA6280256CDB005D6445;http:\ \do 
mino\domdoc\corelib.nsf 
Created on 28/02/2003 14:57 4 
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FlLE NOTE -Telephone call 4 July 2001 from Professor Gary Ford. 

Professor Ford is a Professor of Pharmacology and Geriatric Medicine at Newcastle 
University. 1-le has been called in to be an expert witness on a case from 
Portsmouth, Gosport 1-lospital. 1-le had concerns and so wished to report them to 
Cl-ll. 

GMC100891-0123 

There was a police investigation into a possible unlawful killing of a 91year old 
woman in the Geriatric Rehabilitation Ward. There was one expert report (from 
Professor Brian Livesley) which was very dogmatic that the patient should not have 
received the treatment she had. They have therefore asked for a further expert 
witness report. 

The particular case concerns a lady who lived in residential/nursing home, was 
ambulant and fell. She had a fractured neck of femur, surgery and was referred 
through a geriatrician for rehabilitation for her mobility. She was on co-codomal at 
that time. The hospital ward fqr rehabilitation is overseen by a consultant but has a 
GP assistant who calls in. She was written up diamorphine and oromorph, she fell 
and dislocated her hip again. This was operated on and she was taken back to the 
rehabilitation ward after a few days. She was transferred in a private ambulance 
and the story is that she was not on a stretcher but in a sheet - she was very 
distressed. She was apparently in pain and they were worried that she may have 
dislocated her hip again, but the x-ray showed that it was not dislocated. 

As she was "distressed and in pain;, she was given hyoscine, haloperidol and 
diamorphine infusion written up by the GP assistant and then died. There is now 
concern as to whether that medicine was appropriate and to whether she had been 
given too much diamorphine. 

On the ward, apparently it is the male charge nurse who seems to decide who goes 
on diamorphine. 

There is a poor relationship between the public and the local hospital and there 
have been reports of ten other complaints and of patients being "killed" by the 
hospital. 

The concern raised by Professor Ford was, are their other patients being given too 
much diamorphine? 

We discussed the options for this. 1-le thought that the police would contact us and 
may contact the Department of 1-lealth. l undertook to feed this into our 
investigation process to decide if there were any grounds for us undertaking an 
investigation. l thought we were due to do a clinical governance review at 
Portsmouth by the end of 2001, but on further checking, this is the community and 
mental health Trust and they are not listed for review. 

,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

On the 6 July 2001 when i Code A ~as out of the office, Superintendent John 
James from the 1-lampshir~·r·aHce·:·-t-eTejihone number c·~--~--~--~~~~4~_-A-~.-~.-~.-~.J rang. 1-le is 



RESTRlCTED - lN CONFlUENCE 

File note. 

Meeting to discuss concerns relating to Gosport War Memorial Hospital. 

Present: Detective Superintendent John James (JJ), Major lncident Complex, 
Portsmouth 

r·-·c·~·d-;·-·A·--~ 
~ ! 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Pre-meeting brief 

GMC100891-0124 

• Police investigation(s) following death of a patient in 1998.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

• Concerns'had been raised with CHl about the patient with.i Code A i 
:-·-·-·-·-·-·-·-·-co-cte-A-·-·-·-·-·-·-·-·1 had a 1 so had d i scu ssi on s with r·-·-·-c-oCi~-A'---T-·c·-·-·-·-·-·-·-·-·-·-·-·-·-' 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• - L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

. • ~at:ent's family had complai"!led, remained dissati:;fi~d and t0ok concerns tn 
police 

• GMC and UKCC also aware 
• CE of Health Authority had asked for CHl review 
• Report being prepared by MT: possible investigation or fast track clinica 1 

governance review 

Meeting 

Superintendent John James had asked to meet CHl to discuss specific concerns and 
outlined background information to police involvement. 

• Daughters (one of whom is a nurse) concerned about care of mother who was 
frail and suffered from dementia. Nonetheless considered fit enough for hip 
replacement. 

• Daughters dissatisfied with outcome of complaint and reported to the police. 

• "Superficial" first police investigation and daughters complained again. Second 
police investigation more rigorous. 

• Expert report raised a number of concerns: 
GP contracted to provide cover and pre-prescribed diamorphine as a 
routine 
Staff at liberty to administer 
Delivered continuously with no record to suggest/support review 
Although apparently no record to indicate patient dying, staff 
interviewed felt treatment appropriate because they thought she was 
dying 
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• Because of strong view of expert report, police referred to CPS and 2 case 
conferences. However view was that not enough evidence to proceed to 
prosecution on basis of 1 case, although no one disputes core elements of 
report. 

• Export report took rigid view and disputed cause of death as broncho 
pneumonia, analysis of law flawed. 

• Subsequently the case was reported in the press and between 8-10 other people 
came forward a bout the hospita 1. L~~~~~S~~~i.~~~~~~Js explained that staff at the hospita 1 
had been in jeopardy of criminal proceedings for some time thus there was a 
need, if police were to pursue, to take rapid action. Thus 4 patients were 
selected which appeared broadly similar to the first complaint; i.e. 

- Conditions apparently not terminal 
- All pre prescribed diamorphine 

_ ~;, AU.-~~rt_._d.i_a.~ <?D.J.~.!l) ~--a 9!!Ji!Ji?!_e,r~d_~?~~!n.u_ol1 ~!Y ,_ ...•.. ,". "· .. ·~,--- .. -; .. ~ _ 
- Quantities administered sufficient to keep patient s~dated 

Two experts (one of whom is a clinician in geriatric medicine) were asked to look at 
these 4 cases, specifically to consider: · 

• 
• 
• 
• 
• 
• 
• 

How patients managed 
Clinical practice 
Roles/responsibilities for case - issues of duty of care 
Diagnosis/prognosis for each patient 
Evaluation of drug regime 
Adequacy of records 
Justification for decisions 

The families concerned are not aware of this review but will need to be notified of. 
the outcome. While a detailed report is awaited (late September/early October) the 
immediate concerns of the two experts are: 

• quantity of drug 
• continuous administration 
• no recorded review of quantity and administration 

Superintendent James explained that the only offence for which police can 
· prosecute is that of manslaughter/gross negligence. As such they: 

• must establish there is a duty of care 
• prove a breach of duty of care 
• must establish that the breach led to death 
• that the clinician(s) involved were so grossly negligent as to be criminal, i.e. at 

such an extreme it is criminal. 

The situation is problematic because it involved a doctor and a nurse, and although 
the report is not completed, the initial view of one of the experts is that the 
threshold of the extreme of "grossly negligent" has not been reached. Nonetheless, 
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Supt. James believes that whatever the outcome, there remains a residual anxiety 
about the quality of care and talked about a culture that may have evolved on the 
ward over a period of time: 

• colloquially known as "dead loss ward" 
• "Patient in danger of talking himself into a syringe driver" 

l-Ie also raised a concern that over a period of 5 years one doctor had been 
responsible for certifYing the death of 600 patients, over two thirds of which were 
bronchopneumonia. l-Ie acknowledged that in a palliative case centre there are 
bound to be a large number of deaths, and the numbers quoted would require a 
more detailed examination to draw a paper conclusion. Nonetheless Supt. James 
had no access to other information, which would enable him to draw an 
appropriate/reasonable conclusion. 

Supt. James felt that the fact so many organisations aware eminated from his 
discussion with one individual who had then felt a duty to report to professional 
''oody and Cl-11. 

The press are maintaining a keen interest in the issues. 

Next steps 

• ~~=~~-~-/will write and thank Supt. James for providing information and maintain 
'·-co-n"tact with him 

• L~;~~-~1 to include information provided in report to investigations and fast track 
clinical governance review board 

• [~~di~~lo attend programme board meeting (as r~~~-:~ and!~-~::-;] on leave) • [-~~~~-~r to inform Supt. James of outcome of prO"g-ramm~-·ooard meeting on return 
·-·-fia·m leave 

• C~~~~~-~~-.A~~~~~~1scuss in confidence with Review Manager undertaking cgr of the acute 
hospitals in Portsmouth, particularly the way in which information about cgr 
targeted 

• i~iii~~l disc(iuss railability of["~:~:-~) or ~~:~:·~/for stakeholder events with review 
manager . Pcrrrsrv1"""th) ·-·-·-·-·· '-·-·-·-' 

• i-~~~~-;ito circulate notes of meeting to: 
L--·-·-·-) :-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

: on 
i ! 
i ! 

~ i Code Ai 
i ! 
i ! 
i ! 
i ! 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

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

iCodeAi 
i ! 
i ! 
i ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 
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HEALTH: NHS Trust accepts it caused unnecessary distress to families of terminally ill patients-

Hospital faDed relatives 
HEALTH chiefs today ad~. 
mitted failing the rela
tives of terminally ill pa
tients by not keeping 
them informed over the 
pain relief drugs their 
loved ones receive. 

They accepted they caused 
unnecessary distress to rela
tives by not involvin{: them in 
decisions to give drugs to dy
ing patients. 

The announcement followed 
an independent inquiry into 
the death of an elderly woman 
at Gosport War Memorial Hos
pital. 

An action plan was drawn 
up last month by health boss
es as a result ·of the findings 
of the review called by the 
dead woman's family. 

Portsmouth · HealthCare 
NHS Trust, which runs the 

by Rebecca Ellinor 
Heallh reporter 

community hospital in Gas
port, said action had already 
been taken including a. policy· 
to keep patients and relatives 
informed when pain-relieving 
drugs were first given. 

Max Millett, chief executive 
of the trust, said the existing 
procedure was insuiTicient 
all(! had not be followed close
ly enough by staJT. 

'We realise we can't rely on· 
individual staff and we now 
have writte11 guidelines to' pre
vent distress being caused to 
family when they were not be
ing kept informed .how their 
relatives were treated. 

'Issues include communica
tion between doctors and nurs
es when patients continue to 
deteriorate and pain relieving 
Llrugs need to be given.' 

. . 

'::Watchdog to investigate care of. elderly patients 
. . s . 

.. THE NEWS comes as ll was 

. ~iinounc6~ ~~~~an !(!dependent . 
•. hea.llh. Y\'ill9h~pg is set to · 
i lnv~~llgata. ~(In! of .~;~lc!~rly 

patientS. at th~ Gospor1 
· comml.lnlly hospital.. . . 
. · Official$ from lh~ Commission 
for Heallh.lrnprovement {CHI) 

· have launched a: probe at the 
\_f:o~pi!al whl~h Gould resull in 

· sweeping national ctwng!3S in 
the W?-Y ·drwgs are given to 
r:;!derly paljent&. 

Ell~abettJradd, dirf!clor of 
nursing at the commission, will 
lead a tearri, of six or more who 
will hold lhE inquiry over 24 
weeks. . 

As a result o( _their findings, 
which will b3 made P\Jblic, 

( :·.. . . ... : /· .: . . ~ ,. . :. _ .. , 

Helatives will be informed 
when terminally ill patients 
are first given pain relief 
ctmgs. 'l'hey will also be given 
!he chance to question the doc
tors' decision throughout the 
patients' stay. 

'J'he hospital has been adapt
ed and workshops have been 
held to better train stan· how 

to conunLnicate with rela-
tives. _. 

'We rev'iewed the written 
policy and :.guidelines for man
agement of pain to build in 
more contact with relatives 
and to make sure starr are 
quite clcur. how to communi
cate that,' Mr Millett said. 

'We revised bits of paper 

recommendations could be 
rnade that may lead to national 
chang~;Js in the NHS. 

In particular, it will look at 
arrangements for the 
administering ol drugs, 
responsibility ol patient care and 
the transfer of patients between 
the war memorial hospital and 
oth~r hospitals. 

that lay out how pain should 
be managed, when used and 
how next of kin and relatives 
are infonrJed.' 

Helatives cai1 object tu the 
administering or pain relief 
but it is still ultimately up to 
the tli~c:tor responsible for the 
patient to decide whether 
tlrugs are given. 

···-------=====""========"---"'-------'---------------------
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WEDNESDAY 24TH OCTOBER 2001 

HoSpital investlga~~Od, 
may brin~ @.S -ch,arige; 
AN inve~tigation . by a. h:alth· by. R~be~ca Ellinor ~ 
watchdog of a Gosport _hospital · Health reporter · · 
could result in ·sweeping national In particular, it. will. look at ar·; 
changes with. the way drugs· are rangements for the administering . 
given to elderly· patients.: · . · of drugs, responsibility of patient ; . 
, AS reported in The News yester· care and. the: transfer of patien~s, 
day, officials from QJ.e Commis- .. between .the war memorial hospi- j 
sion .· for. . Health Improvement tal-and other· hospitals; · , .. · 
(Gill) have launched a probe at . ·The inquir}r at th'e Gosport corn-· 
Gosport ·War 'Memoriar Hospital . munity· hospital, is .~e seventh 
in the· wake of a six-month police special -investigation .. the CHI has 
investigation futo the .deaths:of er- been· . involved. with . in its 
derly patients. ·· - · 18-'month history. ... ~ . 

Elizabeth Fradd • .'dire'ctor · of. .- · MrS Fradd.,said t11e coinmission 
.nursing:· at . the, conimission •. 'will only_ ~hoos~s- to. press· ahead. with 
lead . a :six-or-more strong· teq.m ... those · inquiries.. _where . they be
who willhold .the inql:lii"Y pver 24 'lieve.~the Nation~ .. fl:ealth Serv~ce 
weeks;:--:···'· ·· · ... :-': ·. . -haslessons·tolearn •. ;:.. .. 

. As . a result ·of. thell- firi.dings, ···. She .. said: 'Given ciiJ. Uie informa
which Win be made public; recom~: tion" we are Jed. to believe there 
mendations could. be ~p.ade' .that are.. things worth looking at and 
epd .iri .national· changes .. m the exploring at. the Gosport War. Me-
N!iS"I ·" .1,· :J . J : •• _ • • : .. ~-.~···~!~·.,.'.~~··:.~.· i·-~ .. m.orial Hosp~t?L; .... "\:..:,~ . . '!) .. >i~"t.· 

- ...... -·- .... -- -- -· . - ... - .... -.... - - - - . 
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A PROBE has been launched at 
Gosport War Memorial Hospital 
by a government health watch
dog into patient safety following 
concerns over the quality of 
care for elderly patients. 

The 24-week investigation by the Com
mission for Health Improvement was 
launched after concerns were raised over 
the level of care older people have 
received at the hospital. 

Concerns have been raised by families 
of nine people who died at the hospital. 

Local organisations and members of the 
public are being urged to talk to investi
gators about their experiences of care for 
·lder people at the hospital in a bid to 
tetermine whether standards at the hos-

. .. . tal are being met. 
CHI chief executive Peter Homa said: 

"CHI is undertaking this investigation to 
look into concerns over the quality and 
culture of care that patients, who are 
elderly and particularly vulnerable, have 
received at Gosport . War Memorial 
Hospital. 

"The trust, which runs the hospital, is 
keen to work closely with us to address 
these concerns and work to improve the 
quality of care provided." 

The investigation will start a week-long 
visit by inspectors at the hospital in 
January where they will visit wards and 
theatres and interview staJ:I and former 
patients. 

!'vir Homa said: "The findings of our 
investigation will result in lessons for the 
whole of the NHS and this is especially 
important at a time when community 
and primary care services are undergo
ing major change." 

The CHI investigation will centre on the 
.!ministration of drugs at the hospital, 

transfer arrangements for patients 
between Gosport War Memorial Hospital 
and other local hospitals and the clarity 

· INQUIRY: Gosport War Memorial Hospital. 

By Sian D:av!es + 
sian.davies@ soton-echo.co.uk 

of responsibility for patient care. 
Today, officials at Portsmouth NHS 

Trust, who run the hospital, welcomed 
the investigation. 

Chief executive Ma.x Millett said: "We 
welcome the commission's visit and its 
review of the service we provide for older 
people at Gosport War Memorial Hospi
tal. 

"We hope the CHI visit will help reas
sure people about the care provided 
today and allow us to demonstrate the 
progress we have made in service provi
sion over the past two or three years." 

The latest probe follows an inquiry by 
detectives into allegations of unla\viul 
killing at the Bury Road hospital. 

In April prosecutors examined files con
cerning the death of 91-year-old !-~~-.;-.t&"s 
c·coi:lei\··; whose daughterr·····cO"CitA"--k 
Kenzle""claimed she died as···a··resiliC'of 
mistreatment at the hospital. 

However, prosecutors found insuffi
cient evidence to press charges against 
the hospital and despite a public meeting 
with Portsmouth i\i11S Healthcare chiefs 
Mrs MacKenzie insisted her mother's 
death could have been avoided. 

Mrs Richards had been admitted to the 
hospital L'1 August 1998 for rehabilitatio!1 
following surgery on a damaged hip at 
neighbouring Royal Haslar Hospital. 
C~~~~~~~~-~~~~~---~~~~~~J. 67, of Eastbourne, East 
Sussex, told the Daily Echo: "I am not sat
isfied that my mother was treated cor
rectly." 

A new investigation was launched in 
September by Hampshire Police Major 
Crime Unit into Mrs Richard's death 
along with claims from eight other fami
lies over the death of relatives at Gosport 
War Memorial Hospital. 

A report into the findings of the CHI 
investigation will be published in a year. 

GMC100891-0130 
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From: Commodore T J BARTON Royal Navy @ 

i-·-·-·-·-·-·c-o<ie--A·-·-·-·-·-·1 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Commisston for Health Improvement 
FREEPOST 
LO~·r 15399 
LONDON 
ECIB IQW 

.. .. . ...... :.,~- ........... -;;-_;_ .: 

Naval Assistant to Naval Secretary 
2SL/CNH Headquarters 
Rm 165 Victory Building 
PP72 
HM Naval Base Portsmouth 
Hants P01 3LS 

Te I: ("-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

Mil: (i Code A i 
Fax:~ ! 

L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

23 November 2001 

• '· •• ~ ""'·:.- -~. - -"4 •• - •• - _---~ 

As a member of the public, who is not part of the NHS, but someone who has been closely 
associated with it and the Gosport War Memorial Hospital (GWMH) for many years, I would like 
to make a few general observations about the NHS and raise some specific points which I believe 
have a direct bearing on your investigation at the GWMH. 

The ethos of a Health service that is free at the point of delivery is morally very laudable, however 
. it shifts the rigor of establishing affordability from the individual and passes it to the Government. 
As the expectations from such a service will always exceed the money we are prepared to pay for 
it, these expectations must be curbed to the point where there is broad parity to the resources 
available. While the present policy of appeasing the public opinion by blaming the deliverers of 
health care for the shortfall may be a short term expedient, it does not address the underlying issue. 
In fact, it is inflicting deep seated and long lasting damage by eroding morale of the people that we 
rely on to deliver the care. I have never known morale to be at such a low ebb and regrettably it 
continues to drop. I cannot see this trend changing as long as the present blame culture persists. 
The emerging evidence that output continues to decline, despite all the additional resources being 
pumped into the NHS, is in my opinion, a clear indication of just how significant morale is to the 
delivery of health care. The deliverers of health care, who contrary to Public perception, are, with 
very few exceptions, caring competent people working extremely hard, in very stressful conditions 
who feel unsupported and vulnerable.; 

My wife, a very competent General Practitioner, who until April 2000 worked as a Clinical 
Assistant in Elderly Care at the GWMH in addition to being a minimum full time GP, has been 
through hell and back as a result the "Blame" culture that is being/inculcated throughout the NHS 
and indifferent management by the Portsmouth Healthcare Trust. e!! this instance the Staff Qt the 
G~MH have been made the scapegoats for a decision by the Healthcare Trust to change th! role A, '3 
of the G\VMH without roviding ade uate facilities (Enclosures 1 & 2). To date, she has been 
subject to two separate Police Investigations, appeare before the disciplinary board of the GMC 
and has been subjected inappropriately (Enclosure 3) to the scrutiny of the "Failing Doctors 
Scheme" all for the same allegation over a period lasting a staggering 3 years. In addition she was 

INVESTOR lN PEOPLE 
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subjected to trial by the media that included attempts by the local press to interview me outside my 
home at 7 am in the morning. Each of these protracted and extremely stressful and deeply 
humiliating procedures concluded that there was no case to answer and all were characterise~~ 
cop1plete lack of support from her employers. Indeed she was suspended from her position, as 
Chair of the PCG by the Health authority after the finding ofthe various investigations had found 
there was no case to answer pending the outcome of undisclosed ongoing investigations, which 
presumably include CHI (Enclosure 4). As there appears to be no end to this process she has felt 
obliged to resign. 

While there should be no let up in the drive to root out the tiny number of criminal and negligent 
healthc~re prvfessivi-.u.!5 ~ht·eurrent emphasis is disprvportionaHothe size of~he problcm. Unless 
there is a more equitable balance between protecting the interests of patients and supporting the 
deliverers ofhealthcare, the decline in morale will continue, and could ultimately lead to the 
collapse of the current system. 

. 
What are the solutions? The allocation of adequate resources is essential but there is a danger that 
these additional resources disappear into the black hole caused by the endless rounds of 
reorganisations and restt.uctur.ing. thistnanagement.chuming is custly, provides a ready method cif 
obfuscation and does not address the issue of lack offunding. The present blame culture must be 
replaced with some form of positive underpinning for healthcare providers. Most importantly, 
patients must be drawn into the cost-containment process to reduce the gap between expectation 
and affordability. 

Sadly the frenzy of adverse publicity that accompanied the announcement of the CHI investigation 
coupled with the associated literature perpetuates what I can only describe as the institutionalised 
bullying of health care deliverers by an unstoppable bureaucratic juggernaut. If the management and 
treatment of staff at the Gosport War Memorial Hospital is an indication of Human Resource 
management in the NHS as a whole I am amazed that we have a service at all. 

As an interested outsider can I urge that during your investigations due consideration is given to 
the staff, who continue to give of their best without support from their management. Some 
recognition ofthe devoted care they have provided to hundreds of frail and vulnerable people 
would be a refreshittg change. 

Finally I have enclosed copies of four letters to help in your deliberations about the process. You 
may find it significant that only the letter dated 28 April 2000 was deemed wort,of an 
acknowledgement. 

Yours sincerely. 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

' ' 

I Code AI 
i i 
i i 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
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Dr lan Reid ~- ... ' .. 
Clinical Director '"-"''' 20{Jf 
Elderly Medicine 
Portsmouth Healthcare Trust 

REC!fYID 2 6 NOV 2001 
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Or Jane Barton 
Clinical Assistant in Elderly Services 
The Surgery 
148, Forton Road 

Gosport 
HANTS P0123HH 

Tel 02392583333 
28th January 2000 

(j) 

CLINICAL ASSISTANT ELDERL V MEDICINE GOSPQRT WAR MEMORIAL HOSPITAL 

I feel that this is an opportune moment to examine my post for a number or reasons. 

'~" ·' · ·-·- .,, .. ,--Firstly the.":) is ::J rrer.!!~~ .:!-.review of the.arrangement Df Bder!y Servic8~ and th~ir 

relationship with future Primary Care Trusts and a future Trust configuration .These will 

undoubtedly impact on the future use of present continuing care beds throughout the 

District. 

Secondly the Clinical and Managerial Integration between the Hopsitals Trust and 

DSCA and the possible future implosion of acute work at Haslar will have c{ major effect 

upon the types of subacute and post acute care offered at Gosport War Memorial 

Hospital in reconfigured services on the peninsula in the future. 

Thirdly and perhaps more relevantly at the moment, the type and throughput of patients 

• who are currently using our beds is completely different from those I looked after when 1 

took up the post twelve years ago.The types of patients and their medical conditions 

have changed markedly and perhaps this issue has not been looked at comprehensively 

within the Trust. . There is no such thing as Continuing Care nowadays, and Palliative 

care is something that I do perforce without a great deal of specialised back up. 

At a clinical level this manifests itself in a number of ways, the most strikingly obvious of 

which is the expectations of patients and their relatives. 

In part I feel that this stems from a mistaken perception that Gosport War Memorial is a 

Hospital with a capital 'H', ie resident medical staff and full on site resuscitation facilities. 

lt is atso apparent during discussions that relatives take the word rehabilitation literally 

and expect a much higher level of care and expertise than the current staffing levels and 

my time allow. 
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Whereas as recently as three years ago I would expect to spend a specific period of 

time with a worried relative over and above the normal consultation process once every 

few weeks, currently I find myself having to do this on a more frequent than weekly basis. 

In addition the climate of complaint, litigation and actual prosecution fuelled by intense 

media interest at present in care of the elderly and the issue of dying makes my position 

. as a General Practitioner attempting to provide day to day care extremely difficult. 

I am finding the pressures on me to continue to provide what I consider appropriate 

care for patients, proper consultation with their relatives and support of my hard pressed 

nursing staff almost intolerable. The current Police investigation into a charge of 

• ,~ attempted murder only serves to highlight the almost impossible task faced by a team 

. -•• ~ i•' ";!"<----~"'-'-· 

I would be most grateful if you would give this matter your earliest attention as I feel that 

the issue is placing considerable stress on the nursing staff and I personally feel 

extremely vulnerable to litigation for reasons that are outwith my control. 

Yours Sincerely 

Jane Barton 

Copy to Dr A Lord 

Max Millett 
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Dr .J A Barton 

Personnel Director 

Portsmouth Healthcare trust 

St J ames Hospital 

Portsmouth .P048LD 

Clinical Assistant in Elderly Services 

148, Forton Road 

References: 

a. My letter 28.1.2000 

b. My letter 22.2.2000 

.--·-·-·-·-·-·-·-·-·~ 

Dear 1 Code A i 
i ! 

Go sport 

Tel 023 92583333 

28th April 2000 

to Clinical Director Elderly Medicine 

to Dr [_-_~-~-~-~--~-_](copies of both letters attached) 

Over r~cenC~onths 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. 

My original contract of employment signed in 1993 indicates I am required to 

give you two months notice. However, I wish my serious concerns and 

anxieties to be placed on record during the notice period. 

Yours sincerely, 

r·-·c·o-de·-·A-·1 
i, __________________________________ j 

Copies to: 

M Millett 
r·-·-·-·-·-·-·-·-·-·-·-·-·----~ 

i ! 
i ! 
i ! 

/Code AI 
i ! 
i ! 
i ! 

! _____________________________ j 
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! CodeA ! Dr Jane Barton 

L--·-·-·cfiieFExec1iHve ___ Healfh Authority 

Finchdean House 

St Marys Hospital 

Chair Gosport PCG 

11, Village Road 

Alverstoke 

Portsmouth IJuly2001 

Following a visit from your Director of Public health at extremely short 

notice last Friday 28th June I understand that I am being investigated 

under the 

''Local procedure for the identification and support of primary 
.-•.•.. -.. .-: • • • • .. • .... ¥:f_<-.-:,,.,· ---~--- ·-··... -

care medical practitioners whose performance is giving cause for 

concern". 

In addition it is fel t by the Health Authority that 

the Chair of the Primary Care Group. 

I should stand down from 

IS REFERRAL TO THE "FAILING DOCIQRS SCHEME" THE 

APPROPRIATE PROCEDURE? 

I was informed that the referral to this procedure, which will investigate 

all my General Practice activities, is as a direct result of my appearance 

the previous Thursday in front of the Interim Orders Committee of the 

GMC. 

This appearance concerned an alleged criminal case, which has been 

ongoing for three years and is known to you. The incident took place while 

carrying out my d:uties as a Clinical Assistant working for Portsmouth 

Health Care Trust in August 1998. 

The GMC committee considered all the evidence and determined that it 

was nut necessary for protection of members of the Public, in the public 

interest or in my own interest that a suspension order should be made. In 

other words in their v iew there was no case to answer. 
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Notwithstanding the findings of the above, the Health Authority has 

decided to proceed now , some three years after the event, with the Poor 

Performance Process whose grounding principles supposedly include a 

prompt and effective raising of matters, the confidence of ail parties 

involved and protection of doctors against vexatious allegations (Section 

2.1) 

GMC100891-0137 

. Under Section 3 of the terms of reference for the Performance procedure it 

states that that there are two separate parts to the process; the first of 

which, the performance screening group which can be called at short 

notice, determines the appropriate course of action. I have been informed 

that this part of the process has been convened and that my case has been 

referred directly to the second stage performance reference panel 
···~ ~~, ..... "'.r -~- -- . . . 

without any consultation with me or screening group having any 

knowledge of the details and findings of the GMC enquicy. 

In addition, the guidance (section 4.2) states that criminal activity should 

be directed to the correct process rather than being considered under the 

Poor Perfonnance Procedure. Does not an appearance in front the GMC 

constitute the correct procedure? 

MY PQSITION AS AN EMPLOYEE OF THE HEALTH AUTHQRITY 

I was asked at the same interview whether I felt it was appropriate for me 

to continue to represent the Health Authority in public in my role as Chair 

of the PCG. As I do not consider I have done anything wrong, a view 

supported by the GMC , I can see no reason to do this. However, if the 

Health Authority do not feel it appropriate for me to represent them in 

public then you should suspended me from my position with an 

unambiguous statement giving the reason for this. 

Having worked for you for some years during which time I have always 

had immense respect for your fairness and balanced views, I am conscious 

that the tone of this letter is contentious, but I do feel there is a worrying 

underlying moral principle about the protection of doctors once the 
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unstoppable momentum of complaint and investigation has begun. This 

post [~~~-~~-~~]'yard arm" clearing culture with the associated ritual 

GMC100891-0138 

humiliation, leaves the medical profession unacceptably vulnerable and 

the long term consequences this will have on recruitment and retention 

will be devastating. 

DrJ ABarton 
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Ref: JB/VB/L 1 

r-·c-oCI·e-·-A·-·~ 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

IOW Portsmouth and SE Hampshire 
Health Authority 
Finchdean House 
Portsmouth 
P036DP 

r·-·-·-·-·-·-·-. 
i ! 

Dear R Code Ai 
i·-·-·-·-·-·-·-! 
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Fareham and Gosport fi!/;kj 
Primary Care Groups 

Unit 100, Fareham Reach 
166 Fareham Road· 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

01 November 2001 

As briefed by !--~-~-~~--~} a couple of weeks ago, CHI has been called in to investigate the 
process of patient care at Gosport War Memorial Hospital since the complaints of 1998. 

1 finct it tragic that after 24 weeks of intensive work including further traumatisation of dedicated 
Clinical staff at the hospital, a report will be produced to coincide with the dissolution of the 
Healthcare Trust as it becomes part of the PCT. The cynic in me would go so far as to believe 
this is a deliberate ploy to avoid resolving this sorry episode before the beginning of April next 
year. 

lt also leaves open the implication that in addition, any furtt)er complaints, which would appear 
to be inevitable judging by the media frenzy that accompanied the announcement of the CHI 
investigation could be referred back to the police, GMC or UKCC, further extending the three 
years of misery which this indifferently handled episode has caused. 

For my own part I can not morally justify drawing a salary and adding to the enormous financial 
cost of this unmanageable bureaucratic process which should be being spent on patients 
without being able to fully contribute. I feel it may already be being said in certain quarters that 
I am drawing a salary for doing nothing. 

Not withstanding the fact that the original investigation of the criminal case against me and your 
Local "FaiHng Doctors" procedure have found that there was no case to answer I can see there 
being no speedy conclusion to this matter and further, no prospect of my being reinstated as 
the Chair of the PCG. 

I therefore feel forced to tender my resignation. 

Yours sincerely 

r-c-~·~i~·-·pJ 
! i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

11 Ill 
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Commodore T J Barton 
Naval Assistant to Naval Secretary 
2SL/CNH Headquarters 
Rm 1 65 Victory Building 
PP72 

Finsbury Tower 

103-105 Bunhill Row 

London EC1Y 8TG 

Telephone: 020 7448 92.00 

Fax: 02.0 7448 9222 

Text phone: 02.0 7448 92.92. 

www.chi.nhs.uk 

HM Naval Base Portsmouth 
Hants PO 1 3LS 

Dear cr-c·c;·(ie·-·A I 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Direct Dial: 020 7448 9323 
Email: julie.miller@chi.nhs.uk 

www.chi.nhs.uk 

Th k f 1 d 1 f N b h. h r-co.cie--A·-·: 
an you or your etter an enc osures o 23 ovem er 2001, w 1c "---·-·--·-·-·-·-·-·-·; 

forwarded to me as the ledd mana!;,rer for the Com:;1iss~c:-: for ~~::!~~h ~mprovement 
(CHl) investigation at the Gosport War Memorial Hospital. 

1 have noted your comments around the need to strike a balance between protecting 
the interest of patients and supporting those who actually deliver care. CHl is 
committed to working with the NHS to create an open, blame-free culture in which 
lessons can be learnt from mistakes. 

1 would like to reassure you that CHl's approach places the patient at the heart of all 
our work and does not seek to allocate blame. All of our reports are non-attributable 
and are made public. CHl has no statutory remit to re-investigate cases involving the 
care of individual patients. ln its investigations CHl seeks above all, to establish 
whether the systems and processes followed by healthcare organisations support good 
quality patient care. 

CHl does fully appreciate the !:t!"ain both your wife and other members of staff have 
been under in recent years. 1 have already met with the main unions supporting staff 
at the trust, together with the Local Medical Committee, in order to give staff 
reassurances about CHl's methods of working and outline how staff can contribute to 
the investigation process. 

For your information, 1 have enclosed a copy of the investigation term of reference 
and an information sheet together with some more general information about CHl. 

Thank you once again for your contribution to this investigation. 

f.Y.oms . ..s.im:.e.re.lv •. ______________________________________________________________ , 

! CodeA ! 
t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

r-coCie-·A·l 
i.-·-·-·-·-·-·-·-·-·-·-·-·-i 

lnvestigations Manager 
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Restricted - Investigation ® 
To: r-·-·-·-cocie-·A-·-·-·-) From: 

'1\P-~CP-S(Hf" ____ ; 
Date: 
Copy: 

~--c-~d-~--~J 
! i 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

SERO Briefing Unit 
21 June 2001 
See e-mail 

SUI: SUSPICIOUS DEATHS AT GOSPORT MEMORIAL HOSPITAL 

Issue 

1. You asked for an updat~ __ QD._.Q!.Y_.P.?:i.!l~!e of sth April on this SUI. You will also 
· • ! C d A i .--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· .--·-·-·-·-·-·-·-·-·-·-·-·· • 

have seen e-mmls :froml ____ ~C?·-~·-·-·-·-·-·1 andt. ________ ~<?.~~-t\ _________ :to i._ ____ ~.c?.!l_e...~_._j cop1ed to 
r-·-·-·-·c·o-de·A-·-·-·-·; about the case ofDr Jane Barton, one of the doctors mentioned in 
'ffiy.oi1i1i1aliioi~. 

L.. D{~~~~~~~~jappeared before the GMC's· Interim Orders Committee yesterday. · 

3. Robin and Paul's e-mails set out the background to the GMC hearing. At the time 
ofMrs Ri.chards' death Dr Barton, a Gosport GP, was also working as a clinical 
assistant at the hospital a couple of sessions per week. [~~~?_Ci~~~A~Jn resigned from 
that post last year and now works solely as a GP. f"-Code-·A--)is also Chair of the 
Gosport Primary Care Group. '-·-·-·-·-·-·-·-·-·-·-·' 

4. The police felt it appropriate to notify the GMC and UIZCC of their investigation. 
As part of that investigation,[~~~~~~-~~-~A:~~~] consultant, Dr Lord, Dr Barton and 
the relevant-nursing staff were interviewed . 

5. L~~~~~~~~i.A~~~J has not bee[==~c_ij.~)~~~~~~~~1 any criminal offence. The case has been 
referred to the Crown Prosecution Service (CPS). 

IOC decision 

6. The IOC decided not to make an order against Dr Barton. The Committee was 
reluctant to do so in the absence of an expert report. 

7. The GMC was aware that asking IOC to consider the case, while the CPS was 
considering the police report, carried some risk but was of the view that an early 
reference was required. The GMC will obtain the appropriate expert report and 
liase further with the police. 

Conclusion 

8. This decision does not mean that GMC interest in Dr Barton is at an end. The IOC 
may revisit her case based on the expert report and CPS decision. 

rEC>iie-AI 
'-·-·-·-·-·-·-·---! 

. - . ·1!-: -~· .• ~·· 
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Restricted - Investigation 

SERO Line to take 

The Crown Prosecution Service is still considering the case of Mrs 
Richards. It would therefore be inappropriate to comment at this time. 

~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

I Code AI 
i i 
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Restricted - investigation 

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

r-·ca·a-e ___ A b 
5-·1\iJi!Tioor-·-·-·-·-·-·-·· 

From: 

Date: 
Copy: 

Code At 

. . '-·-·-·-·:::-·-·-·-·-·-·-·-:-·-·-·-·-:-·-·-·-·-·-·-·-·-·-·-

SUI: PORTSMOUTH HEALTHCARE NHS TRUST- SUSPICIOUS DEATHS 
OF PATIENTS 

Issue 

l.The purpose of this minute is to inform PS(H) of stories in The Portsmouth News 
highlighting a police investigation in to the death of a patient at the Gosport War 
Memorial Hospital in 1998. 

2. Subsequent to the initial story, Portsmouth News has identified two further cases 
that are expected to be referred to the local police. 

Background 

Richards case 

3. The local police carried out an investigation in to the death ofMrs Gladys Richards 
who died at the hospital in 1998. In August 1998 the Trust received a complaint from 
Mrs Richard's family about the care she received. The complaint concerned the 

· · · · · _ · · r·-·-·-·-·c-;d"e·A"·-·-·-·-1 · adm1mstrat10n of d1amorphme the family beheved '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.was g1ven 
excessive dosages. As well as receiving treatment at Gosport, r-·-·-cocte_A_·-·-·l also 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
received care at Royal Hospital Haslar. The complaint was fully investigated by the 
Trust and no evidence of inappropriate care was found. 

4. In the Autumn of 1998 one ofMrs Richard's daughters alleged that her mother had 
been unlawfully killed. A police investigation followed and the papers on the case are 
currently with the Crown Prosecution Service (CPS). The Trust co-operated fully with 
the investigation, as have staff at Haslar. 

GMC100891-0143 



Restricted- investigation 

Additional cases 

5. Following publicity on this case, Portsmouth News has also been talking to the 
Trust about allegations from the family of a second patient. This case was also the 
subject of a complaint to the Trust. The complaint was subsequently referred to the 
Health Ombudsman and was not upheld. 

6. The family in this case is plmming to present a dossier to Gosport police today (5th 
April), asking them to investigate a possible unlawful killing. This infom1ation was 

presented to the Trust on 4th April by Portsmouth News, not the patient's family. It is 

now expected that the News will publish the follow-up story tomorrow (6th April). 

7. Portsmouth News also claims to have identified a third case. This case was not the 
subject of a complaint to the Trust but, again, it is expected that the police will be 
approached. 

NOT IN TIIE?UBLICDOMAil"; 

8. There are factors common to all three cases. The consultant was the same, as was 
the clinical assistant who is a local GP. However, all three cases followed a similar 
route from Haslar to Gosport, which could have influenced which clinical staff were 
involved. At this time there is no evidence to suggest that this is a factor in any of the 
cases nor has one clinician has been identified by Portsmouth News. 

Local Media interest 

9. In the course of the police investigation in the Richards case a number of other 
deaths were examined but Mrs Richard's is the only case currently under 
investigation. A Portsmouth News joumalist was informed of this by the family, 
which was unhappy about the length of time the police had taken with the 
investigation. The joumalist erroneously picked up a story that the police were 
checking 500 other deaths at the hospital. Although the police have told both the 
Trust and the joumalist that this is not the case, it is understood that the News is still 
likely to run the story before a decision is made by the CPS. 

Trust action 

,---c-~-~i;·-~4J 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

10. In the !-·c·~-d;;·Abase the Trust has taken the following lines: 
i.·-·-·-·-·-·-·-·-·-·-i 

• The Trust takes the safety of its patients very seriously. 

• The initial complaint regarding Mrs Richard's treatment was 
investigated and no evidence of inappropriate care was found. 

GMC100891-0144 
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Restricted - investigation 

• The Trust is aware of the police investigation at Gosport War Memorial 
Hospital and has co-operated fully. This is the only case at Gosport 
War Memorial Hospital being investigated by the police. 

• The Trust is awaiting the decision of the Crown Prosecution Service 
(CPS) and is unable to comment further on the issues whilst the case is 
with the CPS. 

Second allegation 

11. On the second allegation the Trust has responded to the Portsmouth News by 
acknowledging that a complaint had been investigated by the Trust, that the Trust had 
co-operated fully with the Health Ombudsman's investigation and that the 
Ombudsman had not upheld the complaint. 

12. The Trust has also.~_a.icithat.it.wiUJulJxco-.operate with any police investigations __ 
in to this or other case. 

Conclusion 

13. Although there are factors common to the three cases mentioned, there is not 
sufficient evidence, at this time, to suggest that these deaths are linked or are the 
result of foulplay. 

14. I will ensure you are kept up to date with any developments. 

SERO Lines to take 

• The case of Mrs Richards is currently being considered by the Crown 
Prosecution Service, therefore it would be inappropriate to comment 
at this time. It would also not be appropriate to comment on any cases 
that are the subject of a police investigation. 

• It is understood that the police are not investigating a large number of 
cases as suggested by The Portsmouth News. 

r-·--co-de--A----1 
'Riil-crou·EB'f 
Ext32519 
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Restricted- investigation 
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i cod e·-·A-·-·i From: 
i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date: 
Copy: 

r·-·co.cie ___ A_l 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

30 July 2001 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· -·-·-·-i 

Code A 

L--·-·-·-·-·-~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
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!-.R ~ 

··~, c· _._ ... Sul: ']>UR"'tSMODTH IIEALTHCARE'NiiS TRUST- SUSPICIOUS DEATHs· 
OF PATIENTS 

Issue 

1. The purpose of this minute is to inform PS(H) of a story in the Sunday Telegraph 

on 29th July 2.001 highlighting a police investigation in to the death of a patient atthe 
Gosport War Memorial Hospital in 1998. 

2. The story was originally run in the Portsmouth News in April2001 and the Sunday 
Telegraph story appears to be lifted directly form the original News article. 

Background 

' 3. The local police carried out an investigation in to the death ofMrs Gladys Richards 

who died at the hospital in 1998. Our previous briefing on sth April2001 refers. 

4. A case against a GP acting as a clinical assistant in the hospital was submitted to 
the CPS, which recently concluded that there was no case to answer in respect of the 
death of Mrs Richards. 

5. Following publicity about the case a number of other families have approached the 
police with concerns about treatment of relatives at the hospital. The police are now 
investigating these claims. 

Local Media interest 

6. There has been no further local media coverage since the original story in April. 

GMC100891-0146 
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Restricted - investigation 

··-·-·-·-·-·-·-·-·-·-·~ 

7. In the L.~?.-~.~--~Jase the Trust has taken the following lines: 

• The Trust takes the safety of its patients very seriously. 

• The initial complaint regarding Mrs Richard's treatment was 
investigated and no evidence of inappropriate care was found. The 
CPS has also concluded there is no case to answer. 

• The Trust will co-operate fully with any police investigations as it has 
done in the past. 

Conclusion 

8. The Sunday Telegraph story appears to be based on the local story of four months 
ago and does not contain new information. It does not reflect the fact that the CPS 

.... -:··_,h:?.~ !low d<?-:~clec. not.to prosewte in.-t]le ca~e ofr·-Co(ie-·A-·-·-! . 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

9. I will ensure you are kept up to date with any_ developments. 

SERO Lines to take 

• The case of [.·~--~--~--~~~-~~~--f\~.-~.-~.-~.-js been considered by the Crown 
Prosecution Service, which has concluded that there is no case to 
answer. It would also not be appropriate to comment on any other 
cases that are the subject of a police investigation . 

~---·-·-·c-o(ie·-·A i 
':t\J.Irc·Ivx:r:r.:a:r:c-·-·-·1 

Ext32519 
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16 October 2001: Briefing for Prime Minister's Questions 

CHI INVESTIGATION OF GOSPORT WAR MEMORIAL HOSPITAL 

1 Accusation 

The Commission for Health Improvement (CHI) is to investigate allegations into 
activities at Gosport War Memorial Hospital. 

2 Facts 

GMC100891-0148 

In August 1998 Portsmouth Healthcare NHS Trust received a complaint from the 
family ofMrs Gladys Richards who died at Gosport War Memorial Hospital. The 
complaint concerned the administration ofdiamorphine - the family believed Mrs 
Richards had been given excessive dosages. As well as receiving treatment at Gosport, 
Mrs Richards also received care at Royal Hospital Haslar. The complaint was fully 
investigated by the'trust and no- evi&:nce of inappropnate care \Vas found. 

In the Autumn of 1998 one ofMrs Richard's daughters alleged that her mother had 
been unlawfully killed. A police investigation followed and the papers were presented 
to the Crown Prosecution Service (CPS). The CPS recently decided there was no case 
to answer. 

Followingpublicity about the case a number of other families approached the police 
with concerns about treatment of relatives at the hospital (claimed in the local media to 
be 9 cases in all). The police are now inyestigating these allegations and a decision on 
any prosecutions has still to be made by the CPS. 

As part of the police case on Mrs Richards, papers on the role of a local GP, Dr Jane 
Barton, were submitted to the CPS. Dr Barton was acting as a clinical assistant in the 
hospital for 2 sessions per week and resigned from that post last year. Dr Barton's 
involvement is still part of the ongoing investigations in the other alleged 9 cases. Dr 
Barton was, at the time, Chair of Gosport Primary Care Group but stepped down when 
the investigations began. 

Dr Barton also appeared before the GMC's Interim Orders Committee (IOC). The IOC 
decided not to make an order against her and requested further information. . 



GMC100891-0149 

CHI was informed of concerns, including allegations of unlawful euthanasia by the 
police and the Health Authority. Other concerns included how patients were managed, 
lines of clinical responsibility, diagnosis and prognosis for patients and management of .. 
drug regimes (reviewed following the Richards case). CHI decided to undertake an 
investigation. Information was received suggesting that the announcement of this 

investigation would be made on 13th October. The. latest information from CHI 
indicates terms of reference have not yet been signed off but are expected to be 

announced on 19th October. 

3 Elephant Traps 

Initially concerns were raised that this had the potential to be another Harold Shipman 
case but there is no evidence to support this. Police investigations are continuing into 
four of the other 9 cases and no decision has yet been made by the CPS on possible 
prosecutions. 

Dr Barton's performance as a GP has been·forinally assessed·under the local procedure
for supporting and identifying general practitioners whose performance has given 
cause for concern. The GMC is awaiting further contact from the police before 
deciding what action to take next. 

4 Lines to take 

• Police investigations have concluded that there is no criminal case to answer in 
· the death of Mrs Richards. It would be inappropriate to comment on any other 

investigations at this time. 

• It would be inappropriate to comment on Dr Barton's position while police 
investigations are underway and enquiries by the General Medial Council are not 
yet concluded. 

• CHI has been made aware of concerns about the treatment regimes for some 
patients at the hospital and is currently considering what the terms of reference 
for any investigation should be. This is a matter for the Commission and they will 
make an announcement once final decisions have been made. 

5 Political Context 

None. This is a local issue, although potentially high profile. 

6 Key quotes 

N/A 
Contact Official: !:~:~:~§oc(e_A_·-·-}! 32715 
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GOSPORT STAKEHOLDER MEE11NGS KEY THEMES 

PA11ENTS, RELATTVES. MEMBERS OF THE PUBUC Et 
REPRESENTATTVES: Cl-11 team met with friends and relatives of 10 
people who had been patients in Gosport War Memorial during the 
investigation period,) and with representatives of the CHC. ln addition, 
we spoke to 5 relatives over the phone and received seven written 
submissions from relatives. 

2 VOLUNTARY STAKEHOLDERS: League of Friends 

3 ,.5..TATIJI_QRY5I~KEHOLDERS: HEALTH AUTHORJIY, __ S.Q.~JA15~R\f1CES: 
l.. .......... ~_<?.~~--~--------... fortsmouth Health Authority), L .......... ~~~~--~--......... J 
(Portsmouth District Council Social Services), T .... coci'e·A------i 
(HampshireCounty Cg:uu.~_i.l._S.o_d511 Services), r----"----co(ie __ A ____ . _____ i (Royal 
College of Nursing), j Code A i (UNlSON) ........................................ . 

L-·-·-·-·-·-·-·-·-·-·-·-·1 

.. -·-·-·-·-i 

4 PRlMARY CARE : i---------Code_A _________ ~ief exec, Fareham Et: Gosport PCG.Lc_o~-~-~.i 
r·c--~d~·A·], Gosport LMC~--~~~~~~~~~~~~~~~~E~~~~~JPortsmouth LMC 
L·-·-·-·-·-·-·-·-·j 

5 MlSCELLANEOUS: Loca 1 MPs 

KEY THEMES FROM STAKEHOLDER CONSULTA110N 

PA11ENTS AND RELATTVES 

• The majority of families or spouses whom we met in person were critical 
of the care their relatives had received at the War Memorial. However, all 
the written submissions, and all but one of the phone calls, from 
relatives were vety complimentary about the standards of care at the 
hospital 

• Relatives who were critical raised serious concerns about the standard of 
nursing care provided on the Daedulus and Dtyad wards, particularly in 
the feeding of patients and help in using the toilet or commode. 

• A small but significant number of patients raised concerns about drug 
administration, particularly diamorphine and sedatives 

• Most of the relatives to whom we spoke had major concerns about 
nutritional matters, including the lack of assistance in eating and 
drinking and the failure, in some cases, to provide any nutrition 

• A number of families raised concerns about the catheterisation of their 
relatives, questioning the necessity for it or concerned about the manner 
in which the procedure was carried out 

• Some relatives were concerned about the humanity of care in the wards, 
suggesting that their loved ones were not treated insensitively 

• Some relatives also complained that they had been treated discourteously 
or insensitively by staff 
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2 VOLUNTARY STAl<El-IOLDERS 

• CHl spoke to a small number of local voluntary groups i~~~-:.i~~i;.~~hg the 
Alzheimers Society, the Motor-Neurone Association and the GWM League of 
Friends. They had considerable praise for the hospital and raised no matters 
of concern about the quality of care provided to older people by the 
hospital. 

3 STATUTORYSTAl<El-IOLDERS 

• Union representatives had considerable praise for trust management, 
particularly their human resources policies. Notable achievements 
included family-friendly working arrangements and a comprehensive . 
policy on helping staff who had been victims of domestic violence. There 
was also praise for the accessibility of senior management to unions, the 
openness of decision-making, the regular briefing of staff about policy 
changes within the trust and the provision of counselling support. 

• Social services officials: Both the district and county council (responsible 
for Gosport since April 2001) considered that communications with the 
hospital were good, although there were concerns about lack of social 
seJVice involvement in patient transfer between hospitals. Main role of 
county soda 1 seJVices, and loca 1 area office in Go sport, is to facilitate 
discharges. Considered to be good multi-disciplinary working in 
developing discharge plans. lncreasing shortage of nursing homes in 
Gosport area leading to delayed discharge from community hospitals like 
GWM. 

• Health Authority: 1t was said that during much of the investigation 
period, communication between health authority and hospital tended to 
focus on physical facilities and activity figures (eg bed occupancy) rather 
than on quality of care or patient outcomes. Co-ordination between 
different parts of the local health economy has greatly improved over the 
last few years, with many examples of constructive joint working on 
seJVices for older people. Priority now for health authority is reducing 
delayed discharges and bed blockages in both acute and community 
hospitals. 

• Primary Care: CHl spoke to the chairmen of both the major local medical 
committees with a link to the Gosport War Memoria 1 as well as the chief 
executive of the new Fare ham 8: Gosport primal)' care trust. 
Communications between the hospital and GPs in the area were said to 
be generally good, particularly in arranging admission or discharge. 
However, there were concerns about failure to liaise with LMCs on 
strategic planning and complaints about consultation on the PCT. GPs 

. raised concerns were raised about the inappropriate use of beds in Dl)'ad 
and Daedulus wards. lt was claimed by the GPs that acutely ill patients, 
some requiring intensive care, were being off-loaded by acute hospitals 
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facing bed shortages. GPs also gave evidence about arrangements for 
drug prescribing/administration and out-of-hours cover for GWM. 

Community Health Council: 

3 MlSCEUANEOUS 

MPs: CHl spoke to two of the local MPs. Neither had any concerns about the 
GWM. lndeed, both felt that the standard of care provided was excellent. 

GMC100891-0152 
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® 
Portsmouth HealthCare fll:~j 

NHS Trust 

OTHER STAFF 

Nurse Consultant AMH (previously Practice Development Co-ordinator) 
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Deadalus 

Philip Beed 
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Dryad 

Dr Ravindrane 
Dr Qureshi 

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

I code AI 
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··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Anita Tubbitt 
Night enrolled nurse 

Sultan 

Code A 

Joint/Others 

____ P..9_!i~.!!!._A ffairs Manager 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Code A 
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12/11/01 14:35 

~~ ~ ,---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-co-ae·-·A-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 
Subject: '·oo-currierin·e-qoe·srK·cc:frtH·orporannnrervrewe·es-·-·-·-·-·-·-·-·: 

[~-~~-~--~] 
Attached is a composite grid to coordinate our information request and act as a check sheet. We'll be 
indexing our information along the headings set out in the top left box A- K. If you could do the same, 
it would make like easier this end and should act as a reference for you. 

f.~~~i~i\J has kept the left hand column blank for you to add any additional documents you think helpful. If 
you could forward those, as well as those highlighted, by 23 November I'd be grateful. In order to gain 
the input of the investigation team, I've asked them to suggest anything we've not covered, their 
deadline is 16 November. If the team suggest anything further, the deadline for return of that will also 
be 23 November. That should then be it. 

I've also attached a list of corporate people we'd like to interview on the Monday pm & Tuesday. I've 
ordered them in the sequence we need to see them. We will be able to interview 3 people 
simultaneously, for a maximum of an hour. I'd rather not get into any more detail in terms of timings 
etc until we have the staff list from you & we can start to plan the whole week. There is a possibility 
that we'd like to see some of these people again on the Friday - so they need to be available then too. 

VChief Executive 
'--Medical Director 
L-N"urse Director 
~kManager 
l/O~rational Director 
V?eysonnel Director 
\....e11ief.Pharmacist 
'--complaints Manager 
l.NED Complaints Convener 

The service/ward staff will follow these interviews. 

Please do give me a call if any of this is unclear. 

Thanks 
:-·-·-·-·-·-·-·-·-·~ 

icodeA! 
! i rc·o-tie-·A-·l 
'rnvesnganons·Manager 
Commission for Health Improvement 
Finsbury Tower 
103-105 Bun hill Row 
London 
EC1Y 8TG 

:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
I i 

i Code A ! 
1---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Any views expressed in this message are those of the individual sender, except where the sender 
specifically states them to be the views of the Commission for Health Improvement. Any unauthorised 
disclosure of the information contained in this email is strictly prohibited. 
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INTRODUCTION TO GOSPORT WAR MEMORIAL HOSPITAL 

The Hospital was built as a memorial to those who died in the Great War of 1914-1918. 
Field Marshall Earl Haig laid the Foundation Stone in 1921. The whole project was 
financed by the local community who made a regular monthly subscriptions, annual 
voluntary contributions, and public fund raising with organised auctions of household 
furniture and fittings, and fetes. Building work began in May 1921, and the original plan 
of forty beds was scaled down to twenty-six. 

Gosport War Memorial is a Community Hospital and it was formally opened by Major ,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" th 
General Sir i Code A ! MP on April 28 1923 complete with its own X-ray 
department. ;tnew._exiei:ls{on was added on in 1932 with the money left over from the 
initial fifty thousand [£50.000] pounds raised for the Hospital. In 1991 the Hospital had a 
further renovation and extensive building development to arrive at the present broadening 
facilities that operates from the premises. 

Included below are all the other wards and services currently available in the Hospital 
before giving a fuller exposition of what Sultan Ward can offer the students. 

DAEDALUS WARD 

This is a twenty-four bedded unit, of which eight is reserved for slow-stream 
rehabilitation, fifteen for continuing care, and one for shared care. 

DRYAD WARD 
A twenty-bedded unit that caters for post-acute medical, surgical, and slow-stream 
orthopaedic rehabilitation. 

MULBERRY WARD 

A forty-bedded unit for the Elderly Mental Health patients. This unit is currently divided 
into three sections, serving the functionally and organically ill patients, however, this is 
been looked into with a view to having two sections only. 

BLAKEWARD 

A maternity unit with ten beds and two delivery rooms. This ward unlike the rest of the 
Hospital functions under the auspices of St Mary's Hospital. 
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DOLPHIN DA YHOSPIT AL 

This is a Day Hospital provides short courses of medical assessment and/or rehabilitation. 
The unit is supervised by two Consultant Geriatricians with nurses on site from Monday 
to Friday. Patients have access to physiotherapist, occupational therapist, speech and 
language therapist, chiropodist and also the services of a dietician should the need arise. 
Occasionally some patients attend the day unit just for Ace and L-Dopa trials. It has a 
capacity for fifteen patients, and they have their lunch in the unit as part of the service. 

PHOENIX DAY HOSPITAL 

This is an assessment unit for Elderly Mental Health patients. It has its own occupational 
therapist, physiotherapist, and Community Psychiatric Nurse. Group Therapy forms part 
of the assessment process in this unit which is open Monday to Friday. ECT is also 
available as a treatment, and a sensory room has recently been established. 

OUT-PATIENT DEPARTMENT 

The OPD has several visiting consultants with differing specialities. The clinics are held 
in the weekday, and the patients are from the local community who have been referred by 
their own GPs. Some patients however, are in-patients who have been admitted for 
medical or surgical reviews or urgent assessment or treatment. At present there is also a 
Minor Injuries department in operation in this unit, but this will be closed on the 31st of 
July 2000, and the service will be taken over temporarily by Haslar Hospital. 

The Hospital also has a well-equipped X-ray, Physiotherapy and Occupational Health 
Departments. The students who are on placement are welcome to visit these units to see 
how they work in conjunction with the other services. There may be occasions when the 
students could take part in the patient's home assessment by the physiotherapist and the 
occupational therapist. 

SULTAN WARD 
This is a twenty-four bedded GP medical unit. It comprises of ten separate rooms, six of 
which are for single occupancy, and three of these are en-suite. There is one six bedded 
area and the remainder three rooms have four beds each. All the rooms also have their 
own wash basins. 

The patients are from the local community, and are admitted for various medical reasons. 
Some patients require observation prior to treatment, some needing assessment for pain, 
some are for rehabilitation following surgical procedures, some are admitted for 
treatment for acute infection. A percentage of our patients are admitted for palliative and 
terminal care. There are also patients who come in periodically for medication 
readjustment and respite care. 
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We are looking into developing team nursing, and all students are given the opportunity 
to observe and participate in all aspects of care. There are nine qualified staff on the day 
shift, and we each have their own expertise [diabetes, stoma care, wound care, tissue 
viability, nutrition etc] which the students can glean information and knowledge from. 

The students are also encouraged to observe the input by the physiotherapist and 
occupational therapist to gain a better understanding of the processes that go into 
rehabilitation work. This process provides a greater insight into the on-going support 
given to the patients that enables them to return to their own homes and live a fairly 
independent life. Often this process involves the Social Services department and 
sometimes the District Nurses as well. This cycle of input portrays a vivid account of 
how a multidisciplinaryteam works. 

STANDARDS OF PRACTICE 

The physical environment is well equipped for comfort, dignity and privacy. For the 
purpose of safe lifting and handling of patients there are three Wessex overhead hoists, 
and two mobile Dextra and one Sara hoists. We also have an Oxford hoist for patients 
who weigh over twenty-five stones. Glide sheets are used for moving or turning patients 
in bed. 

All the beds have either Transfoam mattresses, Pegasus Airwave, Biwave plus, or 
Transair for pressure relieving. There are also pressure-relieving cushions for the 
armchairs for those patients whose medical condition dictates their physical status. 

There is a call-set plugged into a console over each bed, this set enables the patient to call 
the nurse, on this console is also a detachable earphone for listening to the radio and the 
television. There is a mobile telephone on the ward for the patients who wish to contact 
their families and friends . 

• ·. A large communal lounge at one end of the ward serves as a dinning room and sitting 
room for the patients and visitors. There are a television and a music centre in this room, 
however there are also several portable televisions for those who are unable to go to the 
lounge. 

DOCUMENTATION: Admission Pack 

Enclosed is an admission pack with an updated Social Services referral and Health 
Summary for the same service. These documents are regularly reviewed and evaluated. 
This pack is in current use, and is also used in the community setting, though there has 
been a recent review; so a change might be in the pipeline. 

The student will be supervised and overseen by her assessor during her placement, but in 
the absence of her assessor, another qualified staff will act on her behalf All the students 
will have ample opportunities in assisting in the admission process, and this will form 
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part of the student's learning and exploration of the importance of observation, accurate 
documentation, and planning of individualised care. 

All the students coming to Sultan Ward are invited to look through the pack closely, and 
perhaps prepare some questions with regards to the reasoning and ethics underpinning 
each piece of document. 

ADMISSIONS 

The Named nurse and her associate nurse, or the student who is helping the admission 
should introduce themselves to the new patients. The patient and relatives are given some 
information about the ward, for example, the visiting time, the Hospital telephone 
number etc. A ward booklet is being revised at present. 

Each patient is allocated to a qualified nurse who is then responsible for assessing, 
planning, evaluating, and implementing the initial care for this particular patient. It is 
hoped that when team nursing is fully developed in the ward philosophy, the named nurse 
will also be the co-ordinator of care with other disciplines and agencies for that patient 
throughout his or her stay. 

The patient's blood pressure, temperature, pulse, weight and urinalysis are checked and 
recorded as soon as the patient is made comfortable. This is followed by a body check for 
skin integrity, any skin blemishes or discoloration is recorded, all pressure areas assessed 
and documented in the Waterlow Pressure Sore prevention Chart, and the body chart. 
This procedure should be done within two hours of admission so that the patient's risk of 
developing pressure is ascertained, because a high risk factor means the patient needs a 
pressure-relieving mattress and cushion. 

CONCLUSION 

• This is a very brief description about GWMH and Sultan Ward in particular. We hope 
this has been useful to you and has stimulated your interest to invest some time to learn 
more about us. We are happy to answer any queries you may have, and hope that your 
stay with us will be an enjoyable and fruitful one. 

On completion of your placement, we would appreciate any comments, positive and 
negative, in order that we may adapt the service to serve nursing in the Community 
Hospital at its best. 
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Introduction for Student Nurses 
Our ref 

Sultan Ward is a 24 bedded GP unit in Gosport War Memorial Hospital,vm'fdeh is part of 
the Portstilouth HealthCare Trust. 

Date 

The ward caters for a wide variety of patients from the local community .. Patients are 
admitted for medical care, assessment, observation, rehabilitation, palliatNe, and terminal 
care. We have no age bar, however, the majority of our patients are over the age of sixty. 

The nursing staff works closely with other professionals, GPs, physiotherapist, 
occupational therapist, social workers, pharmacist, and district nurses. We also have 
access to the X-ray department, outpatient consultant referrals, community dentist, e chiropodist, and speech therapist. 

We practice primary care nursing, and each patient is assigned a trained staff on 
admission. The primary carer will assess, plan, implement, and evaluate care and needs 
of the individual patient in conjunction with the patient, and if appropriate the patient's 
carer and family are involved in the process. 

What can we offer each student? 

Each student is assigned an assessor as soon as we receive notice of the student's · 
impending placement. The student is welcome to come to meet her assessor to plan her 
timetable to facilitate her role into the ward. Depending on the time span of the student's 
placement, and the stage of the individual's development, we can offer a very varied 
scope of learning, some of which I will list below. 

1. The admission process; the complexity and psychology of this process will give the 
students many objectives for EBLs. 

2. The assessment and planning of care. 
3. The evaluation of care in each stage of health progress, .and documentation. 
4. Disease process and its impact on health, particularly in the older patients. 
5. Participation in ward and home assessment by the occupational therapist. 
6. Involvement in physiotherapist input. 
7. Assist trained staff in medication administration. 
8. Working in a team for a common cause. 
9. Learn about wound care, stoma care, etc. 
10. The workings of a Community Hospital 

In return we expect the students to be appropriately dressed, be punctual, and adhere to 
the UKCC code of conduct. We will endeavour to be supportive, and assist you in your 
clinical application and theoretical exploration. 

COMMUNITY HEALTH SERVICES 

Gosport War Memorial Hospital 
Bury Road, Gosport, Hampshire P012 3PW 

Tel: 01705 524611 Fax: 01705 580360 
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DAEDALUS WARD 
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e-_c=l f'-...iCi UPC'Pl1E:O . 

GOSPORT WAR MEMORIAL HOSPITAL 

FOREWORD 

Code A 
Departments within the Hospital:-

Dryad Ward - Continuing Care/Rehab Ward 
Sultan Ward - GP Unit 
Dolphin Day Hospital 
Mulberry - Ark Royal ) EMH Assessment 

- Collingwood ) 
Phoenix Day Hospital- EMH Day Hospital 
Redclyffe House - EMH Continuing Care 
Blake - Maternity Unit 
Outpatients 
X-Ray 
Pathology 
Medical Records 
Patient Affairs 
Physiotherapy · 
Speech and Language Therapy 
Occupational Therapy 

Hospitals you may come into contact with:-

St Christopher's Hospital- Fareham 
Queen Alexandra Hospital - Portsmouth 
St Mary' s Hospital- Portsmouth 
Haslar Hospital - Gosport 
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Daedalus Ward 

Gosport War 1\tlemorial Hospital 

Daedalus Ward is a 24 bedded intermediate care ward, providing 
rehabilitation for elderly patients. These are divided into; 8 fast stream 
stroke rehab; 8 slow stream stroke rehab, and 8 general rehab beds. 

Patients are transferred to us from other acute wards, for assessment and 
rehabilitation, and ultimately discharge home or to another care 
environment. 

Nursing care is delivered in teams, with each teatn having a specific group 
of patients to care for. The nursing teams work collaboratively, with all staff 
having a working knowledge of all the wards patients, and being able to 
move between teams as and when required. 

Nursing teams are in turn part of a larger multidisciplinary team, 
compnsmg: 

• Consultant 
• Staff Grade Physician 
• Physiotherapists 
• Occupational Therapists 
• Speech and· Language Therapists 
• Dietician 
• Social Worker 

e· The team works together with the patient and their family, to assess needs, 
and agree goals and plans for rehabilitation. The underpinning ethos is that 
patients should be encouraged, supported, and helped to be as independent 
as possible. . 

Learning and development is actively supported on the ward, with formal 
and informal educational opportunities being available to all grades of staff. 
We are also constantly looking at ways of building upon and improving the 
services we provide, in order to try and provide care which meets the needs .. 
and expectations of our patients and their families. 
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As a team we are constantly looking for and exploring new ideas for the way we work and organise 
care. All staff are encouraged to contribute to this process and fear of failure is not allowed to 
prevent ideas from being tried out. Some examples of changes which have occurred over the last 
twelve months include: nursing staff changing to tunic and trousers; repositioning patients mirrors 
to aid in washing and shaving and the introduction of Stroke Patient Handling Training. 

Nurses are supported in their training for stroke rehabilitation by stroke specialist nurse and 
multidisciplinary therapy team. There is opportunity for in-house training and study. 

Nurse development is encouraged through I.P.R's and supported by the team leaders and Clinical 
Manager. Staff are encouraged to discuss their practice at team meetings and introduce practice that 
will enhance patient care - underpinned by evidence based practice. 

Daedalus Ward is a placement area for Student Nurses. 

Visiting Hours 

Monday - Friday 1 pm - 8 pm 
Saturday/Sunday 10 am- 8 pm 

Other times to be arranged with Nurse in Charge. RelatiVes are asked not to enter bedrooms before 
midday or when any patient in the room is having their personal needs attended to. 

Multi-disciplinary Team Meetings 

These are held on a Monday 1.30 pm- 2.30 pm. The nurse doing the Continuing Care round that 
week will attend prior to doing the ward round. 

Ward Round Days 

Continuing Care Round 
Stroke Round 

every Monday except Bank Holidays. 
every Thursday 

The nurse doing each CC and SSSR round is by rota. This will share out the ward rounds evenly 
and ensure a more balanced rota overall. We are endeavouring to have 5 staff on a late shift on all 
round days, to free up the person doing the round. Therefore it would be preferred if people did not 
swap their shifts or take annual leave and leave 4 staff on a late shift on Mondays and Thursdays. 

Shifts and Breaks 

7.30 am- 12.30 pm) - 15 minute coffee break 
7.30 am- 1.30 pm ) 
7.30 am- 4.15 pm - 15 minute coffee break+ 1 hour lunch break 

12.15 pm- 8.30 pm)- Yz hour tea break 
1.15 pm- 8.30 pm ) 

3.30 pm- 8.30 pm - Y4 hour tea break 

8.15 pm- 07.45 am - night shift 

C:\LYN\LEAFLETSIDAED.DOC 13/07/00 10:34 3 
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Ward Clerk - f~~~-~-~-~ weekly programme 
i..·-·-·-·-·-·_! 

Monday, Tuesday, Friday 
VVednesday, Thursday 
i-·-·-·-·-) 
i i 

Daedalus VV ard 
Dryad VVard 

i~~-~·-~iwill also spend 45 minutes each day on the other ward to deal with requests. 

Handovers 

7.30 am lpm 8.15 pm 

GMC100891-0170 

1 pm Handover will be done by teams. 1bis will ensure information is passed on by the person who 
has been looking after the patients concerned and provide team members with the opportunity of 
discussing their patients progress with members of the multidisciplinary team 

Application of Named Nurse Principle 

In order to enhance the effectiveness and benefits of team nursing, a concerted effort is to be made 
to care and associated activities being completed by the nurse, or team responsible for each patient. 

1bis needs to be done on a daily basis and includes such aspects of care as referrals, tests and 
investigations, communication with relatives etc. 

Information Folder 

1bis can be found in the ·office. Please read at least once a week for the latest news and any new 
· issues arising. 

Duty Sister Rota 

-

DAY ALL DAY 
SUNDAY DAEDALUS -

MONDAY SULTAN 

TUESDAY DRYAD 

WEDNESDAY DAEDALUS 

THURSDAY SULTAN 

FRIDAY DRYAD 

SATURDAY SULTAN 

Bleep Holders and Nos. to be found at end of Telephone Extension List in Office 

C:IL YNILEAFLETSIDAED.DOC 13/07/00 10:34 4 
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Ward Telephone~ 

Being able to use the ward phones is an important part of everyone's job. Please take the time to 
familiarise yourself with the system and how it is used. 

The ward has two phone lines: 

The office line is Extension 2218 and has a standard phone and a mobile phone. 

This is also our direct line. Dialling L.~--~--~--~~-~~~--~~~--~--~--~".]from outside the hospital gets directly through to 
the ward, bypassing the switchboard. This is the number which should be used by yourself or anyone 
wishing to contact the ward from outside the hospital, as it saves them time and reduces the work of 
the switchboard (and out of hours the Porters and Duty Nurse). 

The nursing station line is Extension 2217 and has a standard phone and the Fax machine. 
As this is an internal extension, we cannot receive Fax's but can send them. 

For each extension you can swap a call to the second phone simply by picking up the received, as 
you would on your phone extensions at home. In the case of the mobile you also need to press the 
green button. 

Special features: 

Group pick up 

Incoming calls on either the office or nursing station phone can be taken on the other line, by picking 
up the phone and dialling **0 

Call transfer 

To transfer a call from one line to another you need to use the standard phone. If you have picked 
up the Fax handset or the mobile, pick up the other phone and put the Fax or mobile handset down. 

• Press the button marked recall 

• Dial the extension you want e.g . 2218 for the office phone 
2259 for Dryad 

• If the line is engaged press recall again and you will be reconnected to the original caller 

• When the phone answers you will be able to talk to the extension without the original 
caller hearing you 

Advise the person answering that you have a call for them (or anything else you need to 
say) and replace your handset 

• When you replace your handset the caller will be automatically connected to the new 
extension 

Tip - before attempting to transfer a call you may wish to advise the caller of the extension they 
require. If you then get cut off they can redial direct to the area they require. 

C:\LYNILEAFLETSIDAED.DOC 13/07/00 10:34 5 
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Faxing 

To send a FAX: 

• Place the papers to be sent face down in the FAX machine (note that it is better not to use 
double sided forms if you intend to fax them) 

• Press the button marked speaker 

• Dial the number you require, remembering that you need to precede with a 9 for outside 
lines 

You will hear the phone ringing and answering 

• Wait until you hear a high pitched warble, then press the start/copy button 

• Your papers will then be faxed 

Note that while we can send Faxes we cannot receive them directly as the Fax machine does not 
have a dedicated phone line. 

Faxes can be received by the General Office on 023 92580360 

To Bleep a Porter 

Dial5- wait for ringing followed by long tone- dial100- then number ofward e.g. 2218 
e.g. Dial5 - 100- 2218 

Panic Button 

This is situated at the nurses station. It is only used in case of an emergency or if urgent assistance is 
required. 

To Reset Panic Button 

Press the red switch at the nurses station and turn the key. 

C:ILYNILEAFLETSIDAED.DOC 13/07/00 10:34 6 
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EmergencxLine to Switchboard - Dial 4 for Help 

An emergency line has been set up to the switchboard. This is only to be used in an emergency. 
For example ifyou need urgent assistance from the Porters. · 

To Use this Service 

1. From any extension telephone in the hospital Dial4 and wait for an answer. These calls 
will be given priority by the Telephonists 

2. When answered state the emergency and help required 

3. The Telephonist will summon assistance 

When switchboard is closed your call will be answered by a Porter or the Duty Person in charge, via 
their pagers. These calls will take a little .longer to be answered as they have to get to a telephone to 
take the call. 

This service should not be used in place of a call to the Emergency Services. 

Any queries please contact switchboard. 

C:ILYNILEAFLETS\DAED.DOC 13/07/00 10:34 7 
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Admissions - are only accepted to Daedalus Ward ~-ft~!._Q~~g referred from Dtf~?~~~~~]via Elderly 
Services at Queen Alexandra Hospital. Brenda (Dr L~.?.~~-~-j Secretary) normally phones the ward 
with the following information:-

1. Patient's Name 
2. Address 
3. Date of Birth 
4. Hospital Number 
5. Hospital and Ward patient is coming from 
6. Patient's condition and anything that is relevant e.g. any pressure sores, diet etc. 

These details are written in the diary on the bottom of the page of the admission date. The new 
patient's name and date of admission is then written on the board at the front desk. 

On admission the notes usually accompany the patient, unless the hospital is outside the area, then 
we need to obtain them If for some reason, the notes have not come with the patient, then June 
(Ward Clerk) will retrieve them from Medical Records. Haslar have now amalgamated with 
Portsmouth Trust so whereas in the past Haslar notes were sent back to Haslar they are now 
combined until the patient is discharged. 

All notes are filed in the patient's trolley which is kept in the office. 

Patients Admitted for Respite Care 

· June will ensure the medical notes are onthe ward prior to admission. 

Prior to admission a detailed letter is sent to the ward from Elderly Services regarding the new 
patient to be admitted. This is then filed in the notes. A discharge letter accompanies the patient 
from the ward/area where patient has been discharged. 

Preparation of Room/Bed Area 

This is done preferably 1-2 days prior to admission. 

1. Ensure the room has been cleaned. 
2. Ensure the bed is made. 
3. If previous information warrants, cot sides with bumpers. 
4. Pressure relieving mattress if condition indicates, High Waterlow Score or any known 

pressure sores. 
5. If patient has MRSA, Clostlidium Difficile, ensure there is a yellow bin bag in the room, 

gloves, wipes, towel, hibiscrub. · 
6. Ensure there is a trolley outside the room with supplies of gloves, white aprons, yellow, red, 

blue bags and in a sealed container, water soluble bags. 
7. Enter room number by patients name on board at front desk and in the diary. 
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When a patient is admitted the patient's name, Date of Birth, type of admission is entered on the 
relevant bed state form i.e. Continuing Care or Stroke and number of patients and available beds 
entered on board 

··-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Inform l._.g_<?.~~-·~·-·-1 

MRSA Swabs 

Patients admitted with MRSA Monday - Friday should be swabbed on admission, by 12 midday. 
Swabs and forms are then taken to Pathology and placed in the appropriate container by 12.30 pm to 
ensure that they will be collected in time for the Path run. Full screen = nose, groins, any open 
wounds, catheters. 

Fill in admission pack, include details of past relevant medical history and social history, ensure next 
ofkin/contact number is correct. 

Ensure all assessment forms are completed within 24 hours, as well as relevant care plans. 

Property form to be filled in for any valuables and sent together with items to hospital safe. 

Medication requirements check with 'stock supplies', order from pharmacy if necessary. 

Record BP, TPR, urinalysis and weight. 

List property, label glasses and ensure clothes are adequately marked with patients name and ward. 
·Send for marking if required. 

Laundry 

When patients are admitted to the ward all their property is recorded on a property form and filed 
with the care plans. Family and friends are given the choice of either having their relatives clothes 
laundered in the hospital or taken home. Whichever is decided clothes must be marked with the 
patients name, ward and code e.g. [:~:~:~~~~~~~:~:] Daedalus 05. This is to help prevent patients 
clothes being lost or if sent to the laundry in error they stand a better chance of being sent back to 
the ward. If .any items are lost these must be entered in the lost laundry book and reported to 

·-·-·-·-·-·-·-·-·-·-·-·· . 1 dry 
i Code A ~ m aun . 
L·-·-·-·-·-·-·-·-·-·-·-' 

On Daedalus ward patients are encouraged to wear their own clothes as this helps in their 
rehabilitation and well being. 
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Discharge Procedure 

Write discharge date on board. 

TTO's requested from Doctor, ordered from Pharmacy at least 7 days before discharge. 
~ 

Inform GP of discharge, District Nurses, Patient, Next of Kin. 

Write Discharge Letter, District Nurse letter if necessary. 

Check transpot1 arrangements, order transport if required. 

Ensure all patients have a discharge checklist and that this is :filled in for all patients . 

Send nursing notes with Patient, District Nurses notes home with patient. 

Place medical notes and X-Rays in Ward Clerk's tray. 

Ensure the Doctor signs Discharge Summary within 24 hours and is sent to patients own GP. 

Enter discharge date on bedstate form, alter number of patients and beds· available on board on wall. 

Day Hospital Referrals 

To reduce the problems that occur when discharges are postponed, we need to be referring to 
Dolphin Day Hospital one or two working days before discharge. 

For Monday and Tuesday discharges, referrals need to be on Thursday or Friday. Please ensure they 
are entered in the diary so they are not overlooked. 

Referral to Social Services 

When making referrals please complete a 24 hour nursing record of care and send a copy with the 
Health Summary and Risk Assessment Form. 

Ward Policies/Guidelines 

These are kept in the Ward Office. However a full set is kept in the office by Ann's Hill Reception. 

Information leaflet for Bereaved Relatives to be found in Ward Office. 
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Drug Ordering - is normally done on a Wednesday afternoon by 1 or 2 trained members of staff. 
However depending on the workload and staffing levels, it may be done on a Thursday p.m The 
box is then collected by the Porters early Friday morning where it is taken to the Pharmacy at Queen 
Alexandra Hospital. The box is then returned to the ward on Tuesday. 

Daily Drug Ordering and Weekends 

Drugs can be ordered daily over the phone or faxed to QAH Pharmacy. In order to do this you must 
ensure that orders are phonedlfaxed through before 10 am This is to make certain that the drugs are 
on the path run and are received on the ward by approx. 1 pm 

It is up to the trained nurses to ensure that there are enough dressings, stock, non-stock and 
Controlled Drugs in stock to cover weekends, bank holidays and holiday periods. If a drug is needed 
urgently, the doctor on call can write out an outside script. The porter will take the script and 

• collect the medication from the chemist across the road at the Bury Road entrance. 

Controlled Drug Ordering 

This is ordered by a trained member of staff who has previously provided a specimen signature for 
Pharmacy. The order must be countersigned by either the ward GP or Consultant rco-(ie_A.i As we 

L-·-·-·-·-·-·-·-·-·-·1 
are not allowed to give Controlled Drug orders over the phone, the order must be posted via the 
internal mail system and delivered to Queen Alexandra Hospital Pharmacy. On receipt of receiving 
the Controlled Drugs phone Queen Alexandra Pharmacy and verify their arrival with their serial 
number. Post back the Pharmacy Controlled Drug slip which is enclosed with the drugs initialled by 
the person who received and entered them into the Controlled Drug Book. 

i-;~-~~-;i the Community Pharmacist comes to the ward once a week usually Mondays/Thursdays to 
~-orde~ the non stock medication/items 

Duty Requests 

Our Ward Manager does the ward off duty at least 2 - 4 weeks in advance. If you would like a day 
off: annual leave, early or late shift or any other request, then you must :fill in both parts of a request 
form and ensure that it is put in the request box in the office before the off duty is done. If the off 
duty is done and for some reason you need to swap a shift, then it is up to you to do this, ensuring 
that cover for the ward remains adequate. 

Photocopying Facilities 

The photocopier is situated in the office next door to reception at the Ann's Hill Road Entrance. 
To use the photocopier in association to your work you can either ask i-c~d";A"!our Ward Clerk to do 
this for you, alternatively you can type in the code yourself and use the pii-oto~opier. Ifyou want to 
use the photocopier for non work related reasons, then a fee of5 pence a copy will be charged. 
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Specimens 

Any specimens e.g. urine, MRSA, sputum, blood are collected from the Pathology Dept. 
Monday ~ Friday at 1 pm therefore it is important to ensure that any specimens collected on the 
ward are taken down to Pathology in good time. There are 2 metal boxes situated inside the Blood 
Taking Room in which these are placed. Alternatively you can post specimens through a drop-in
slot in the wall outside the Blood Taking Room 

Equipment Room (Codei-.·~~!i~-~~-~J 

This room is situated next door to the ward kitchen. All staff are welcome to use the computer, 
books and other facilities as a resource room 
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Out of Hours Procedure for Obtaining Medical Records 

If a member of staff require an urgent set of patient medical notes out of office hours and on 
weekends please following the procedures below:-

If the casenote number is already known then it may be possible to obtain the medical notes by 
asking the Hospital Porter to open up the Medical Records Dept and find the notes on the racks. 
This will be only possible if the casenote number starts with a 'G' 

All notes starting with a 'G' number (ie. G56568) are Gosport files and should be found on the 
main racks. These are in numerical order and the files are labelled at the ends of each rack to help 
you find your way around. 

Notes starting with a '0' or'S' number are files belonging to Queen Alexandra Hospital and 
• St Mary' s Hospital. These notes will not normally be stored in Go sport Medical Records unless the 

patient has been in hospital here or seen in Outpatients within the last week or so. All S and Q 
numbers are sent back to QAH Medical Records soon after discharge. It may be necessary to 
telephone the main hospitals medical records at QAH to obtain the notes from them direct. 

The out of hours bleep number at Queen Alexandra Hospital is BLEEP 834. 
There is an all night telephone nuniber in QA Medical Records Department 

023 92286359 

If a set of notes is found in the files then it will be necessary to find the yellow tracer in the front of 
the notes and mark down the date and where the notes have been taken to. If a yellow tracer card 
cannot be found then please make sure that a note of the patient or a label is left for the medical 
records staff to update where the notes have gone to. (This is a very important step as tb.ere is no 
other way of keeping track of the movement of patient records). 

If the patient's notes are not in the numerical place on the rack and only a yellow tracer card is 
left, it will say on the tracer card where the notes are and the date they were removed. 

If it is urgent and records are needed - telephone the staff below and they may be able to help 
you track them down. 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· r-c-o-de--A--1 i CodeA i 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·J 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

Please Note ifyou do not get an answer from the first person on list then telephone the next number 
do not leave a message on the answerphone this person may be away on leave. 

There is a floor plan on the wall (left hand side) in Medical Records to help you find your way 
around. 
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New Employee Assistance Programme for the Trust 

The company providing the Employee Assistance Programme (EAP) contract for the Trust will be 
changing as from the 1st May 2000. From this date a company called CORECARE will be providing 
the staff support, advice and counselling service and not EAR. 

CORECARE are an extremely well qualified and experienced company who have been providing 
quality employee assistance programmes to health service staff and others for several years. 

Staff will be provided with the same level of service as EAR have been giving for the last 4 years -
i.e. a 24 hour telephone helpline giving unlimited support on a wide range ofprob1ems. 

• Emotional/Personal 
• Work/Career 
• Legal 
• FinanciaVTax .. MaritaVF amily 
• Others 

As before it is for us and our families and includes referral on to a specialist counsellor, for up to 6 
sessions if needed. 

New leaflets and cards will be provided for all staff and there will be presentations abouLthe new 
company in all areas over the next month. Staff already receiving help and support from EAR will 
continue to get this during a handover period between EAR and CORECARE. 

Staff requiring further information, please telephone the new CORECARE Number 0800 181 392 or 
ring your Occupational Health or Personnel Department. 

Staff ringing the EAR number from the 1st May 2000 will be automatically transferred to 
CORECARE. 
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FIRE PROCEDURE 

On activation of Fire Alarm 

Between 8.30 am and 1700 hrs - Main Reception will call Fire Brigade 

Between 1700 hrs and 8.30 am Sultan Ward dial999 and call the Fire Brigade 

The duty person (Fire Co-ordinator) proceeds to Ann's Hill Road Muster Point, dons the yellow 
jacket and reads main alarm panel 

Each Department/Ward sends 2 sta:H: if possible, (not if the fire is in their area) to the nearest 
muster point, e.g. Ann's Hill Road or Bury Road 

The Fire Co-ordinator REMAINS AT ANN'S HILL MUSTER POINT and details 6 Nurses to 
the scene ofthe fire 

The Nurses report to the Senior Person in Charge of the Ward/Department (Evacuation Team 
Leader) 

One Nurse returns to the Fire Co-ordinator with information. The Fire Co-ordinator detail~ more 
staff to assist if necessary 

Detail runners to meet the Fire Officer and to stand by entrances to stop the general public from 
entering 

NO STAFF PROCEED TO THE SITE OF THE FIRE UNLESS INSTRUCTED TO DO SO 
BY THE FIRE CO-ORDINATOR 
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Guide 

(Daedaius Ward) 
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The Hospital Bleep is held by E Grade staff & above, who have completed a ward based 
bleep holding training, and are qualified to use the Automated External Defibrillator. 

Cover is on a rota basis between Daedalus, Sultan & Dryad Wards. 

Currently Daedalus Ward cover Wednesdays and Sundays. This is allowed for in 
Daedalus Ward Duty Rota allows, and needs to be taken into account by any staff 
wishing to swap shifts. 

In the event of sickness or other absence, it may be possible for another ward to hold the 
Hospital Bleep, depending on their staffing levels. Likewise we can take the Bleep at any 
time, if requested by another ward, and our staffing levels are appropriate. 

The key Responsibilities of the Hospital Bleep Holder are: 

1. Fire Cover 

2. Cardiac Arrest Response 

3. First Aid Cover* 

4. Redirecting Minor Injuries 

5. Managing Staffing Requests 

6. Medical Records requests 

7. Handling valuables 

8. Dealing with incidents & problems 

The nature of some of these duties varies slightly in & out of normal working hours. 

*Following First Aid Training 

Answering the Bleep 

If you are being paged the Bleep will read TEL followed by the extension to ring: 

TEL 2259 

When the switchboard is not manned the Bleep will also alert the duty nurse & porter to 
outside callers. These can be answered by dialing *8 on any extension, and the call 

C:\My Documents\bleep\hospital bleep.doc 

• 



GMC100891-0184 

redirected to the appropriate department (refer to "using the telephone system" m 
Daedalus Ward induction book). 

Note that dealing with outside calls can be time consuming if the caller is unsure what 
department they want. 

You can avoid calls for Daedalus Ward going through this system if you use our direct 
dial number, and give the direct dial number to anyone likely to call the ward: 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

Daedalus Ward Direct Dial ! Code A ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Fire Cover 

You will need to be familiar with the hospital fire procedure & will have undertaken 
bleep holder fire training. 

When responding to a fire you will need to access the Anns Hill Reception office. The 
door code is 2435. 

Remember fire doors give 30 minutes protection, and staff local to the situation should 
handle immediate evacuation and fire procedures. Therefore any fire situation should be 
dealt with urgently, but without undue haste, which could lead to panic, confusion and 
. ·. 
m Jury. 

Cardiac Arrest Cover 

For full information see the Emergency Response Document 

Note that the procedure varies in different situations: 

From 8am to 8pm, Mon-Fri 6666 calls go to the switchboard, who activate the response 
team. 

Outside of these hours 6666 calls come to the emergency phone on Daedalus Ward. 

The actions required will therefore vary slightly if: 

• You are the Bleep Holder, and the arrest is in another area. 

• You are the Bleep Holder, and the arrest is on Daedalus. 
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First Aid Cover 

A first aid kit is located in the first aid room (entrance to Dolphin Day Hospital). This can 
be used for providing first aid to staff and visitors. 

An incident from needs to be completed in all instances & a RIDOR form if applicable. 

Staffwill also need to complete the accident book (located in the duty sister office) 

Following administration of first aid, the person can be advised to visit their own GP, 
minor injuries, or A&E if applicable. 

If the injury is serious in nature call an ambulance using (9)999 

Redirecting Minor lnj uries 

Minor injuries will still occasionally turn up at GWMH. 

The action to be taken is as follows: 

• Ascertain the nature of the problem 

• If a real emergency (e.g. chest pain) call an ambulance (9)999 

• Administer immediate essential first aid if applicable (e.g. gauze & pressure to 
lacerations) 

• Redirect the person to Minor Injuries Haslar, Own GP, A&E QAH as appropriate 

Managing Staffing Requests 

Requests for staffing, to cover sickness etc. may be directed to the Duty Bleep Holder 

• Ascertain if the department concerned can organise their own cover 

• Check requirement e.g. shift & grade 

• Mon-Fri 8am-8pm pass request to switchboard, as urgent or routine as applicable* 

*Staffing requests will have varying degrees of urgency. It is important not to delay if a 
request is urgent and getting cover may be difficult. For example qualified cover for the 
same night may be very difficult to find. Make sure you advise switchboard of the degree 
of urgency, when you require a response by, and when lhey should go directly to the 
agencies. If a short notice request is left to long, you may find no cover is available. 
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When the switchboard is not manned, you will need to arrange cover, firstly through the 
bank and if this is not possible through the agencies. 

On Daedalus Ward we will normally resolve our own staffing problems, regardless of 
whether we are holding the bleep or not. 

Medical Record Requests 

You may be asked to obtain medical records for QAH, St Marys or Haslar. 

You will need to call a porter to let you into Medical. An information sheet is available, 
which tells you how to locate files. You may also find it helpful to visit medical record in 
working hours, and be shown how the system works (see t~~i~~~Jto arrange this). 

When you have located the notes, place them in an envelope, and notify the requesting 
hospital, who should arrange for them to be collected. 

Hal•dling Valuables 

The requesting Ward will have completed a property form and placed the valuables in a 
property envelope. 

Place the valuables in the night safe in the Anns Hill Rd reception, and complete the book 
kept in the safe. 

Dealing With Incidents and Problems 

Managing other incidents will depend on the nature of the problem. Policy files can be 
found in the Duty Sisters Office. 

Things to remember and general information: 

Taxis can be booked through Amber Cars Tel *3003 

Complete an incident form if applicable 

The duty manager should be contacted for any major incident, and can be contacted at 
any time if you need advice or need them to come in. 

i-~~~-~·~-ior !-;~:·:~·pan be contacted at any time if you need advice or assistance. 
L--·-·-·-·-·-·-1 i-·-·-·-·_! 
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Multiple Events 

Most of the time you will only have one situation at a time to deal with. However because 
of the scope of the role, you could find you have different events simultaneously 
requiring your attention. 

How you handle this will again depend on the situation, the time of day, and staffing 
throughout the hospital: 

Non urgent events can either be left until you have time to handle them, or delegated to 
another member of staff. 

If more than one urgent events are occurring, decide which requires your immediate 
attention. Delegate roles to other staff, and if necessary call in the duty manager and/or 

·-·-·-·-·-·-·-: ··-·-·-·-·-·-: 
contact! Code A I or! Code A i 

t-·-·-·-·---·~ i.-·-·-·-·-·_! 

Role of the 2nd Nurse 

The nurse not holding the bleep has an important role supporting the Bleep Holder. 

As the Bleep Holder may be called away urgently, you will need be prepared to step in & 
take over anything they were dealing with. For example if a fire or arTest call came whilst 
relatives were being seen, or a poorly patient being managed, you will need to take over 
that role and manage the ward generally. 

You may also be asked to help if events occur simultaneously. Even if you are not a 
Bleep Holder you may find it helpful to be familiar with what the role involves, so that 
you can at least manage a situation until assistance arrives. 

C:\My Documents\bleep\hospital bleep.doc 



• 

PORTSMOUTH HEALTH CARE TRUST 

CORPORATE POLICY 

INDUCTION TRAINING 

~ Main Content Headings 

1. 

2. 

3. 

4. 

5. 

Appendix 

1. 

PERSONNEL POLICY 
Induction Training 

Statement of Policy 

1.1 Purpose 

1.2 Scope & Definition 

1.3 Responsibility 

1.4 Requirements 

The Starter Pack 

The Induction Checklist 

The Local Induction Seminar 

Mandatory Short Courses 

Induction Checklist 

GMC100891-0188 

PER!Il 

OCTOBER1999 



GMC100891-0189 

PORTSMOUTH HEALTHCARE TRUST PER!Il 

CORPORA TB POLICY 

INDUCTION TRAINING 

1. STATEMENT OF POLICY 

1.1 PURPOSE 

1.2 

To ensure an appropriate minimum standard of induction training for all new staff employed 
by the Trust. The procedure has three main aims : 

• to obtain effective performance from the new employee 
• to ensure the safety of the new employee 
• to ensure a positive image of both the local job environment and the Trust as a 

whole. · 

SCOPE & DEFINITION 

Induction is the process of receiving, welcoming and orientating a new employee to the 
values, procedures and requirements of the Trust and the post. The Policy will apply to all 
new staff. 

1.3 RESPONSIBILITY 

The line manager of the new employee is responsible for induction training for all new 
employees reporting to her/him. Advice and guidance is available from Personnel 
Departments. 

1.4 REQUIREMENTS 

A programme will be drawn up for every new employee, using the Induction Checklist as a 
base. The programme will take account of particular needs of the new employee and of the 
job to be undertaken. The length and content of the programme will vary according to the 
job and the individual . 

. 2. THE SI ARTER PACK 

A pack of information leaflets/booklets required by new employees will be assembled and distributed 
to new employees by local Personnel Departments via managers. Each manager may add relevant 
documents to this pack as she or he thinks fit. 

3. THE INDUCTION CHECKLIST 

On the first day of employment the line manager should meet the new employee and explain fully the 
induction process including the use of the Induction Checklist. The Checklist (see Appendix) should 
be completed by the manager and the employee. Periodic reviews between the manager and the new 
employee should be undertaken at appropriate intervals. Upon completion of the induction training, 
which should be within three months of the starting date, the compieted Induction Checklist should be 
returned to the Personnel Department where it will be retained within the employees personal ftle. 
N .B. Certain information is required from the employee as soon as possible, this includes: 

PERSONNEL POLICY 
Induction Training October 1999 

• 
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PORTSMOUTH HEALTHCARE TRUST PERJII 

CORPORA 1E POLICY 

• P45 (or P46) -forwarded to Personnel immediately 
• Personal details form - forwarded to Personnel immediately 
• Contract of employment - signed and one copy returned to Personnel 
• Verification of date of birth- documentary evidence obtained and forwarded to Personnel 
• Superannuation forms - forwarded to Personnel 

4. THE LOCAL INDUCTION SEMINAR 

New employees will attend the local Induction Seminar organised on a regular basis by local 
Personnel Departments. The content of this local seminar will vary, however, as a general guide wiii 
cover the following topics : 

1. The Structure of the NHS 
2. Portsmouth HealthCare NHS Trust 
3. The Structure and Features of the Division 
4. The Contracting Environment 

5. MANDATORY SHORT COURSES 

The new employee may be required to attend certain mandatory courses. These will depend upon the 
job of the new employee. It is the responsibility of the manager to ensure that the new employee 
attends the courses necessary for effective and safe performance in her/his job. Courses which may 
be necessary include : 

• Food Hygiene 
• Lifting & Handling 
• First Aid 
• Dealing with aggressive behaviour 

Course dates and booking arrangements will be published annually by the course organisers. 

Policy produced by: 

Produced on: 

Approved by: 

Date: 

Review date: 

PERSONNEL POLICY 
Induction Training 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
\ Code A } Personnel Director 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

March 1996 

Trust Board/Operational Management Group 

October 1999 

October 2000 

_g: \trust_ hq\secrerar\policieslpers\inductn.doc\26 October. 1999 
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INDUCTION CHECKLIST 

Name: ............................................ . Location .......................................... . 

Job Title .......................................... . Date of Commencement ..... ./ ..... ./ ..... . 

As each topic is completed, the member of staff and their manager should both sign the relevant boxes. Where a subject is 
not appropriate, the manager should cross the topic out and initial the deletion. The completed form should be held on the 
employees personal file. 

Contract of Employment I Remuneration 
P45 

Verification of D.O.B. 

Contract of employment 

Terms and conditions 

Staff handbook issued 

Salary payment details 

Payroll deductions 

T. U. membership 

Tim:e sheets 

Attendance 
Heurs of work 

.. 

Annual leave entitlement and procedure 

Special leave 

Health appointments (dentist etc.) 

Absence/ sickness : reporting and procedure 

Local Orientation 
Principle Trust locations 

Departmental locations 

Identity,roles and location of other staff 

Travel policy and procedures 

Personal transport options 

Car parking arrangements 

Security of personal belongings etc. 

1 
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Pension 

Grievance procedure 

Meal facilities 

Changing facilities 

Social/sports opportunities 

EAR Counselling Service 

Local Systems and Procedures 
I. T. protocols 

Security procedures 

"Out-of-hours" procedures 

Reimbursement of qualifying expenses 

Internal communications 
. 

Telephone policy and procedures 

Bleep procedures 

Portering 

Maintenance procedures - Estates department 

Acquiring stores/supplies/stationery 

Health & Safety 
Employer responsibilities inc. H. & S Committee 

Employee responsibilities 

• Introduction to food handling 

Risk assessment notification 

Control of infection 

Waste disposal procedures 

Occupational Health proc.edures 

Smoking policy 

Alcohol policy 

Manual handling procedures 

Accident procedures (self and others) 

Fire procedures/bomb alerts 

Security of people & premises 

2 
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Perfonnance 
Nature of duties 

Reporting relationships 

Quality procedures and expectations 

Clinical audit plans 

Personal presentation 

Confidentiality (inc. Data Protection Act & Press) 

Conflicts of interest 

Disciplinary procedure . 

Equal opportunity policy 

Harassment policy 

Complaints procedure 

Personal Development 
Training & Development policy 

Access to training & education 

I.P.R. 

Personal development plans 

· , Research plans 
·~·"':--·--=--;:_... 

External Contacts 
Locations, identities and contact procedures for other 
statutory agencies 
Locations, identities and contact procedures for 
voluntary agencies 
Locations, identities and contact procedures for • educational agencies 
Local professional networks 

Mandatory Courses 
COURSE Dale Employee Managers 

completed signature signature 

First Aid 

; 

Induction Training Complete Satisfactorily On ...... / ...... /19 ........ 

Employee : ....................................................... Manager : ....... , ..................................... .. 

3 
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Report of the Gosport Investigation Medical Notes Review Group 

Purpose 
CHI undertook a review of anonymised medical notes of a random selection of 15 patients who had 

died between I st August 2001 and 31st January 2002 on either Daedalus, Dryad or Sultan wards at the 
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 at 
the trust 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 

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. Once only, PRN and syringe driver prescribing was acceptable. There was no evidence of 
anticipatory prescri.bing. 

The case notes suggested that the use of the "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 inappropriately large amounts of pain relief such as diamorphine, 
following. Cocodamol 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 
"anaigesic ladder" was less evident in Sultan ward. 

However, in two cases, the group saw evidence of unacceptable breakthrough pain, with 6 hourly 
rather than 4 hourly prescriptions, which could have allowed this to happen. There was also some 
evidence of the simultaneous prescribing of cocodamol 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 was observed, with discussions with families and patients ? prior to this documented. 

Appropriate administration of medicines by nursing staff was evident. Telephone prescriptions issued 
over the telephone by GPs on Sultan ward were appropriately signed. 

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. 

The Use and Application of the Trust's policies on the Assessment & Management of Pain, 
Prescription Writing and Administration of IV Drugs 
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The group agreed that these Trust policies were being adhered to, based on the medical notes reviewed. 

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 adequate, though patchy. There was some evidence to suggest a task 
orientated approach to care with an over emphasis on the completion of individual tasks, such as the 
completion of multiple (bowel? Sheets -.f"Code·-A-~ was this the form they were endlessly 
completing?) rather than on the holistic care-·onlie"patient. The team saw some very good, detailed 
care plans and as well as a number of cases were 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 a suitably skilled speech and language therapist or 
trained doctor or nurse (I think it is inappropriate to suggest SALT hours are the problem, I know of no 
SALTs who are contracted to work outside usual working hours). Nurses could be trained to undertake 
this role in order not to compromise patient nutrition. Despite this, generally the trust's policies 
regarding fluid and nutrition were being adhered to, though a number of patients had only been 
weighed once on admission . 

There was evidence of therapy input, though this had not always been incorporated into care plans and 
did not always appear comprehensive. 

Some pressure sore prevention issues were identified .. Maureen- could you help here?? 

There was thorough, documented evidence to suggest that comprehensive discussions were held with 
relatives and patients towards the end of the patient's life. The discussions with families regarding 
DNR and view of family members were clearly stated in the medical record.Families do not make DNR 
decisions (this is a very IMPORTANT point and CHI should not suggest is is the decision of the 
family). DNAR (attempt is an important part ofDNR description)decisions whould be made in 
discussion with relative. Doctors need on occasions to make a DNAR decision which is not in 
agreement with family because such a decision is in the patients best interest. 

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 both 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. The 
admission criteria for all three wards should be reviewed 

Elderly Medicine Consultant Input and Access to Specialist Advice 
Patients on Dadalus and Dryad wards received regular, documented review by consultant staff. There 
was clear evidence of specialist input, from mental health physicians and medical staff from the acute 
sector. 

Out of Hours 
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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I have perused the material from Dr Reid about the development of policy 
for prescribing diamorphine by subcutaneous infusion during 1999 through 
2001. The documents describe the evolving policy and include Minutes of 
the Medicines and Prescribing Committee. 

The documents do provide evidence of interdisciplinary consultation and 
meetings and incorporate discussions with the Consultant in Palliative 
Medicine at Portsmouth Healthcare Trust. These activities have borne 
fruit as evidenced by our audit of case notes although we did find some 
evidence of occasional timidity which may be a natural reaction to all 
the other events and investigations, or just to the inexperience of the 
Staff Grade doctor. 

~- During our audit meeting at CHI Dr Munday expressed concerns about the 
syringe driver prescription sheet. I confess I did not grasp what he 
said, it was something to do with the sheet allowing the use of up to 
three drugs in the same syringe, and a problem with subsequent 
adjustments in the doses; box 1 obliges the prescriber to state the 
volume in which that drug is to be diluted and drugs 2 and 3 in the 
other boxes are diluted in that same volume because there is only the 
one syringe running per 24 hours. 

Later increases in drugs 2 or 3 might require a larger volume in the 
syringe (else they would not dissolve). If the intended dose of drug 1 
over the 24 hours is to stay the same then it will be dissolved in a 
larger volume, if the prescriber tries to maintain the previous 
concentration of drug 1 then he will prescribe a larger amount. So there 
is some ambiguity I think. 

Suppose box 1 says 50 mg diamorphine to be diluted in 50 ml saline, and 
box 2 says 25 mg cyclizine. The prescriber later doubles the dose of 
cyclizine to 50 mg and it needs 100 ml of saline in which to dissolve. 
The volume in the syringe becomes 100 ml. Now if the prescription of 
diamorphine remains the same and still says 50 mg in 50 ml saline what 
happens? Are two lots put in or does someone say that what is really 
meant is that 50 mg of diamorphine is now to be dissolved in 100 ml to 
preserve the same amourit of diamorphine going into the patient per 24 
hours? 

This is my guess as to what Dr Munday was driving at but as I said 
earlier I am not at all sure. · 

It may be that our nurse colleagues understood it, if not, then perhaps 
you could ask Dr Munday to describe his concerns in writing, then that 
concern can be fed into the report. 

Best wishes, 



GMC100891-0200 

1 



Gosport War Mernorlal Hospiti! lnvestif:j<Jt:ion 
Draft l~epmts and New l:\videm:e 

Volume 2 Part: 1 

L Jsk ol' VVi9ht, Portsmouth fl: Sm.:th Ea::,llJarnv:,hirt l·kalth Autiwfil.y Joint 
1nve>I.Hwnt Plan for Older Pcopk 200! ··:1.002 

2. \chcduk of Unw:s f'or Viard rounds, nKab and lHrndovers 
~L LcHer- tl'rrrn[~~~~~-~~~~A~~Jl-e btd (:rbi'::. ::rt Qw~t:n Akx:,nldr<) hospii.a!, l6 Fd!n!<HY 

20DD 
,L L.r:tkr from !k;tr\d i\udit r( RchabiiH~Jtion St:rvkcs for Oh.kr Peopk, ~) ivL·Jrch .WO I 
t:,. H:nnpshin.' 1\rnbuhnu: Service NHS fnl'j1, Fmcrnr:nry lnclcknts Or\qln;=Jtir:q at 

Gosport \-Var l\/kY(HJdil Hoc:pH~l1, l/4/00 ··· W/)./0). 
fl. i·\.Jrl:=.mnuth Ho';pitalf! 1-ka!thc.l:t· f\111:·; Tn.l•;t, Pali(::il T:a!hpnrt 

RtqlWSI: Fonn, undat(:d 
?, PHCT' P;~tknt Trar:spnrt ·· :;t<HHLin:h of \(::vie(:-, 27 rna1rh ?00 l 
i< i\1Ji·Mnouth l·lospit<lh=, NH5 fi usl, f'liCf U Ha mp:;lrlt(' i\mbuhmc<:~ NHS T:u:>t, 

Bookinq 1.::r1kria and St.:mrhnh of <ic1vke 
u. . , . , 1.) ,·-·-·-·-·-·-·-·-, •" •. ,-·-·-·-·-·-·-·-·-·-·-·-·-·)· ''l ll i\ 1 " .I c . ' . , . Lu.lct· !.O . t· L~~~-~.A.Prom ! Code A ! ean 1cL 'i1f:01ca .)crvi(CS rr: ncv:..' con<r;~c< 

f'ur 2002, 1 ::, IVL1rch 2002 '-·-·-·-·-·-·-·-·-·-·-·-·-; 

lO. i\dnris<;;ions to Sultan Want .bn 01 tn Jan 02 
l L i.dkr from .Julk iVHlkr, CHi to OJfc-;;d~-A-i !6 !\.'1-mJ<lfV ).JJO) lT his ktln of)) 

Jam.wry 7..002, attadwd '·-·-·-·-·-·-·-·-' , 

l L Syrnposium on Okkr Pen plc, Mc:t::,urinu d bahil ity: a ni lie a I analy,;.ls of tht: Barthel 
2000 

Dr Hea:;ky 1 B April 2002 
1 S. Printout from lkalthcall 11 .1\pril 2002. 
~ ·~ p,,r-::n p ·ll n., t,,.i!.-:_.t;",.,·~-"L.-~---·-·-c-C>'de·-A-·-·-·; 
i :;: U;tl~:r ·;~-o~;· L~-~~.~ .. ~JT·'Y·i'(i~·-i-().~f[~~~~~~]JH 1<: Hl~/Pnsonnd Slr<:t~~gy, IS 

Janna1y 200/, 
!B. PHCT, Strategy for Human ''~esource Mana;,renwnt and 1 mpmtant Hunmn Rcsoun::c 

bsm~::.. Octob<~r ! 996 
Fl. t''ortsJnouth :,nH.l {?outh E11st Hampshire 1k<illh )\uthority, Connnunlt,y Hc;dth Cnc 

Suvicr::s, Human !(r:somce fvtm::lqnlwnt, 1 fl November 1991 
:.?Ct hk of VVinht, Pcnhmouth U South East Hampshire }k;dth Atn.horily, /\ loGJl 

Proccch.m: 1~.1r the hklltificahon and Support of Primar.v CmT Mr:dir:d F'lild.itiunr:r~ 
·,"hose h~rfonn<HKC b Glvlrq Cause for Conn::rn 

2!. ikalth \u-vb: CircnLu, j'//>;;.lqu:;t l 999, ·rhr: l'ublk lnltr<:st Dbdosurt !\et l 'Ji)8, 
VVhi,;,tkb1ov-rinn in the NHS 

22, StcppiHg \tone::, ··-·-·-·-·-·-·-·-·-·-·-
?3. h1x from Fm-c!wm U Gn:>purt F'CT, :?4 JmK ?On? l.o L.~.~-~-~--~__ln· Phann:Ky audit 

re;ulis 
/.~rL Rtfy<.d Colkq<:: of Physki;ms, Prindpies of l\JiJ1 Control i13 Falliativl~ CmT for /\dull.•.:,, 

':l Octohn ;woo 
ly lvkdid11c, Scptnnbn .. !kcnnbr:r ;WCH 

GMC100891-0201 

::0Dfv'];\\Don1Dnc\9Di>CG3F31 '):j.lf1 04HCU';6HF20iJ7'if1ABD9C34.l9'lFN! 3 i Clf.;g;n<;tiD~lEOO:f/ D6?H;h!!p:\\dc·m 

~no\dont£!oc\~~i)rdib.nsf 
Crl?;lkd 01~ :~.GjO!'li2D01 ll :09 



GMC100891-0202 

:·w. lvkdidncs and Prescr\hinq Cmnmitkt: !Vkd.inn Ancnda n Minutes, 
J 1. Lr:.t.t.ns (<ntd :ltt;tdwd pro1ou;1} from iV'kdkal D1rtrtor PHCr to Dr H Jones U Dic~d~-A'] 

Vmdon re Protocol for Prr:snipthm i\r.hnin1stmtion ofDlamorphim~ b::-l Subcutar;;~(J-;i·s:·-·' 
!11 fu:,ion, 'l FdH uary 2000 

JL Lettn horn Dl[·c-~d~--A-ito ~,,kdkall:Jirtr:tor l'l1CT re Diamorphinc i.iuiddhl{:':i, ::! 1 
I.;,,,') rl"' !''' 2· nnf) '·-·-·-·-·-·-·-·-·J 
) \."' {I;~ ,J .. '~ ..... ,.... .. _ 

.n. l.dter from D{.code-A-·]to \kdlud DiH:dor PllCf re: Syrh1~F Driver Control, ) 1 
Febn.wr_y :~oooL·-·-·-·-·-·-·-·-·-· 

34. Medidnes ;md 1-'rcsniblnq C:ontrnllJce lVkdinq Aw:nda H fv1imlte~, 6 April :~000 
3'). M<::dicines a-nd F'1-r:~·;niblnn CornmittfT Medinn i\qtw.h H lViiiHHe>, 6 Jufy 2000 
J6. YVkdk:hlC'> and f\e;oibinq (\nnn1ittz~<': \ikdinq Aqcnd:,: H VlinuU:s, :'l \low:n:bn 

2000 
J/. \lkdkin<':<;, and Pn::'<r:rFt;h'tq (.\nnndU.<:c iVkd~rnr iiAinlHf',',, S J:.muar.y :'oo·l 
J~t T\k~dk:irw:'> and l\e>c:ribimJ CnrnrnHtct i\Mchnq Aqcnck: a Mim.!lt':s, 4 fvby )00 1 

--~--~,~=--~~-=.::::~:_.: ___ ,, ___ ; to [~~~~~~~~~g:~~~)~~~~~~~~J -~ 7 i\pril :~oo:~ re I~CE·; 

'i !. F. m a i! tu Code A ho m 1\hn 'f\k:v.;hcny i'(.~ dn!<J ditta, ) . . April /00/ 
4J. Druo Chart'; for Dac~:bhb, Dryad U Sullan V\hrds, J i\ptil :~~oo::~ 
44, UKCC Uuiddinr:s for the adrnini~;lr<ltion nf medicines 
<iS, Portsmouth l!oc.p1UJ1::, NHS ·rrust, Pharnwcy ')('rvic.::, Summary 1\ikr:lkine> Us(~ ! 9CjCJ. 

1 

Description Hw;pHal Pr;:JdiHoner 
r;:L 1mprnving Working Uws, Puhlkations, Dql<lrtnwnt of Health wcbs1tc 

: :00\·~!\\D<) rnDvc\9 Df.iCV.l F.l 1 'i·H i·l1 0=1HCL! :iliBF:WW r; F 1 i\B !YX:H? ') 'J h\J J ! Cl fi llO :i ''>!; DH EOO T7Du7 fJ ;http;\\ c:onr 
i:to\domdHc\cv;dfb.nsf 
Cn·:attd cl!l '!f{06i200J 11 :li"l 2 



~ 
t~:Y 

Private & Confidential 

Dr JBarton · 
The Surgery 
148 Forton Road 
GOSPORT 
P012 3HH 

Dear Jane, 
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.. PORTSMOUTH ~._S 
tJ-Q;0v 

Heal~~re £dt'cf.jM_~ 
TRUST 

Our ref 

FC/LD 
Your rei 

[)ale 

19 May 2000 
Ext 

214 

I have been passed a copy of your letter of 28th April2000 tendering your resignation from the 
post of Clinical Assistant in Elderly Setvices at Go sport War memorial, to which I believe 

L~:~:~.~:~~:~:A.~:~J has formally responded. 

I am wdting 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 petiod, both the client 
group and woddoad have changed and I fully acknowledge your contribution to the setvice 
whilst working under considerable pressure. 

Acceptance of the above pressures coupled with your resignation has led to a review paper 
being produced which outlines the current service at Go sport 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 proposa~ given your knowledge of the 
current situation, when the paper is presented to the PCG. 

My thanks for your contribution to Gosport War Memorial Hospital and my good wishes for 
continued success in your other roles . 

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-! 

voursmucerely / Code A/l-__ 
r-·-·-·-·-·-cocie-·A-·-·--~~i ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
Divisional Genera Manager 

FARHiAM AND GOSPORT DIVISIONAL OFFICE 

'The Potteries' 
St. C:hristopher's Hospital, Wickharn Road, Fareh.:un, Hants, P016 7)D 
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,• ~~· 1--o s ~· -( I. 0 (. OL ~ l-·-·-·-·-·-·-·-·-·--~-~-~-~---~·-·-·-·-·-·-·-·-·-L , ~ 
~::::u::ti~:·o;;;::~.n;n ::::.~~thDlp~~-ne Barton and i::::::::~~~~~::::::::tv-1~ 
This meeting was convened as part of the investigation of a complaint of harassment 
brought by Shirley HallmanQagainst Dr Jane Barton and Gill Hamblin .. 

Dr Barton stated that she had worked on Dryad Ward for 12 years, giving 5 sessions a 
week, and that she felt she knew Gill Hamblin and the team well. As a visitor to the 
ward she stated that she did not feel it was appropriate for her to be involved with 
management issues. 

H~l"'"cJ'" 1 
.t 

In describing Shirley ~s manner Dr Barton felt that she could be aggressive in 
manner and would also have periods of apparent sulking. It was often easier not to 
disagree with Shirley's opinion rather than upset her. In consequence changes to 
treatment routines particularly relating to opiate administration would happen on 
shifts that Shirley was not working. She described Shirley as 'working to her own 
agenda' and not really a 'team player.' 

When asked how Shirley had managed when she acted up for Gill Hamblin during an 
extended period of sick leave, Dr Barton felt she had managed tolerably well, but the 
ward had not been busy as at that time the Consultant had not been admitting. Dr 
Barton observed that she felt Shirley appeared to enjoy 'paper work' in preference to a 
more clinical role. 

Dr Barton described how she had only wanted to give advice and support to Shirley 
Hallman and had never '·put her down or been beastly to her'. She described how 
Shirley had asked for her advice before applying for the G grade post at QAH and how 
she had photo-copied some articles for her. 

Dr Barton described a discussion between herself and Shirley, initiated by Shirley 
following her return to Dryad. Shirley had asked if there was a problem between them, 
to which she had replied 'no'. Dr Barton then asked Shirley how she was getting on 
with the job opportunities at QAH, assuming Shirley was still wanting to do acute 
work. 'lfl had known she did not want to work there I never would have inquired .... I 
bitterly regret offering support'. 

She described how the work on the ward had changed. There had been limited 
consultant cover. Families were increasingly demanding, with unrealistic expectations 
and one or two had been particularly difficult .. 

When asked how she viewed Gill Hamblin's professional role, Dr Barton described 
her as the 'Clinical Boss' and with a competent control of the ward. She was 
consistent in her approach to all staff. 

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

lcodeAI 
! L ' ! ~ 
1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Dr Jane Barton nor(. .J 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

F:\JBINV.DOC 03/05/00 12:01 
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17.3.00 
SPOKE TO DR BARTON IN THE TREATMENT ROOM AND SAID COULD I 

HAVE A WORD. I SAID THAT IF I HAD OFFENDED HER IN ANY WAY THAT{\ _ · ~ 
I WAS VERY SORRY AND I APOLOGISED. s"'-.a_ ~ <o:v-~ 

SHE REPLIED THAT IT WAS NOT THAT BUT THE FACT THAT I HAD \ ....;J ~~e..- · 

DIFFICLJLTY IN "~_gg_l?.RI~<!.~T WE DO HERE".SHE SAID SHE WAS~ u 
ANNOYED THAT L.-·-·-·----~c:?.~_E.:.~----·-·-·-·-.JHAD SPOKEN TO ME ABOUT IT AND 

THAT SHE HAD IN FACT CALLED HER THAT DAY TO SAY THAT. 
DRBARTONCONTINUEDVflTHTHEFACTTHATSHETHOUGHTIHAD 

DIFFICULTY "KEEPING ALL THE BALLS IN THE AIR AT THE SAME TIME" 
AND WOULD THERE BE MUCH DIFFERENCE IN PAY BETWEEN TOP E 

AND MY PAY WITH THE NEW PAY RISES COMING INTO EFFECT. 
I SAID ''NO" AND SHE ASKED ME IF I WOULD NOT PREFER TO GO TO QAH 

AS A TOP E AND NOT HA YE ALL "THE STRESS" OF MY PRESENT ROLE. 
I SAID I WOULD ACTUALLY HAVE MORE WORKLOAD AT QAH AS AN E 

THAN I HAVE IN MY PRESENT POST AS AN F.AND THAT I HAD NO 
~;- INTENTION TO WORK AT QAH IN THE NEAR FUTURE. 



0901ACShirleyHa~L1manNur:se. txt 
#TEXTO 90 lACShirley·Eal1manNurse 
tf;CODENC 

GMC100891-0206 

Conflict between Ward Sister (Gill Hamhlin) and Dr Barton and othe 
r nurses ~ mainly ShJ rley, Evidence of GJ 11 and Dr Ba.:cton cont: rol 
lin9 things, 
#ENDCODE 
#CODENC 
Shirlr:;y expreElsed concer:n.'3 re. p.t·escribing .:_:md adrnird. st:ratJon of c 
ont:t·oJ.led c:lxugs -- doss no( appea.r- to ba.ve :cepo.d:ed this outside of 

ward - will send details of her grievance. 
}fENDCODE 
#CODENC 
Some~ protoco1s a.nd S]<J.i.delineL'.l bad c:>n ,J1J.b:l.lerc.• \•Nn·d but: .. ir1t:.erpretat:i 
ern d:Lffr:;r.::;nt. 
#HNDCODE 
#CODENC 
Felt Trusc took appropriate action re. her grievance. 
#ENDCODE 

Carn.e :into I'ruGt in 19 ~H3 (<I an) came 
F grade post. Left ~ year ago. 

(part of Trust: still) . 
#END CO DB 
#CODED8 

#CODEDB 

from Rehab (Moorgreen) to Dryad 
i'Jorks:; night: s in 3n1J i lee House 

All other staff were aware of tension. Sh:Lrley was unable to deve 
lop her own role. Situation becarne 'flo:cse after Shirley had acted 
up. She implemented nuxnt)e~:- of ch<_:rnqes inc. he.lp.i. ng b.osp:L tal get I 
IP. When f3:i.ster HanibLLn came back Shb:-J.ey was frustrated at hav:i.n 
g to pull bax:~k on a rn1rnber: of ot::he:r in:Ltiat:Lves. Trust rnr.:magernent 

'\4as very gc;od ··· offered medi.ati.on and tried to improve work.:.ng re 
Jatim1Elhipe:l. Had inver-;ti9ation, SR Ha.mbl:J.n cleared ,;,nd med";..at:l.on 
offered by trust to rerwJve conflict between 2 o.f. thern. l:-Iowever 1 

even ty·ith 'Cl:i.ese .attempts t:o imp_rove the working relat::ionships -· S 
b.irJ.ey felt unable t.:o st:a._y so applied .for other job. N"B. ShiJ:.-ley· 
took out grievance, 

#BNDCODE 
HCODED9 
i\11 other st..?.tff wer::.o aware of tensJon. Sh.Lr1ey was unable to dev,e 
l<)P L~e .c .... -;;~~'Il :r.··ol e ~ .S :L 1:.~ ~LJ. t :L ()J.I 1-.Jc..~..: c..:in:c :t~rc:~2.~ ;J e· .3.:f t. c·::!:" ~S}: i.L'J (_~·j_r t.~.:} r1 -1:.ct c:·d. 

up, She impJ.tomented number of chanqes inc. hel"pinq hOiJpi.tal get I 
I P., Hhen Sist: er Hambl.in c;ame back Shir1ey was f.custraLed at havin 
g to pull back on a number of ot~h<.;;r initiatives. Trust mana.gemen.t: 

was -,.rery good -- offered mediation and tried t:o improve ""'orking re 
lat.ionshi.fH.CJ. Had investigation. SR Hanib1ir:. cleared a.nd mediat.i.oD 

Page 1 
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o 9 0 1ACS11i:r:--.1. (~ _)l}la11l-narlrJtlr~_;e ~ tx.t. 
offered by trust to resolve conflict between 2 of them. However, 
even. ~ . ..,ith t:hese att.ernpt~J to imiYrove tb.e 'Alorkinq relc:.tionsh:lps "· B 

hirley felt unable to stay so applied for other job. NB. Shirley 
took out grievance. 

#ENDCODB 

.i\.}f:l() fac:l.L"i.ti.es for numbeT NOF pa.t:.i.ents not :in p1ace. 
#1~]NDCODE 

#CODEC4 
Had a.-:,vay d.:~.y to discusf;; issues. Ward: ('ended u.p as a. bit of. a rnix o 
f cont. t nu it~'/ (;ar;;_: pa.t.i.ents a:nd. reh/1b, Ha.d cha.1:1.9e of c•onsuJ. t..ant~ .. 
this prompted th1::::. c:ha:nqe L:·om cotJ.t.irmit_y car.·e t;o rr::hc-,b. 
#ENDCODE 
{l:CODBC<1 
Other st;aff \<.~ere wLUinq to h(::Jp ;cehar.) {ie. the Phys.i.()Ei .:;;:.nd. OT;::;) b 
ut d.id not have time. 
#BNLX::ODE 
#CODECH 
Efforts wex.·e tnade to 1ia5.se with rel.a.ti V"c"Js and understand their" go 
als for the pa.ti.ent. Not t'iO much f.ccu,s on ''+'hctt patient wanted - s 
ometirnes relatives assured they knew best and could override wishe 
s of patients. 
#EN'DCODE 
#CODEG2 
Efforts ·w·~~re made t:o J.i.21.ise 'v>H:_h relat.ives and understand the:l-r 90 
<:Ll.s for the pat:ien.t, t-.Jot so mucl1. focus on \<lhat pat:ient wa.nted - s 
ometimes relatives assured they knew best and could override wishe 
s of pat:i2nts. 
#ENDCODE 
ft.CODEC5 
:Patients arr:L\rinS:J on '<Jard ·· qreet.ed by nu:cses and procedu:ces cxpla 

it END CODE 
#CODEGl 
,Sc)rnc:times r)a.tients v,rex·e cold after t.::.hr;;:i..:r journ.ey and h<:~d to be mad 
e cornfortable. Dr Bart.on infm::mecl, Made mJre r:elat :iv<:'JS J·rne•:J whe:c 
e patif.:nt:s were "'ihen rnoved from other .hos_pi r.,::d. ::=;, 

#ENDCODE 
#CODEG2 
Sometirnr:.:~.:; pati.E~nts we:ce cold afU:'u: t.:hei:r journey ~'lnd had to be mad 
e c~om:Eort:.able. fh· Barton :infonned. t,1;;;,de ::>un .. ; relatives knew whe~~ 
e pat~ie11t,s weJ:"'t=:: vii'l8YJ. ~n(T'/E~d .. '"C.LtJt.n (.:.:tl1:e:r· 
#ENDCODE 
tfCODEG2 
Tried t() talk to relatives ovc:r phone lett.L-19 them know patients w 
ere in and would meet up with their relatives. Dr Ba:rton would t;;;, 
1k to relatives '~:.s we11 and expJ.ai,n what wt::.s possib1e. 



#ENDCODE 
.}tcODEGl 
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Tried to ta_l_k to :r:el<;ti~-.ten over pb.one letting thto;rn know patients <.rJ 

ere i.n and <,..;ou1d meet. :.rp with t.he:i.r reia.U.1.rt~s. Dr Barton '"'culd ta 
l~L-;. tl) J" ... ~el~:ttives a£--3 we1..l ,~Yl(.i explair1 t.>VllctL: \~at:J r;c:.-~ssiJ=>le{-

#ENDCODE 
#CODED? 
IViDrr rneE;tixig£-3 tO()]< p 1 ~1ce~ regt:t letr 1 ~/·. 
#BNDCODE 
t-J;CODEF1 
Pain Contrc)J., If pa.tienU;; came in on. ina.d(-:>.tJ\Jate m.e<.1:J.cations,- D:c B 
arton ini:ormt=~d, to incrP:::aae r'u:.xlicat ion, Nu:cse.s wouJ.d use j ltdq{;';men 
l:s co.ncerning patient.s r:~ain status and ti:is war~ conveyed to Dr E (; 
n her arrival at ward. 
#EN:OCODE 
#CODE:F.2 
Pain Control. If patients came in on inadequate medications, Dr B 
arton informed, to increase medication. Nurses would use judgemen 
ts c:oncern.inq patientl;;; pain st;atus and this -vw~a cornn:::yed t:o Dr B o 
n her a:c:civaJ a.t wc-cnL 
#ENDCODE 
#CODEFl 
Then~ 'Vle:re several occas.tons when ntn:Bes on ''laxds felt. patients we 
re gi·ve11 too trruch rneciict:1tioTlS J.e ~ r:rresc.r.i:bec1 too tnl.tcl\v 'I}tlis V.ltlS -... l 

oiced to Sister Gill Ha.mbli11 who 8aid nurses did not u.nderstand pa 
in control and BpecJalist advice Wi:?~S sou,Jht from Countess l\1ountbat 
tf;n. 
#BNJ)CODE 
ttCODEH1 
Sbi1:-J.ey ra.Jsed concerns on seve:cal occasi.onB about amount of morph 
ine given to pat:Jents via syringe dri\:er. Her concerns were dismt 
ssed by ward sister. On one occasion sister said that Shi:cley had 
upset D:r Barton, Sh:Lrley asked Dr Ba:rto.n if this was so and l'.£.~~-~-.A'J 

arton said she was not trpset. but thought that Shirley- didn't appre 
~- c'iate what was bein9 donf.: on the )<!<.:<..r.-cL 

#ENDCODE 
#CODEFJ 
Sh.i ·r·ley raised. c:oncc..:rns on several occaslor:s <'-'!bout arr1ount of morph 
ine given t:o patients v;la ':;yr:i.n9e drivf,~r. Her conce:cru3 were dimni 
:::3sed by ~"'ar-d s:L~:::ter. On on(; occard.on sist:er: tgaid tlwt BhLrley .ha.d 
upset D.r Har:ton. Shir:·1ey asked nr Bart<::·r:< if Lhis was so and Dr B 

arto.n said she was n.ot. upset but thought~ that Sl::d.:r·ley· didn! t arxr,Y.t:'e 
c.iate what was be.Lnq done nn the \'J(.>·r-d. 
HENDCODE 
#CC)[JEF2 
ShJ·.cley ra:i.s,;.~d concern.G on seve.:r:al occasions a,bcrut amount of mo:cph 
-.i.r1e g~:. \l"'f..?.:f1 tc:-: l)<A L.i er:tt Ei vi>;_=.:. s:i:t·ir;_g(~ d.-.:::· i \re:.::::··... 1~(=;.:;· c:::)c:(_::-:::: x.~~-l ~::~ '·>J··::: :::·r.: :J_.i. s~rd_ 
ssed by ward sister. On one occasion sister said that Shirley had 
upset L1r Ba.·rtr)I1 y Sl::.i r·ley ask:ec1 D:t... 1Jal:~to.rl if t.hj. s V.Jt::.~:; so ar1d. D.t:~ _B 

arton s-aid she \'<'<::ts not upset but thouqht that: Shirley d:idn' t appre 
c.iate what was being done on the ward. 
#ENDCODE 
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0901ACShirleyHallmanNurse.txt 
#CODBFl 
Shirley highlighted differences between practice then on Dryad war 
d and what war3 happening on ,Jubi}.ee vmrd. Ctn ,Ju:bilr::;e \tlard syringe 
··d.r:ivers wert~ in use, but j.n rnu.ch more 11 ccmt.:r·c)lled 11 '~'Jay. Also mix 
of drugs not the same, Feels mix. was an :i.ssue - th:Lnks di.amorphi 

ne appropriate orten. 
#ENDCODE 
#CODBP2 
Shirley highlighted differences between practice then on Dryad war 
d .:::md what. was happening on ... rul:Jilee \.-JanL On ,J"ubiJ.f.:::e v.J<.:tn:l syringe 
··drivr:~rs \ve.r:e in use, but in rrru:ch rnore "cont.rz-,11edil <..'JaY. t'\.J.so mix 
of dn.1gB not the s<:l.me, Feels mix \•.ra~J an i;;:~sue - think:.<3 cU.amorpht 

ne appropr1ate often. 
:I{E:NDCODE 

#CODEG2 

#CODEP2 
Pain control for patients was 
rnent of adec:1_uat~e pain control 
be i.nfcxnned. 
#ENDCODE 
{tCODEF1 

increased according eo nurses assess 
usually doubled - Dr Barton would 

Things changed with a:rriva1 of ne",¥ consultant. ExampJ.e of r.::·atient 
on morphine and rehab dc;ctor \-;'ante:d her up and walking so morphin 

e was discontinued and patient v-,ras reha.bi.l itab<.:d a.nd t,1e1:1.t. home. 
#ENDCODE 
#CODEFl 
Nurse:s concern re, \y'ide pa:::·enneters of dru9 dosage, tnix of drugs a:n 
d need for syringe drivers in first place. 
#ENDCODE 
#CODE:F:?. 
Nu.rsf.>S concern re. ~vi.de paramete:cs of dru9 doe:~a~}EJ, rn:Lx. of d.rUl.:JB an 
d need fcrc syr.i.n9e drivers .in first place. 
#BNDCODB 
#CODP.F'1 
Sometimes Sh:J.rley v<'ou1d go off a.t:. night and patient was comfort<.'tbl 
e ·- next .J.ay pa.t.i.ent on syrtn9e d.r:i.ve:c ;;~nd when chaJ.len:=.~ed 1.-Jar: to1 
d patient:s condit:j_on had changed, 
#RNDCODE 
#CODEF2 
Sometimes Shirley woul.d go off at night and patient was comfortabl 
c - nf:xt day patient on. syr.inqe clriv(~r <1nd when ch.allenqed was tol 
d patients condJt.i.on had Crh3XlSJed. 
#ENDCODE 
#CODED3 
Nurses did question regime but were told they did not understand p 
ain con.t:rol. Not.hin'::.I cha.nged. Difficult for staff t:o ch2;.llenqe D 
r Barton and W;:u:d Siste"t-- -- Gi11 Hamblyn. 
"ttENDCODE 
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09011\CShirl''.:yH<:tllmanNurse. t.xt 
#CODED7 

#CODED9 
Did put in lJrievance, on.e wr-itten ·· about Dr: Ba:rton and Sister Ham 
blyn. Letter to Ba:cbara Robinson {early 2000) about .feelin<J of be 
ing v:i.ctimised. 
tf-BNDCODE 
#CODED'? 
Dr Bart.on had. i'.l.Elkec1 BhL::ley if she would br~ .t>et~U:r at QA, 

assumed thi.t::1 117as because Bhe had cha.l.len9ed Dr Ba-rton, 
#ENDCODE 
#CODEIJ3 
8:\.nt~e:r Hr..mtblyn 1tked total control! 
#ENDCODE: 
#CODCD3 

Shir.ley 

Durin'.=J peLiod Sb.i.d.ey a.c:ted up use of By:c:Ln;-.y:~ ··drivf::;rs a.nd tripJe m 
edication was better controlled. 
#END CODE: 
#CODEFl 
TJ1.:Lngs improved with new rehab. Confmltant. r.•,rho ha.s far more opti.mJ 
stic view of patient's potential for rehab. Use of morphine dimin 
i.shed. 
i.fENDCODE 
#CODEF2 
Things improved w:i t:h new rehab, Consu.1 tant '.'.rho has far more optimi 
st.i.c vJ.ew of patient's potential for rehab. Use of morphine di.m.in 
ished. 
#ENDCODE 

Doctlmentl 
Created on 31/10/00 18:21 
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'·i\lav;x·;\5si5t.8;fiT.to-'f~Eiv~1Tsec·1:i: ta ry 

2SL/C:NH Hr~adqu~nters 
Rrn 165 Victory Htlilding 
PP72 
1-iM Naval B;:lSe Portsmouth 
Ha11 ts PO 1 3LS 

Dt:::lr Cornmodore H~1rton 

GMC100891-0211 

.
. '~ -~"":'··· I

. ,,.,_ A 

. XJ, 

10~-105 Gu:1hiH Rov11 

LD;':dO:": f?C1Y BTG 

Tek'pi·lone: 0:1.0 ?4--1-B y:wo 

Fax: ow 74-';.a 9121 

To:t phone: 02.0 7++8 <;>:<.<;>:<. 

www. thLJ·1 hs. 1Jk 

ThJn k you for your ktter <md enclosures of 23 Novern ber 200 I, '1-'vhkhi·~.·~.·~.·~.?.~·~~~~.·~ .. ~.'J 
fmwarded to nH~ as the kad manager for the Cornrnission for Health hnprovement 
(CH1) lnvesUqatkm tlt tlw: Gosport Wm Memori<1! HospitaL 

1 have noted your comments around the mx~d to strike a lKlbnce between protecting 
the interest of patients and supporting those who actuafly ddiver care. CHl is 
committed to worklnq wHh the NHS to create an open, blam£>free culture in vib1ch 
lessons can be learnt fTorn mistakes. 

l would like to reassure y·ou that O·ll's approach places i:he patient at the heart of all 
our work and does not seek to allocate blame. An of our reports are non-attributable 
and are HI<Jde public CHl has no statutory remit to re-investigate C<:ISt'.'s involving th£~ 
care of individual patients. ln its invt~stigations CH1 seeks above all, to establish 
whf~the:r the systems and processes follovved by heahhc:are orunnfsatim1s support good 
quality patient care. 

Cl-11 does fully <1ppredate tl~f: ~t~<xin both your wife and other members of staff have 
been m1der in n:·cent years. 1 have already met with the rn.Tin unions supportinq staff 
at the trust, together w-ith the Loe<:ll 1\iledir::al Cornrnittee, h1 order to uive staff 
reassmo:mces about CHI's rnethods ofworkinfJ and outline how staff can contribute to 
the investigatlor1 process. 

For your lnfcmnatlon, l have enclosed :a copy of the inve:;.;tlgatirm tenn of n~f~:rem:e: 
and an information sheet together with some nwre uener<J11nformation about CHL 

Th:.mk y·ou once agJin for your conuihutlrm to this investlgntiorL 

,~"'. i c--...., 
r·-·-·-·-·-·-·-·,):-·-·-·-·-·-·-·-·-·-·-·---~·-·-·-·-·-·-· ·-·-·-·-·-·---~~-·-\.·-·-·-·-·-·-·-·-·-·~ 

I CodeA I 
i i 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

1nvestigntions Manager 
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,--·-·-·-·-·-·-·-·-·-·-·-·-·-· 
From: Commodor~ Code A !Royal Navy 

(~~} 
4 .p 
~ 

[.~-~-~-~~~~-~~-~A--~-~-~.J 
Commission for Health Improvement 
FREEPOST 
LON 15399 
LONDON 
EClB lQW 

-jl d.-_-_-_-_-_-_-_----~~~-~--A-_-_-_-_-_-_-_-_] 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Naval Assistant to Naval Secretary 
2SLJCNH Headquarters 
Rm 165 Victory Building 
PP72 
HM Naval Base Portsmouth 
Hants P01 3LS 

Te 1: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

Mil:i Code A i 
Fax! : 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

23 November 2001 

As a member of the public, who is not part of the NHS, but someone who has been closely 
associated with it and the Gosport War Memorial Hospital (GWMH) for many years, I would like 
to make a few general observations about the NHS and raise some specific points which I believe 
have a direct bearing on your investigation at the GWMH. 

The ethos of a Health service that is free at the point of delivery is morally very laudable, however 
it shifts the rigor of establishing affordability from the individual and passes it to the Government. 
As the expectations from such a service will always exceed the money we are prepared to pay for 
it, these expectations must be curbed to the point where there is broad parity to the resources 
available. While the present policy of appeasing the public opinion by blaming the deliverers of 
healthcare for the shortfall may be a short term expedient, it does not address the underlying issue. 
In fact, it is inflicting deep seated and long lasting damage by eroding morale of the people that we 
rely on to deliver the care. I have never known morale to be at such a low ebb and regrettably it 
continues to drop. I cannot see this trend changing as long as the present blame culture persists. 
The emerging evidence that output continues to decline, despite all the additional resources being 
pumped into the NHS, is in my opinion, a clear indication of just how significant morale is to the 
delivery ofhealthcare. The deliverers ofhealthcare, who contrary to Public perception, are, with 
very few exceptions, caring competent people working extremely hard, in very stressful conditions 
who feel unsupported and vulnerable. 

My wife, a very competent General Practitioner, who until April 2000 worked as a Clinical 
Assistant in Elderly Care at the GWMH in addition to being a minimum full ttme GP, has been 
through hell and back as a result the "Blame" culture that is beinglnculcated throughout the NHS 
and indifferent management by the Portsmouth Health care Trust./. In this instance the Staff at the 
GWMH have been made the scapegoats for a decision by the Healthcare Trust to change the role A '3 
of the GWMH without rovidin ade uate facilities (Enclosures 1 & 2). To date, she has been 
Subject to two separate Police Investigations, appeare before the disciplinary board of the GMC 
and has been subjected inappropriately (Enclosure 3) to the scrutiny of the "Failing Doctors 
Scheme" all for the same allegation over a period lasting a staggering 3 years. In addition she was 

INVF.STORIN PEOPLE 

NG1/01/083 



·• 

GMC100891-0213 

subjected to trial by the media that included attempts by the local press to interview me outside my 
home at 7 am in the morning. Each of these protracted and extremely stressful and deeply 
humiliating procedures concluded that there was no case to answer and all were characterise~ 
coLmplete lack of support from her employers. Indeed she was suspended from her position, as 
Chair of the PCG by the Health authority after the finding ofthe various investigations had found 
there was no case to answer pending the outcome of undisclosed ongoing investigations, which 
presumably include CHI (Enclosure 4). As there appears to be no end to this process she has felt 
obliged to resign. 

While there should be no let up in the drive to root out the tiny number of criminal and negligent 
healthcare professionals the current emphasis is disproportional to the size of the problem. Unless 
there is a more equitable balance between protecting the interests of patients and supporting the 
deliverers ofhealthcare, the decline in morale will continue, and could ultimately lead to the 
collapse ofthe current system. 

What are the solutions? The allocation of adequate resources is essential but there is a danger that 
these additional resources disappear into the black hole caused by the endless rounds of 

• • d • ~<'1-,' 1 • • , 1 • ' d ' l n remgamsatwns an restructunng. .i ui3 management cnurmng 1s cost y, provwes a rea y metno( or 
obfuscation and does not address the issue oflack of funding. The present blame culture must be 
replaced with some form of positive underpinning for healthcare providers. Most importantly, 
patients must be drawn into the cost-containment process to reduce the gap between expectation 
and affordability. 

Sadly the frenzy of adverse publicity that accompanied the announcement of the CHI investigation 
coupled with the associated literature perpetuates what I can only describe as the institutionalised 
bullying of health care deliverers by an unstoppable bureaucratic juggernaut. If the management and 
treatment of staff at the Go sport War Memorial Hospital is an indication of Human Resource 
management in the NHS as a whole I am amazed that we have a service at all. 

As an interested outsider can I urge that during your investigations due consideration is given to 
the staff, who continue to give of their best without support from their management. Some 
recognition of the devoted care they have provided to hundreds of frail and ,,.Jlnerable people 
would be a refreshing change. 

Finally I have enclosed copies of four letters to help in your deliberations about the process. You 
may find it significant that only the letter dated 28 April 2000 was deemed wortyof an 
acknowledgement. 

Yours sincerely. 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

I Code AI 
' ' i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

INVESTOR 1N PEOPLE 
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Or lan Raid 
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R!C!hiD 2 6 NOV 2001 

Or Jane Barton 
Clinical Assistant in Elderly Services 
The Surgery 
148, Forton Road 

Gosport 
HANTS P0123HH 

Tel 02392583333 
28th January 2000 

CD 

CLINICAL ASSISTANT ELDERL V MEDICINE GOSPORT WAR MEMORIAL HOSPITAL 

I feel that this is an opportune moment to examine my post for a number or reasons. 

Firstly there is currently a review of the arrangement of Elderly Services and their 

relationship with future Primary Care Trusts and a future Trust configuration .These will 

undoubtedly impact on the future use of present continuing care beds throughout the 

District. 

Secondly the Clinical and Managerial Integration between the Hopsitals Trust and 

DSCA and the possible future implosion of acute work at Haslar will have a major effect 

upon the types of subacute and post acute care offered at Gosport War Memorial 

Hospital in reconfigured services on the peninsula in the future. 

Thirdly and perhaps more relevantly at the moment, the type and throughput of patients 

who are currently using our beds is completely different from those I looked after when I 

took up the post twelve years ago. The types of patients and their medical conditions 

have changed markedly and perhaps this issue has not been looked at comprehensively 

within the Trust. . There is no such thing as Continuing Care nowadays, and Palliative 

care is something that I do perforce without a great deal of specialised back up. 

At a clinical level this manifests itself in a number of ways, the most strikingly obvious of 

which is the expectations of patients and their relatives. 

In part I feel that this stems from a mistaken perception that Gosport War Memorial is a 

Hospital with a capital 'H', ie resident medical staff and full on site resuscitation facilities. 

\t is also apparent during discussions that relatives take the word rehabilitation titerally 

and expect a much higher level of care and expertise than the current staffing levels and 

my time allow. 
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Whereas as recently as three years ago I would expect to spend a specific period of 

time with a worried relative over and above the normal consultation process once every 

few weeks, currently I find myself having to do this on a more frequent than weekly basis. 

In addition the climate of complaint, litigation and actual prosecution fuelled by intense 

media interest at present in care of the elderly and the issue of dying makes my position 

as a General Practitioner attempting to provide day to day care extremely difficult. 

I am finding the pressures on me to continue to provide what I consider appropriate 

care for patients, proper consultation with their relatives and support of my hard pressed 

nursing staff almost intolerable. The current Police investigation into a charge of 

attempted murder only serves to highlight the almost impossible task faced by a team 

dedicated to offering seriously ill patients a dignified and peaceful passing. 

I would be most grateful if you would give this matter your earliest attention as I feel that 

the issue is placing considerable stress on the nursing staff and I personally feel 

extremely vulnerable to litigation for reasons that are outwith my control. 

Yours Sincerely 

Jane Barton 

Copy to Or A Lord 

Max Millett 



-, 
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i Code Ai 
' ' i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Dr.JA Barton 

Personnel Director 

Portsmouth Healthcare trust 

St James Hospital 

Portsmouth P048LD 

Clinical Assistant in Elderly Services 

148, Forton Road 

References: 

a. My letter 28.1.2000 

b. My letter 22.2.2000 

[_~~~-~--~-] 

Gosport 

Tel023 92583333 

28th April2000 

to Clinical Director Elderly Medicine 

to r·.~--~--~--~--~--~~-~--~~--~--~--~·.J (copies of both letters attached) 

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. 

My original contract of employment signed in 1993 indicates I am required to 

give you two months notice. However, I wish my serious concerns and 

anxieties to be placed on record during the notice period. 

xours sincerely, 

Jane Barton 

Copies to: 

M Millett 

Dr I Reid 

Dr A Lord 
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Chief Executive Health Authority 

Finchdean House 

~-·-·c·o·(ie-·A·-·1 

L·-·-·-·-·-·-·-·-cnarr·G<5sport PCG 

St Marys Hospital 

r-·-c·~~i;-·-A-·-i 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Portsmouth 1July2001 

Following a visit from your Director of Public health at extremely short 

notice last Friday 28th June I understand that I am being investigated 

under the 

"Local procedure for the identification and support of primary 

care medica] practitioners whose performance is giving cause for 

concern". 

In addition it is fel t by the Health Authority that 

the Chair of the Primary Care Group. 

I should stand down from 

IS REFERRAL TQ THE "FAILING DOCIQBS SCHEME" THE 

APrROPRUcrEPRQCEDUBE? 

I was informed that the referral to this procedure, which will investigate 

all my General Practice activities, is as a direct result of my appearance 

the previous Thursday in front of the Interim Orders Committee of the 

GMC. 

This appearance concerned an alleged criminal case, which has been 

ongoing for three years and is known to you. The incident took place while 

carrying out my duties as a Clinical Assistant working for Portsmouth 

Health Care Trust in August 1998. 

The GMC committee considered all the evidence and determined that it 

was nn.t necessary for protection of members of the Public, in the public 

interest or in my own interest that a suspension order should be made. In 

other words in their v iew there was no case to answer. 



Notwithstanding the findings of the above, the Health Authority has 

decided to proceed now , some three years after the event, with the Poor 

Performance Process whose grounding principles supposedly include a 

prompt and effective raising of matters, the confidence of all parties 

involved and protection of doctors against vexatious allegations (Section 

2.1) 
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Under Section 3 of the terms of reference for the Performance procedure it 

states that that there are two separate parts to the process; the first of 

which, the performance screening group which can be called at short 

notice, determines the appropriate course of action. I have been informed 

that this part of the process has been convened and that my case has been 

referred directly to the second stage performance reference panel 

without any consultation with me or screening group having any 

knowledge of the details and findings of the GMC enquiry. 

In addition, the guidance (section 4.2) states that criminal activity should 

be directed to the correct process rather than being considered under the 

Poor Performance Procedure. Does not an appearance in front the GMC 

constitute the correct procedure? 

MY POSITION AS AN EMPLOYEE OF THE HEALTH AUTHORITY 

I was asked at the same interview whether I felt it was appropriate for me 

to continue to represent the Health Authority in public in my role as Chair 

of the PCG. As I do not consider I have done anything wrong, a view 

supported by the GMC , I can see no reason to do this. However, if the 

Health Authority do not feel it appropriate for me to represent them in 

public then you should suspended me from my position with an 

unambiguous statement giving the reason for this. 

Having worked for you for some years during which time I have always 

had immense respect for your fairness and balanced views, I am conscious 

that the tone of this letter is contentious, but I do feel there is a worrying 

underlying moral principle about the protection of doctors once the 
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unstoppable momentum of complaint and investigation has begun. This 

· post Shipman "yard arm" clearing culture with the associated ritual 

humiliation, leaves the medical profession unacceptably vulnerable and 

the long term consequences this will have on recruitment and retention 

will be devastating. 

DrJ ABarton 
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Ref: JB/VB/L 1 

r·-·c-o-cfe·-·A--"1 
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IOW Portsmouth and SE Hampshire 
Health Authority 
Finchdean House 
Portsmouth 
P0360P 

Dear r·c~·d-~-A1 
'-·-·-·-·-·-·-·-·-·-·-' 
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Fareham and Gosport fr/:kj 
Primary Care Groups 

Unit 100, Fareham Reach 
166 Fareham Road 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

01 November 2001 

As briefed by J:~:~~~:~~~:~~~J a couple of weeks ago, CHI has been called in to investigate the 
process of patient care at Gosport War Memorial Hospital since the complaints of 1998. 

I find it tragic that after 24 weeks of intensive work including further traumatisation of dedicated 
Clinical staff at the hospital, a report will be produced to coincide with the dissolution of the 
Healthcare Trust as it becomes part of the PCT. The cynic in me would go so far as to believe 
this is a deliberate ploy to avoid resolving this sorry episode before the beginning of April next 
year. 

lt also leaves open the implication that in addition, any further complaints, which would appear 
to be inevitable judging by the media frenzy that accompanied the announcement of the CHI 
investigation could be referred back to the police, GMC or UKCC, further extending the three 
years of misery which this indifferently handled episode has caused. 

For my own part I can not morally justify drawing a salary and adding to the enormous financial 
cost of this unmanageable bureaucratic process which should be being spent on patients 
without being able to fully contribute. I feel it may already be being said in certain quarters that 
I am drawing a salary for doing nothing. 

Not withstanding the fact that the original investigation of the criminal case against me and your 
Local "Failing Doctors" procedure have found that there was no case to answer l can see there 
being no speedy conclusion to this matter and further, no prospect of my being reinstated as 
the Chair of the PCG. 

I therefore feel forced to tender my resignation. 

Yours sincerely 

Dr Jane Barton 

11 Ill 
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Southampton 
University 
Hospitals 
NHS Trust -

Ref: GFT/SMP 

16 September 1999 

i-·ca.de-·A-l 
. L.CfileTExe-cdtive 
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Portsmouth Healthcare NHS Trust 
St James Hospital 
Portsmouth 
P04 8LD 

Dear Mr Millett 
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(D! ctf(---au-tL~J 
~_., Soutnampton General Hospital 

Tremona Road 
Southampton SOI6 6YD 

Telephone 01703 777222 

.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

l.-·-·-·-·-·--~-<?-~-~--~---·-·-·-·-___j 

Jl · Further to your recent request for my comments about the complaint concerning f_--~~~~--A-_-_] 
care, made by her son Mr Wilson, I am please to enclose a letter addressing the specific 
comments about which you have asked my opinion. There were several other comment~t.LwJ.?_b§9, 
to make which were not pertinent to the issues you had specifically raised oq behalf of L.!:..l?~~-~--.1 
These comments ... contained herein,are meant to be helpful and of course you· are completel/free· 
to ignore them but I simply felt they may be of use. · 

Firstly of course. the issue of the notes themselves which having been sent for microfilming are 
. J J 

extremely difficult to get through. lt is interesting however that the microfilming process does not 
seem to have captured the fluid charts which i::.. I think unusual and may be an issue worth noting. 
I am not sure whether this is policy or simply that they were not sent to me, in which case I 
apologise. 

Secondly I wanted to make a comment about the nursing care plans. They were sent to me 
apparently quite separated and it is very difficult to work out which progress chart actually applies 
to which problems care plan. Whilst I recognise that in the way of things in the notes this would 
not normally be problem since things would be filed together, notes do become disentangled and I 
am sure it could cause a problem and I wonder if they should be numbered. I also think that the 
careplans are a little limited and whilst there is an issue about the encouragement of fluids with 
regard to the care plan specifically orientated towards her urinary incontinence, I believe that once 
it became obvious that fluid intake was poor, a specific care plan might well have been started at 
that time outlining possible manoeuvres for encouraging fluids. I also think that the absence of a 
night care plan with the nurses simply signing in the progress sheet each morning is not really 

· helpful in tenns of recording care on a 24 hour basis. 

The third issue about which I would like to express some concern really relates to [~?.~~~:!.~] 
comments in her reply to the original complaint. She apparently was providing consultant cover on 
two wards due to maternity leave, which permitted only one ward round every fortnight. Given the 
difficult nature of a rehabilition unit, it seems to 'me inconceivable that a fortnightly ward round by a 

. ,:consultant 
1

is adequate consultant cover and I would strongly recommend that attention is paid to 
: the provisiop of maternity leave cover. I do not think that had Or L~~-d_~:.~]been able to be present 

more frequently on the ward it would necessarily have altered the outcome. in this particular case, 
but I feel sure that it would have relieved a lot of anxiety all round. · 

Ref: k:\admin\complain\pumell2.doc 

Sue Palmer 

Page 1 of 2 

16 September 1999 
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The fourth comment really relates to the dosage of Morphine. VVhilst recognising that in some of 
the peripheral units the medical staff providing daily cover are often from outside the hospital, I feel 
that writing Morphine up for a subcutaneous pump with doses ranging from between 20 and 200 
mgs a day is poor practice and could indeed lead to a serious problem. As it happens the nurses 
stuck to using 20 mgs a day of Morphine in the subcutaneous pump and then increased it up to 
40mg but they could of course have increased it up to 200 mgs given the way the chart is written. 
I think it unlikely that the jump from 20 to 40 mgs ·made any real contribution to Mrs Pumell's 
management, but I think it is still a large jump and steps need to be taken to consider limiting the 
flexibility of dosage· regime. · 

I hope that you will accept these comments are meant to be helpful. I fully recognise that I am not 
a professional nurse and therefore slightly stepping outside my boundaries by commenting on 
nursing issues, however as Clinical Director I frequently have to consider how we might make our 
notes better in order to handle specific issues. 

Please let me know if I can give you any more information. 

Code A 
pne 
; 
; 
; 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

c.~ \. ~cl 

NoT 

o . fl-o CoW\$'(!)'-" 

Pr- Lov-v\__ 

Ret: k:\admin\complainlpumell2.doc 

Sue Palmer 

I lld \ <J~ 
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16 September 1999 
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From To 

Barbara Robinson Max Millett 

Ref 

BFRJsvn 
cc 

27 October 1999 

Learning Points from the Wilson Complaint 

Thank you for your memo and the copy of~-~~~~-~il's letter. 
i ! 
i·-·-·-·-·-·-·-·-·-·_! 

la) Microfilming/Fluid Chart 

It was an unfortunate error that these particular notes were microfilmed so quickly. 
Notes are not usually filmed until at least one year after the patient has died or 3 years 
after discharge. 

The company have assured us that everything is filmed except blimk sheets and 
·address labels. 

2b) Nursing Care Plans 

3d) 

This has been picked up as part of the Clinical Governance Action Plan for 
Community Hospitals. It was also part of an action plan from a workshop on May 20 
'99 for Clinical Managers and Clinical Practice Development facilitators. This action 
plan was evaluated on 20 October '99 and showed that work with Nursing Care 
Plans has taken place across all areas in the community Hospitals. 

I will raise it at NAC to ensure it is being picked up Trust wide. 

Good Practice in writing up medication. 

It is an agreed protocol that Jane Barton, Clinical Assistant, writes up diamorphine for 
a syringe driver with doses ranging between 20 and 200 mgs a day. The nurses are 
trained to gradually increase the dose until the optimum level has been reached for the 
patient's pain relief. If the prescription is not written up in this way the patient may 
have to wait in pain while a doctor is called out who may not even know the patient. 

Ian may wish to raise this at the Medicine and Prescribing Committee 

I hope this covers all the points 

~--C~d;--A-L_ 
l ________________________ j 
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Prescribing opiates in community hasps 
29 October 1999 09:57 

i-·-·-·-·! .. -·-·-·-·-·· 

icod•Ail;ve had a long convers-ation with Jane Barton tqday, in response to the comment made by[.:.~~~~.] 
1~.-·.Jer (review of Cs:!i.~~=!\::=l complaint) - the practice of writing up s/c pump morphine with dosages 
ranging from 20-200 mgs per day- ? poor practice, ? lead to serious problems. 

f~~~~-~1 feels very vulnerable and that the nurses are also vulnerable - but that the system of medical 
'·-c·over makes it difficult to prescribe otherwise. If we say she can't prescribe like this, does she refuse 

to prescribe opiates, as she can't be expected to attend the wards at the drop of a hat? 

She feels very unsupported on clinical risk matters such as this, to the extent of wondering if the job is 
worth it. She wasn't directly threatening to leave, but was making a plea from the heart about how it 
feels just now. I told her of our concerns about the harassment clinicians seem to be facing from some 
complainants. 

She asked if we could take a Trust stance on the prescribing of opiates in community hasps. My 
comment was that I thought this was an important clinical governance issue, a real issue to be 
recognised and tackled; far more important than sterile tick box risk assessment. 

This is our first opportunity to link a complaint into clinical governance- for positive action! 

* Where do we take this? Obviously MAC, I guess, but perhaps also to the CGP? and/or RMG? 
.. --·-·-·-·-·-·-·-·-·-·-
!Code A! 
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Portsmouth HealthCare NHS Trust 
MEMORANDUM 

To: 
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.. ~~ 

See Distribution 

~ 
\ 

Rer: g:/rnerno/diamorph.doc cc: 

15 December 1999 

RE : Memorandum for the Protocol for Prescription and Administration of· 
Diamorphine by Subcutaneous Infusion, 

' 
I enclose a draft protocol along with a blank infusion and pain control chart and a 'completed' 
Diamorphine infusion and pain control chart. 

I should be very grateful for your comments. 

Yours sincerely 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

! r 
; 
; 
; 
; 
; 

! Code A 
' ~ 
; 
; 
; 
; 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

DISTRIBUTION: 
Dr Jane Barton- Clinical Assistant- Gosport War Memorial 
Sister 1• Hamblin- Dryad Ward- Gosport War Memorial 
Dr Althea Lord- Consultant Geriatrician- QAH 
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PROTOCOL FOR PRESCRIPTION AND ADMINISTRATION 
OF DIAMORPHINE BY SUBCUTANEOUS INFUSION 

INTRODUCTION 

In community hospitals, particularly at weekends and bank holidays, medical cover is 
provided on an emergency call out basis. 

This can lead to a situation whereby patients who are experiencing increasing pain may not be 
able to have their pain control needs immediately met. To overcome this and also to give 
guidance to nurses who may be unsure as to how much analgesia ( diamorphine) to administer 
within a variable dose prescription. 

DOSAGE 

Guidance from the palliative care service indicates that if pain has not been controlled in the 
previous 24 hours by 'Xmg' of diamorphine, then up to double the dose should be 
administered the following day, i.e. up to 2x 'Xrng' should be given. 

PAIN CONTROL CHART 

It is suggested that a pain control chart (see appendix) should be completed on a four hourly 
basis for all patients receiving a diamorphine infusion. 

PRESCRIPTION 

Diamorphine may be written up as a variable dose to allow doubling on up to two successive 
days, e.g. 10-40 mg, 20-80 mg, 60-240 mg or similar. The reason for prescribing should be 
recorded in the medical notes. 

ADMINISTRATION 

If pain has been adequately controlled within the previous 24 hours, the nurse should 
administer a similar dose of diamorphine over the next 24 hours. 

If the p:revious 24 hour dose has made the patient unduly drowsy etc., the nurse should use 
his/her discretion as to whether the dose to be administered for the next 24 hours can/should 
be reduced, within the prescribed dosage regime. If the minimum dose appears to have made 
the patient too drowsy, the on-call doctor should be contacted. 

If the patient's pain has not been controlled, the nurse should use his/her discretion as to the 
dose to be given within the next 24 hours, i.e. he or she may administer up to_double the 
previous 24 hours dose. 

G:I\ANRIMISCIDIAMORPH.DOC 03/12/9912:25 
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INFORMATION TO PATIENTS and RELATIVES 

Where patients are mentally capable of receiving such information, they must be told that an 
infusion of a painkiller ( diamorphine) is being started and that the dose will be adjusted if 
necessary to allow them to be as comfortable as possible without being unduly sedated. 

When patients are unable to understand such information, by reason of either their physical or 
mental status, the decision that diamorphine is being, or about to be, administered, should be 
communicated to their next-of-kin/relatives, again indicating that the aim is to make the 
patient as comfortable as possible and that the dose will be adjusted to keep the patient as 
comfortable as possible without being unduly sedated. If relatives express concern about the 
administration of diamorphine, despite the above discussion, the medical staff should be 
informed and the medical staff should make every effort to discuss the administration of 
diamorphine with the patient's next-of-kin/family. A resume ofthe discussion should be 
recorded in the patient's notes. 

G:\IANRIMISC\DIAMORPH.DOC 03/12/9912:25 
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DIAMORPHINE INFUSION AND PAIN CONTROL 
CHART 

1400 1400 1400 1400 
+4 hours y y N y 
(1800) 

y y N y 

N y y y 

N N y y 

N y N y 

N y y y 

3 1 3 0 

10mg Smg 20mg Omg 

GMC100891-0228 

1400 



DIAMORPHINE INFUSION AND PAIN CONTROL 
CHART 

+8 hours 
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+ 16 hours 

+20 hours 

+24 hours 
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SUMMARY MEDICINES USE 1997/1998 to 2000/2001 
Drug Dos a Pa~k 151~7119~8 19~8/19U 1lUID12000 2DOD/2001 
oiamorpnrne lnJec:tlon Oaedelus 5mg 5 0 5 0 3 

Dryad Smg 5 0 0 0 6 
Sultan Smg 5 G s 0 10 
Tata.l 5ma s 6 10 0 1P 

Dlamorphine Syr1nge Sultan SmQ 1 0 10 0 0 
Total limg 1 0 10 0 0 

biamorphine Injection Daedelus 10mg 5 :21 34 Z7 19 
Dryad 10mg 5 40 57 56 20 
Sultan 10mg- 5 67 36 24 35 
Total 10mg 5 128 127 107 74 

Oiemorphine Syringe Dryad 10mg 1 0 17 0 a 
Suttan 1ome , 0. 20 0 0 
Total 10m~ 1 0 37 0 0 

Diamorphine lnJec:tlon oaooelus somg 5 16 27 15 7 
Dryad :30mo s 34 51 40 4 
SU!!&n 30m9 5 67 43 14 31 
To<!al 3ilmg s 117. U1 &9 42 

Oiamorphins Syrlngo Q!Yed 30m~ 1 0 5 0 0 
Total 30mg 1 0 5 0 0 

Di.amorphine InJectiOn Daedetus ,oomg 5 2 11 1 2 
Dtyad 10Dmg 5 12 13 2 0 ._. Sultan IOOmQ 5 20 27 0 31 
Total 100mg 6 34 51 3 Jl 

Diamorphine lnjQctJon Oaedelus .500mg 5 0 1 0 0 
Dryad SOOmg 5 a 2 0 c 
Surtan ~come 5 1 1 0 4 
Total sooma 3 1 4 0 4 

Fentanyl Patch Daedelus 100mcg/hr .6 .0 1 0 0 
Dryad 100mcg/hr 5 0 1 0 0 
Sultan 100mcg/hr B 0 0 0 0 
To till 100m~~/hr 5 0 2 0 D 

F8ntanyl Patch caadalus 25mC{Jihr s 3 7 2 0 
Dryad 25rnc:glhr 5 6 9 18 a 
Sultan 25mcc/hr 5 0 1 0 1 
Total 2Smcg/hr ~ a 17' 20 9 

Fent11nyl Patch Oaedelus SOmcg/hr 5 1 3 0 0 
Dryad 50mcg/hr 5 1 3 ~ 0 
Suttan SOm£2/hr. 5 0 0 1 1 
Total 50mc!:Vnr 5 2 G 10 , 

Fentanyl Patch Oaed~lus 7!1mcgthr 5 3 0 0 0 

Page 1 of 2 
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SUMMARY MEDJCJNES USE 1997/199e to 2000/2001 
Dryad 75mcglnr 5 3 2 2 0 
Sultan 75megJhr 5 0 0 0 0 
Total 7~mcg/hr 5 G 2 z 0 

Haloperidol Injection Oaedelus Smg/5ml 10 0 3 0 0 
Dryad ~mgl5ml 10 1 1 0 a 
Suttan Smg/Sml 10 43 15 6 0 
Total !imgJ!iml 10 44 u & 0 

Helopori~ lnjec:tiOJ"1 Daedelu.3 Smg/5ml s 0 0 D 4 
OJ'{3d smgtSml 5 0 0 0 1 
Sultan 5mg/5ml 5 0 0 0 16 
Total 6mgl6ml 5 0 0 D 21 

MldGZOI.am 02edGIUS 1Dmg12ml 10 37 51 39 17 
Dryad 10m(ll2ml 10 75 108 75 19 
Sultan 10mg/2ml '\0 21 9 2 11 
Total 10mg12m1 10 1JJ 165 116 47 

Flgures indicate packs of product used 

Page 2 of'2 
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USEFUL TELEPHONE NUMBERS 

The Rowans (Portsmouth Area Hospice) 

Inpatient unit and out of hours advice 

Portsmouth Health Care NHS Trust 

at The Rowans (9 am - 5 pm) 

Consultant in Palliative Medicine 

Palliative Care Nurses (Community) 

Consultant Clinical Psychologist 

Charles Ward (Elderly Medicine) QAH 

Portsmouth Hospitals NHS Trust 

Hospital Macmillan Nurses SMH 

Macmillan Radiographer 

Macmillan Centre 

Pain Clinic 

Pharmacy 

Drug Information 

Countess Mountbatten House 

Macmillan Service, Midhurst 

St Wilfrid's Hospice, Chichester 

QAH 

SMH 

SMH 

QAH 

QAH 

SMH 

0 I 705 25000 I ext 209 

01705 25000 I ext 203 

ext 203 

(Answerphone) ext 326 

ext 216 

01705 286059 

0 1705 286000 ext 2408 

orbleep 419 

01705 286904 bleep 409 

01705 286000 ext 3425 

or bleep 288 

01705 788700 

01705 286312 

0 1705 28611 7 

01705 866771 bleep 468 

01703 477414 

01730 812341 

01243 775302 

Haslar Oncology/Palliative Care Nurses 01705 584255 ext 2695 

I 
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Neurological problems 

Raised intracranial pressure 

Spinal cord compression 

Depression 

Anxiety 
Insomnia 

Drowsiness 

Confusion 

Terminal restlessness 

Miscellaneous problems 

Weakness 

Hypercalcaemia 

Anaemia 

Bleeding/haemorrhage 

Skin problems 

~ . Itching 

Sweating 

Pressure area care 

Fungating wounds 

Lymphoedema 

Psychological and spiritual care 

Breaking bad news 

Dealing with denial and collusion 

Spiritual care 

Culture 

Bereavement 

Bereavement 

Unresolved/abnormal grief 

Formulary 
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INTRODUCTION 

Palliative care: 
• is the active total care of patients and their families, usually when their 

disease is no longer responsive to potentially curative treatment, although it 
may be applicable earlier in the illness; 

• provides relief from pain and other symptoms; 
• aims to achieve the highest possible quality of life for patients and families: 
• responds to physical, psychological, social and spiritual needs; 
• extends as necessary to support in bereavement. 

This handbook contains guidelines to help GPs, community nurses and hospital 
staff as well as specialist palliative care teams. It aims to provide a checklist for 
the management of common problems in palliative care, with some information 
on drug treatment. It is not a comprehensive textbook. 

Further advice can be sought from the specialist staff identified on the back 
cover; more detailed drug information may be found in the British National 
Formulary. 

The former term 'radiotherapist' is used in place of 'clinical oncologist', for 
rea~ons of clarity and brevity . 

Cautionary note: some of the drug usage recommended is outside product 
licence, either by way of indication, dose, cir route of administration. However, 
the approaches described are recognised a~ reasonable practice within palliative 
medicine in the UK. 

Abbreviations 

csci =continuous subcutaneous infusion (via a syringe driver) 
si = sublingual 
se =subcutaneous injection 

* indicates that these drugs or conditions 
are best managed by specialist staff 

-~ ! 



• 

GENERAL PRINCIPLES OF SYMPTOM MANAGEMENT 

• Accurate and full assessment is essential for both diagnosis and treatment 

• Be aware of the importance of non-physical factors in symptomatology -
emotional, psychological, social and spiritual problems are often mixed 
together with physical symptoms 

• When symptoms are difficult to control there may be more than one cause, 
or there may be hidden emotional, psychological, social and spiritual 
factors ' 

• Use appropriate therapies to maintain best possible quality of life and 
independence, and to allow patient and carers to focus on other important 
issues 

• Be careful that drug side effects do not become worse than the original 
problem 

• Sensitive explanation and inclusion of patient and carers in decision 
making are essential parts of symptom management 

• A multi professional approach is essential, and may be facilitated by the use 
of a drug card and/or a shared information card 

• Consider referral for a specialist palliative care opinion: 
-if there is a problem which does not respond a~ expected 
- in complex situations which may benefit from specialist expertise 
- for support for the hospital or primary health care team 

• Continually reassess 

• 
GMC100891-0236 

PAIN 

Pain is a common, although not inevitable symptom in cancer an?. successful 
treatment requires an accurate diagnosis of the caus~ and a ratiOnal appro~ch 
to therapy. There are many components t? cancer pam an? ~11 relevant phystcal 
and psycho-social factors need to be taken mto account- Pam m t~e cancer 
patient need not be caused by the cancer, and can be due to prev10us treatment 
or to an unrelated cause, 

Most pains arise by stimulation of nociceptiven~rve endings; the characteristi.cs 
may depend on the organ involved. The analgestc lad?er ap~roach (see over) ts 
the basis for prescribing but careful choice of appropnate adJ~Van~ drugs such as 
anticholinergics for colic, NSAIDs for bone pat~ and b~nzodmzepmes for muscle 
spasm, will greatly increase the chance of effecttve palhauon. 

A burning or shooting component to the pain is lik.ely to be d!"le to nerve. 
entrapment or infiltration resulting from compressiOn or erosiOn respecuvely. 

Dia1m9sis 
There is no easy way of measuring pain in a clinical situation; as such, it is 
generally held that pain is what the patient says it is. 

Causes I Risk Factors 
1 Physical Nociceptive pain caused by somatic, visceral or bone injury 

Neuropathic pain caused by nerve injury 
2 Non-physical Anger, anxieties, fears, sadness, helplessness 

Spiritual, social and family distress 

If pain is difficult to control, remember: 

All pains have a sig~ific~t psychological c?mponent, and fear, 
anxiety and depresston wtll all lower the pam threshold. Remember 
also the likely effects of life changes associated with terminal disease 
including loss of financial security,loss of body image and 
compromised sexual function. Together with more .exi~tential and 
religious uncertainties, these factors can have a maJor tmpact on the 
way a person perceives and copes with pain, 

Assessment 
I Identify the site (with any radiation). severity, duration. timing and aggravating 

and relieving factors 

2 Use a body diagram with the patient's own words 

-4- -5-
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Manar:ement 
Step 3 

Step 2 

Severe 
Step I Moderate pain 

Mild 
pain 

pain 

Co-!lnalgesics 
Drugs, nerve blocks, TENS, relaxation, acupuncture 

Specific therapies 
Radiotherapy, chemotherapy, surgery 

Address psychosocial problems 

The WHO analgesic ladder 

The WHO analgesic ladder ha~ been adopted to empha~ize that it is essential to 
use an analgesic which is appropriate to the severity of the pain; patients whose 
pains do not respond to weak opioids warrant and deserve to be managed with 
strong opioids. However, alternative methods of pain control a~ indicated in the 
boxes at the ba~e of the diagram must be considered in all patients, whatever the 
severity of their pain. 

Step 1 

Step 2 

Step 3 

Non opioids 
Paracetamol 
NSA!Ds 

Weak opioids 

oral or rectal 500mg- lg qds (maximum 4g 1 day) 
diclofenac (tabs SR 75mg bd) 
naproxen (tabs/susp/suppos 500mg bd) 
ibuprofen (maximum 2.4g per day) 

Dextropropoxyphene 32.5mg with paracetamol 325mg (coproxamol) 
Codeine 30mg with paracetamol500mg (cocodamol30/500) 

Several other drugs are available in this category including dihydro
codeine and tramadol (avoid in epilepsy or if on antidepressives) 
although none ha~ any particular advantage over the two preparations 
listed above 

Strong opioids 
See following pages 

-6-
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Stronr: opioids 

I Morphine is the strong opioid of choice for oral use 

Several preparations are available including: 

Immediate release oral morphine 
a) Oramorph liquid IOmg/Sml, l00mg/5ml (4 hourly) 
b) Orarnorph unit dose vials l0mg/5ml, 30mg/5ml, lOOmg/Sml (4 hourly) 
c) Sevredol tablet IOmg, 20mg, 50mg (4 hourly) 

Sustained release· oral morphine tablets and capsules 
a) MST Continus 5mg, IOmg, l5mg, 30mg, 60mg, IOOmg, 200mg (12 hourly) 
b) Orarnorph SR IOmg, 30mg, 60mg, IOOmg (12 hourly) 
c) MXL 30mg, 60mg, 90mg, l20mg, 150mg, 200mg (24 hourly) 
d) Morcap SR 20mg, 50mg, l OOmg ( 12 or 24 hourly) 
Sustained release oral suspensions 
a) MST Continus 20mg, 30mg, 60mg, lOOmg, 200mg (12 hourly) 

Morphine suppositories are available if the rectal route is preferred - consult 
local pharmacy for availability 

2 Diamorphine is the strong opioid of choice for parenteral use because of its 
greater solubility - maximum recommended concentration 250mg/ml 

3 Phenazocine* is useful if there is genuine morphine intolerance. One Smg 
tablet is equipotent with 25mg morphine but has a longer duration of action 
a) Narphen 5mg (6- 8 hourly) 

4 Fentanyl TTS patch. Useful especially when there is difficulty swallowing, 
vomiting or intractable constipation; dose titration is more diffic!llt and 
expensive. Possibility of withdrawal symptoms when converting from 
morphine - responds to small doses of immediate relea~e oral morphine 
a) Durogesic 25mcglhr, 50mcglhr, 75mcglhr, lOOmcglhr (72 hourly) 

Conversion from oral morphine to transdermal fentanyl 

Morphine (mg/day) <135 135 225 315 405 495 585 675 765 
-224 -314 -404 -494 -584 -674 -764 -854 

Fentanyl (mcg/hour) 25 50 75 lOO 125 150 175 200 225 

5 Hydromorphone* ha~ recently become available in this country; it may be 
useful if there is .genuine morphine intolerance 
a) Palladone capsules l.3mg, 2.6mg (4 hourly) 
b) Palladone SR capsules 2mg, 4mg, 8mg, l6mg, 24mg (12 hourly) 

6 Dextromoramide (Pallium) and pethidine have a short duration of action. 
They are useful for painful procedures but should not be used regularly for 
chronic cancer pain 

-7-



Use of morohine 

I Instructions to the patient 
o Emphasise the need for regular administration and explain about 

breakthrough medication 
o W am about possible side effects 
o Reassure that when used for pain relief, morphine is not addictive and that 

there is a very wide range of doses available so that they are not 
prejudicing future pain relief by starting treatment now 

2 Start by using an immediate relea<re morphine (liquid or tablet) for dose 
titration giving it every 4 hours. The eventual effective dose may range from 
2.5mg to more than 200mg but only a minority of patients will need more than 
30mg 4 hourly. Give a double dose ill bedtime to avoid waking at 2-3 am but 
ensure that at lea~t 5 doses are given per 24 hours 

3 Start with a low dose and increase by 30- 50% increments each day until pain 
controlled or side effects prevent funher increase. Doses can be rounded up or 
down according to individual need. A common dose sequence is: 

5-I0-15-20-30-40-60-90-120-150-200mg 
Avoid unwieldy doses such as 22.75mg which will lead to confusion and error 

4 Prescribe the same dose as the 4 hourly dose for pm use to be repeated a~ often 
as necessary (hourly if necessary) for breakthrough pain while still continuing 
with the regular dose and review every 24 hours 

5 Use continuing pain as an indication to increaie the dose and persisting side
effects, eg drowsiness, vomiting, confusion, panicularly in association with 
constricted pupils, a~ an indication to reduce the dose. If both pain and side
effects are present, consider other approaches 

6 Once pain is controlled, consider convening to 12 or 24 hourly sustained 
release preparation for convenience using the same total daily dose. Always 
make available immediate relea~e morphine for breakthrough pain (see 4) 

7 When oral administration is not possible because of dysphagia, vomiting or 
weakness, consider changing to diarnorphine by subcutaneous infusion using a 
syringe driver. The conversion from oral morphine to subcutaneous 
diamorphine (total daily dose) varies between 1/3 - 112 allowing some 
flexibility depending on the requirement for increased or decrea~ed opioid 
effect 

Unwanted effects of morphine 

I Constipation is vinually inevitable - use prophylactic laxatives (see p22) 

2 Nausea normally clears within a week; more common at higher doses. 
Ma:y need antiemetic, eg haloperidol 1.5mg nocte, metoclopramide I Omg tds. 
prochlorperazine 5 - I Omg tds 

3 Drowsiness normally clears within 5 days; otherwise suggests overdosage. 
If persistent reduce dose, consider other forms of analgesia or other opioid 

- 8-
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Changing from one opioid to another 

There are theoretical proposals in the literature for opioid rotation*, that is 
changing from one strong opioid to another if pain does not come under good 
control without unacceptable side effects. Research evidence is lacking, and most 
problems can be solved by improving the titration or by using adjuvant drugs 

Opioid equivalents 

This table provides only an approximate guide to opioid equivalents, because 
comprehensive data are lacking. Doses always need to be re-titrated after a 
change of opioid. The total daily doses shown are broadly equivalent to oral 
morphine 30mg 

Drug 

Coproxamol 

Codeine 

Dihydrocodeine 

Tramadol 

Buprenorphine# 

Pethidine (intramuscular)# 

Morphine 

Diarnorphine (subcutaneous) 

Phenazocine* 

Hydromorphone* 
Oxycodone (only available in UK as suppositories) 

Methadone* 

Dextromoramide# 

Notes 

Total daily dose 

8 tablets 

360mg 

300mg 

120mg 

0.6mg 

200mg 

30mg 

IOmg 

7.5mg 

4mg 

20mg 
lOmg 

15mg 

# We do not recommend for. regular use in chronic cancer pain 

* Best used by specialist staff 

-9-
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Management of specific pains 

A Bone pain 

1 Consider early referral for palliative radiotherapy - usually single fraction 
2 NSAIDS are effective for pain on movement but beware side effects especially 

when used with corticosteroids; discontinue if not helping 

3 Regular iv infusions of bisphosphonates* of proven benefit in bone 
metastases from brea~t or prostate cancer and myeloma: pamidronate 
60- 90mg, sodium clodronate 1500mg every 3-4 weeks 

4 Consider orthopaedic surgery for painful lytic metastases at risk of fracture 

B Abdominal pain 

1 Constipation is a common cause; avoid a~suming pain must be due to cancer 
2 For colic use an anticholinergic such a~ oral propantheline or subcutaneous 

hyoscine butylbromide (Buscopan) 30- 90mg/24hrs usually by syringe driver 
3 For liver capsule pain consider dexamethasone 4 - 8mglday +/- NSAID 

4 For pain arising from upper Gl tumour consider coeliac plexus block (see H) 

5 NSAIDs are a common cause of iatrogenic abdominal pain 

C Neuropathic pain* 

O~en .burning or shooting, and m(ly not respond in a predictable way to pain 
rehevmg medication. May presage cord compression. Specialist palliative care 
team will be plea~ed to advise but the following approach is suggested 
I Titrate to maximum tolerated dose of opioid 

2 Amitriptyline 10- 75mg or dothiepin 25mg- 75mg nocte; increase dose to 
maximum tolerated and stop if no benefit after 7 days at that dose 

3 According to response either add or substitute anticonvulsant eg sodium 
valproate 400- 800mglday, clonazepam 500mcg nocte or up to tds, 
carbamazepine 200- 1200mglday (usefulness is often limited by side 
effects); discontinue if no benefit after 5 days on highest dose tolerated 

4 Dexamethasone 8mg daily - stop if no improvement after 5 days 

5 To consider: TENS, acupuncture, clonidine*, ketamine*, midazolam*, 
mexilitine*, neural blockade 

D Rectal pain 

I Rectal drugs: steroids, diazepam, nifedipine*, baclofen* 
2 Local radiotherapy 

3 Tricyclic antidepressives (amitriptyline, dothiepin - see C) 

4 If anal spasms, try glyceryl trinitrate ointment 0.1 - 0.2% bd 

- 10-

E Muscle pain 

1 Paracetamol, NSAIDs 

2 Muscle relaxants: diazepam, baclofen, dantrolene 
3 Physiotherapy, aromatherapy, relaxation, heat pad 

F Bladder spasm 
1 Oxybutinin 5mg tds 

2 Amitriptyline 10- 75mg nocte 

GMC100891-0239 

3 If catheterized, intravesical bupivacaine 0.25%, 20 mls for 15 mins tds 

G Acute pain of short duration 
For example pain on moving a fractured limb or changing a painful dressing 
I Dextromoramide given sublingually 20 mins prior to procedure 

2 Entonox 

H Pains amenable to nerve blocks 
Some techniques are easily learned by the non-specialist whilst others should be 
performed only by pain management specialist anaesthetist. Neural blockade can 
be temporary with local anaesthetic or semi-permanent with neurolytic agents 
such as phenol. By reducing local inflammation, injected steroids are particularly 
useful when pain is due to compression of the nerve 
I Intrathecal opioid and local anaesthetic infusions may help in difficult pains 
2 Back pain due to metastases often responds to epidural injection of high dose 

steroid and local anaesthetic. Caudal injections are ea~ily performed and are 
useful for sacral pain. Thoracic and cervical epidurals are much more difficult 

3 Chest wall pain eg due to mesothelioma- can be very difficult to control; 
intercostal and paravertebral blocks are easy to perform; success claimed for 
cervical cordotomy or thoracic epidurals in very specialized hands 

4 Upper abdominal pain especially due to pancreatic tumour - 80% success 
claimed for coeliac plexus block 

5 Lower abdominal and pelvic pain- lumbar plexus block wonhwhile benefit 
but less successful 

6 Hip pain - psoas compartment block 

7 Perineal pain - saddle anaesthesia using intrathecal phenol. Like all neurolytic 
techniques this is the province of the specialist 

8 Rib pain - temporarily abolished by intercostal injection of local anaesthetic 
proxim:).l to lesion. Longer term benefit from infiltration with depot steroid. 
Care needed but technique well within capability of trained non-specialist 

9 Pancoast tumour and similar- brachial plexus block 

-11-
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NAUSEA AND VOMITING 

Causes I Risk factors 

Raised intra-cranial I 
pressure 

Pain, unpleasant 
Cerebral cortex sights, smell, 

anxiety, fear 

Vestibular nuclei 
Motion; position (HJ & AChM) 

• 
·'"il:'' 1.:~t"b 1ffl~;· "'~-·--· 

I 
' 

(AChM, SHT2, Ht) 

Mana!!.ement 

. There are many causes of nausea and vomiting and more than one cause may 
often be identified in any particular patient. Mechanisms are outlined opposite. 
See next page for profiles of antiemetics and standard dose regimes 

Cause Therapy 
Raised intracranial pressure I Dexamethasone (see p32) 

2 Cyclizine 

Anxiety etc I Benzodiazepines- diazepam 2- 15mg daily 
2 Midazolam 10- 30mg/day via syringe driver 

Motion, positional I Cyclizine 
2 Hyoscine 

Endogenous toxins, drugs I Haloperidol 
2 Prochlorperazine 

!'". 3 Methotrimeprazine 
I I 4 Metoclopramide 

Vomiting centre 
1
1 

Endogenous toxins 
or drugs - opioids, Blood 

cytotoxics. 
Hypercalcaemia, 
uraemia, ketones, 

CSF 

carcinomatosis, 
radiotherapy 

Stimuli from pharynx, 
stomach & viscera - f--
cough, pharyngeal 

stimulation, bronchial 
secretions, ga~tric 
stasis/distension, 
enlarged liver, 
constipation, -intestinal obstruction 

Chemoreceptor 
trigger zone 

(02& SHT3) 

Relea~e of 
emetogenic 

agents 

Vagal & 
sympathetic 

afferents 
(SHT3, SHT4) 

L--..,_ __ 
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Chemotherapy (short term) I Consult oncology colleagues 
2 Lorazepam for anticipatory vomiting 

Gastric sta~is 

Gastric irritation 

Indeterminate 

Constipation 

Intestinal obstruction 

3 Dexamethasone in reducing doses over 5 days 

4 SHT3 antagonists only effective in early emesis 

I Domperidone 

2 Metoclopramide 

3 Cisapride 

I Antacids 
2 Proton pump inhibitors 
3 Misoprostol 200mcg bd if caused by NSAIDs 

I Cyclizine 
2 Prochlorperazine 

3 Methotrimeprazine 

4 Dexamethasone 4- 8mg daily 

See separate section on p20 

See separate section on p 16 
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Mechanisms of action of antiemetics 

Receptor Sites 

Vomiting centre 

Vestibular nuclei 

Type of Receptor 

Muscarinic (AChM) 
Histamine (H 1) 
5HT2 

Muscarinic (AChM) 
Histamine (H 1) 

Chemoreceptor trigger zone (CTZ) Dopamine (D2) 
5HT3 

Upper ga~trointestinal tract 5HT3 
5HT4 
Dopamine (D2) prokinetic 

Antiemetic therapv 

In established nausea/vomiting gastric stasis interferes with oral absorption: use 
other routes. Use oral route for prophylaxis of nausea 

Use appropriate non-drug mea~ures and treat basic causes if possible. If 
nausea/vomiting are caused by other medication consider stopping, reducing 
dose, changing drug, formulation or route of administration 

Caution: most antiemetics have sedative effects 

A Anticholinergic/antimuscarinic (AChM) 

Hyoscine hydrobromide 0.3 - 0.6mg 6 - 8 hourly si or se 
0.8 - 2.4mg per day by csci 
500 - I 500mcgn2 hrs by transdermal patch 

B H 1 antihistamines 

Cyclizine 50mg three times daily orally or by im or se injection 
I 00 - 150mg in 24hrs by csci 
Also has anticholinergic action 

- 14-
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C Dopamine (D2) antagonists 

Haloperidol 

Methotrimeprazine 

Prochlorperazine 

Metoclopramide 

Domperidone 

Antiemetic of choice for opioid induced vomiting 
1.5 - 5mg at night, oral or se 
2.5 - 5mg over 24 hours by csci 

Some activity at several sites (AChM. D2. H J, 5HT2) 
Sedative at higher doses (25 - I OOmg in 24 hours) 
Antiemetic activity at low doses (6.25- 25mg in 24 hours) 
Use at lowest effective dose unless sedation required 
Dose varies from 6.25 daily to 25mg tds orally or se 
May be given as csci 

5- !Omg tds orally 
25mg suppository tds rectally 
12.5mg tds by deep im injection 
3 - 6mg bd as buccal tablets 
Do not give se 

Also prokinetic 
10- 20mg three times daily orally or im 
In high doses (more than IOOmg daily) acts as 5HT3 

antagonist and possibly as 5HT4 agonist 

Also prokinetic 
Less likely to cause sedation or extrapyramidal problems 
10- 20mg tds orally 
30 - 60mg suppository tds rectally 

D 5HT3 antagonists 

Mainly used in early emesis caused by chemotherapy/radiotherapy; no good 
evidence of efficacy in other situations 

Ondansetron 

E SHT4 agonists 

Cisapride 
Metoclopramide 
Domperidone 

8mg bd- tds orally; may also be used se, im or iv 

!Omg tds orally 
See above 
See above 

Note: csci =continuous subcutaneous infusion 
See section on syringe drivers, p2S 
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INTESTINAL OBSTRUCTION* 

Intestinal obstruction in the patient with advanced cancer is often a difficult and 
complex situation and early discussion with the specialist palliative care team is 
recommended. It is usually a result of multiple incomplete obstructions within a 
bowel which is tethered and infiltrated by cancer. There are thus both mechanical 
and functional elements 

D~ 

I Vomiting often with little preceding nausea 
2 Constipation - some flatus may still be pa~sed 
3 Abdominal distension and discomfort 

4 Bowel sounds may be hyperactive or scanty 

S Colic may not be prominent, but tends to indicate a single site of obstruction 
6 Previous operation notes or abdominal x-ray may indicate site(s) 
7 Rectal examination to exclude simple constipation 

Causes I Risk factors 

I Most common with primary tumours of ovary and colon but may occur with 
almost any primary tumour, including carcinoma of breast 

2 Tumour mass witl;lin the intestinal lumen 
3 Tumour outside the intestine causing compression or adhesions 

4 Infiltration within the muscular coats, preventing normal peristalsis (pseudo-
obstruction) 

S Interference with intestinal motility by tumour infiltration of the mesentery 

6 Pancreatic carcinoma~ may cause gastric stasis by an unknown mechanism 

7 Other causes including adhesions, post radiation fibrosis, constipation, 

metabolic disturbances, septicaemia 

Mana&ement 

I Consider surgery (or occasionally radiotherapy) if both 

a) single site, large bowel or marked gaseous distension and 

b) appropriate depending on patient's condition and wishes- reassess often 
2 If inoperable, avoid 'drip and suck' - NG tube increases nausea 
3 Treat dry mouth (see p20) 

- 16-

4 Drug therapy 

Shrinkage oftumour masses 
Cytotoxic chemotherapy may occa~ionally be helpful if the patient's overall 

condition is good, especially in primary carcinomas of the ovary or colon 

Dexamethasone 4- 8mg daily may help to relieve peri-tumour oedema and 

thus relieve obstruction; particularly helpful with gastric outlet obstruction. 

May need to be given im or se in first instance 

Colic 
A void/stop stimulant and bulking laxatives and prokinetic antiemetics 

(metoclopramide, domperidone, cisapride) 
Hyoscine hydrobromide 0.3mg qds si 
Hyoscine butylbromide 20mg qds orally or 40 - 80mg daily by csci 

Mebeverine i3Smg tds orally 

Loperamide may help 

Constant aching abdomjnalnajn 
Strong opioids - Diamorphine by csci 

Naurea and vomiting 
Aim to abolish nausea and to reduce vomiting to a minimum 

Cyclizine (see p 14) 
Haloperidol (see piS) 

Methotrimeprazine (see pI 5) 
Prokinetic agents (SHT4 agonists) may help where there is ga~tric stasis, 

ileus or pseudo-obstruction but are contra-indicated in the presence of colic 

or if there has been a ga~tro-jejunostomy 

Laxatives 

Use pure faecal softeners to coax stool through narrowed loops of bowel 

Docusate sodium up to 200mg t~s 
Magnesium hydroxide mixture 20 - 30ml od - bd 

Anti-secretory agents 
H2 blockers (ranitidine, nizatidine) may be useful in high obstructions to 

reduce the volume of ga~tric secretions 

Hyoscine butylbromide is a relatively mild anti-secretory agen1 

Octreotide* (see p 18) ha~ powerful anti-secretory properties 

- 17-
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OCTREOTIDE* 

Octreotide* (Sandostatin) is the longer acting synthetic analogue of the 
naturally occurring hormone somatostatin. Somatostatin's normal physiological 
function is to help to regulate pituitary and ga~trointestinal endocrine and 
exocrine secretions, gastrointestinal motility and mesenteric blood flow. Note 
that experience is limited, efficacy variable, and that octreotide is expensive 

Uses in palliative care* 
NB These uses are outside the produd licence - see cautionacy note. p3 

I Intestinal obstruction 
Octreotide decrea~es the volume of intestinal secretions, and thus reduces 
intestinal distension, itself a potent stimulus of secretion. It does this by 
reducing fluid and electrolyte secretion. It also reduces ga~trointestinal 
motility. Both actions may reduce nausea, vomiting and abdominal distension 

2 Fistulae 
Octreotide decreases the output from a variety of fistulae, occa~ionally leading 
to closure of the fistula. It ha~ been used in trachea-oesophageal, pancreatic, 
entero-cutaneous, entero-vesical and entero-vaginal fistulae 

3 Diarrhoea 
Octreotide ha~ been used in the management of diarrhoea caused by subacute 
intestinal obstruction (spurious diarrhoea) or entero-enteric fistulae, a~ well a~ 
in severe secretory diarrhoea and carcinoid syndrome 

~ 
I The effective dose ranges from 200-600 mcg per day (carcinoid: IOOmcg od) 

2 Several days may pa~s before full effect is seen 

3 It may be possible to reduce the dose if control is achieved 

Administration 

I Warm drug to room temperature to avoid stinging on injection 

2 Octreotide is said to be compatible with diamorphine, metoclopramide, 
haloperidol, midazolam and hyoscine. It is incompatible with dexamethasone 
and cyclizine 

Cautions 

I Risk of gallstone formation after prolonged use 

2 Insulin requirements in diabetic patients may fall; glucose intolerance in others 

3 Side-effects uncommon - steatorrhoea, hepatic and thyroid dysfunction 

- 18-

MOUTH PROBLEMS 
Good mouth care is essential to the well being of debilitated patients 

Diaanosis 
I Assess oral cavity daily using a pen torch and spatula. Note the state of the 

lips, teeth/dentures, mucous membranes and tongue, also the type/volume of 

saliva 
2 Assess nutritional status - quality of diet and adequacy of fluid intake 
3 Assess mental state - will determine the patients' ability and willingness to 

participate in their care 

Causes I Risk factors 
I Poor oral hygiene 
2 Poor nutritional state, dehydration, drowsiness, anaemia 

3 Oral thrush and other infections 

4 Oral tumour 
5 Drugs- opioids, tricyclic antidepressives and hyoscine cause dry mouth; some 

cytotoxics can cause ulceration 
6 Local radiotherapy can cause decrea~ed saliva production and oral ulcers 

Manaaement 
I Review medications causing dry mouth/ulceration 

2 Treat oral infections 

3 Drug therapy 
Frequency of care depends on the patient's condition 

General care 
Corsodyl mouthwash - antiseptic and inhibits plaque formation. Use regularly 

after meals and brushing 
Betadine and Oraldene ;u-e antibacterial and antifungal but have little anti plaque 

activity 
Glycerine thymol has mainly mechanical cleansing properties but is transiently 

refreshing 
Ascorbic acid I g effervescent tablet- allow a quarter or a half of one tablet to 

effervesce on coated tongue 
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Specific care 

Lack of Saliva 

e 

Sips of iced water 

~ ·---- _____ .... __ .. __:._,.___ ... , 

Salivary stimulants - lime juice, fresh melon, pineapple, sugar-free gum 
Saliva substitutes - Glandosane spray, Saliva-Orthana 

Pilocarpine tablets 5- !Omg tds for radiotherapy induced dryness 

Oral Thrush 

Nystatin oral suspension- patients must be instructed on correct usage 
Fluconazole - SOmg daily for 7 days 

Sodium hypochlorite (Milton) - for soaking dentures overnight 

Painful Mouth .1' 
Diffiam mouthwaSh • anaesthetic action 

Adcortyl in Orobase- apply topically (without rubbing in) 
NSAID - Piroxicam nielt daily for oral cancer pain 

Sucralfate suspension - for chemotherapy induced ulcers 
Xylocaine spray _ 

Excessive Salivation 

Amitriptyline IOmg at night 

Hyoscine by patch, syringe driver, orally or sublingually (seep 14) 

Glycopyrronium by syringe driver- if hyoscine causes confusion or 
over-sedation 

-20-
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ANOREXIA 

Diaj:nosis 

t A reduced interest in food, which at its most severe may manifest as nausea 

2 Often a~sociated with taste changes 

3 May increase (appetite diminishes) a~ the day goes on 

4 Distinguish from mouth problems, dysphagia, early satiety due to gastric stasis 

Causes I Risk factors 

I Extensive malignancy (but occasi.onally occurs as a presenting symptom) 

2 Uncontrolled symptoms 

3 Psychological, emotional and spiritual distress, especially depression 

4 Drugs, especially cytotoxics, digoxin 

Mana~:ement 

t Treat nausea. pain and other symptoms 
2 Reduce psychological distress with support and counselling 
3 Treat depression 

4 Review drugs 

5 Aim to provide frequent, small, attractive portions within plea~ant and social 

surroundings 

6 Drug therapy - if drugs are needed and there are no contra-indications 

Alcohol before meals 

Megestrol acetate 160- 320mg daily 

Medroxyprogesterone I OOmg tds 

Dexamethasone 2- 4mg each morning or prednisolone !Omg daily to tds 

Steroid~ should always be used with caution, and the dose reduced to the 

minimum effective ai any time, because of the risks of muscle wasting, skin 

thinning and (rarely) osteoporo.~i.~; may also precipitate diabetes. Patients 
with a history of tuberculosis who have not been treated with triple 

chemotherapy should receive prophylactic isoniazid 
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CONSTIPATION 
lt is extremely important to relieve constipation in patients with advanced 
disease. Even anorexic patients will need bowel movements to remove faeces 
formed from gut secretions/cells/bacteria. It is better to anticipate and prevent 
constipation than to wait until treatment is needed 

Diaenosis 

I Passing harder stools, or pa.~sing stools less frequently 

2 Rectal examination - empty or impacted? 

3 Exclude intestinal obstruction (see pl6) 

Causes I Risk factors 

I Drugs - especially opioids, tricyclic antidepressives, iron. antispa.~modics 

2 Immobility and lack of privacy 

3 Dehydration, due to poor fluid intake, vomiting, polyuria. sweating 
4 Diet lacking in fibre 

5 Hypercalcaemia 

6 Concurrent disease - painful anal conditions, hypothyroidism 

Management 

I As far a~ possible, alleviate cause -encourage fibre intake, keep mobile 

2 Drug therapy: use softeners if stool is hard, stimulants if unable to expel stool 

Patients taking opioids need to be prescribed laxatives as a routine 

Combination preparatiortf (stimulant & softener) 

Bisacodyl I 0 ~ 20mg nocte with docusate sodium 200mg od - tds 
Codanthramer (two strengths) susp or capsules 5- 15ml, 2-4 capsules odlbd 
Codanthrusate is an alternative 

Stimulanu 

Bisacodyl 10 - 20mg nocte 
Senna 2 - 4 tablets nocte 
Sodium picosulphate elixir 10- 20ml bd 

Softener 

Docusate sodium 200mg nocte or up to 600rng daily 
Osmotics 

Lactulose 10- 15ml bd 
Magnesium hydroxide mixture 20 - 30ml od - bd 

3 Rectal me~~u~s are_often needed in established constipation- use 
supposltones, mrcro-enemas, phosphate or arachis oil enemas 
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DIARRHOEA 

. Diaenosis 

The patient who speaks of 'diarrhoea' may either be referring to the frequency of 
bowel motions, or to the fact that motions are loose; it is therefore important to 
define the problem by history or examination if a diagnosis is to be reached 

Causes I Risk Factors 

I Excess laxative use 

2 Infections, including Clostridium difficile, Candida spp 

3 Impacted faeces with overflow (spurious diarrhoea) 

4 Subacute intestinal obstruction 

5 Previous treatment: pelvic radiotherapy, extensive bowel resection 

6 Pancreatic insufficiency, characterized by bulky, offensive stools which float 

Manaeement 

I Specific tretment 

Ensure no excess laxative use 

Screen for infections, and prescribe appropriate antibiotics 

Octreotide* (see p 18) for faecal fistulae, subacute obstruction, carcinoid 

Prednisolone enemata or foam for radiation induced diarrhoea 

Pancreatic enzymes (Creon capsules; 2 strengths) for steatorrhoea 

2 Symptomatic treatment 

Loperamide 2 - 4mg every 6 hours; binds to opioid receptors in gut 

Cophenotrope (Lomotil) 2 tablets four times a day 

Codeine Phosphate 30 - 60mg tds - qds 

Manaeement 

I Assess fistula size and site, and patient's overall condition 

2 A colostomy bag is often needed for collecting effluent. A good seal is needed 

and advice should be given about skin care and frequent emptying of bag 

3 A well-fitted appliance minimizes the risk of odour. Metronidazole may be 

helpful if there is a blind loop or overgrowth of anaerobes 

4 Octreotide* may be helpful in reducing effluent (pl8) 
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ASCITES 

Dia~roosis 

1 Clinical examination - shifting dullness, fluid thrill, ballot abdominal organs 

2 Abdominal ultrasound 

3 Diagnostic tap 
4 Exclude urinary retention, organomegaly, tumour, gastrointestinal distension 

Causes I Risk factors 
I Peritoneal tumour 
2 Venous compression or thrombosis 

3 Hypoalbuminaemia 

Manaeement 
I Take no action if symptoms are not troublesome 

2 Perform paracentesis if appropriate, unless bowel is distended. Unsuccessful 
if fluid is loculated (consider ultra~ound scan). Drain 2 litres in first hour then 

6 litres per day. Monitor carefully: sudden release of abdominal tension may 

allow venous pooling and rapid reaccumulation of ascites, with hypotension. If 

leakage continues after drain is removed, consider placing ostomy bag over the 
puncture site 

3 If patient ha~ oedema use stockings and/or massage (see pSI) 

4 Peritoneo-venous shunt can be valuable in severe recurrent a~cites 

5 If concurrent intestinal obstruction: see p 16 

6 Drug therapy 

Cytotoxic chemotherapy (local or systemic) if appropriate 

Diuretics: Frusemide (especially if dependent oedema) 40- 80mg daily 

Spironolactone (especially if hypoalbuminaemia) I OOmg odlbd 
Adjust doses according to response 

Steroids: 
Antiemetics: 
Analgesics: 

Dexamethasone 2- 4mg om can help to mobilize fluid 

Domperidone or metoclopramide (see pI 5) for gastric stasis 
If painful stretching of abdominal wall, see pp5 - 11 
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SYRINGE DRIVERS 
A syringe driver is a small portable battery operated pump which administers 
drugs subcutaneously by continuous infusion. lt offers an alternative route of 
drug administration without limiting patient mobility or independence, and by 
maintaining very steady blood levels may improve symptomatic control 

.See cautionary note, p3 

Indications 

For administering medication when the oral route is inappropriate or difficult 
I Severe nausea and/or vomiting 

2 Dysphagia 
3 Severe oral tumours, sores or infection 

4 Profoundly weak, unconscious or heavily sedated patients 
5 Poor absorption of oral medication 

If problems resolve, consider a return to oral medication 

Practical Points 

I The syringe driver should be set according to the rate of infusion required 
2 Site inflammation may occur for various reasons, and the infusion site should 

be checked at least daily. Management includes changing the drug, changing to 

an alternative site or adding a small dose of steroid (hydrocortisone 50 - 1 OOmg 
per day). If the problem persists, seek advice 

3 Certain drug combinations are incompatible and cause precipitation. This may 

be overcome by: 

• using a larger syringe to allow greater dilution 

• using water rather than saline for dilution or vice versa 

• separating drugs into two syringe drivers 

• drawing up dexametha~one la~t when used in combination 

• substituting the drug with an equivalent alternative 

• avoiding exposure to sunlight a~ non-observable chemical reactions may 
occur 

4 Use as few drugs in a syringe driver a~ possible 

5 Diazepam, prochlorperazine and chlorpromazine should never be used in 
the syringe driver 
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Drugs used in the syringe driver 

Cyclizine 50- 150mg over 24 hours 

Antihistamine and anti muscarinic antiemetic which acts at the vomiting centre 
in the brain. Often causes site irritation 

Dexamethasone Up to 16mg over 24 hours 

Used to relieve raised intracranial pressure, liver capsule and neuropathic pain, 
and as antiemetic. May precipitate when mixed in syringe with other drugs 

Diamorphine I Omg - 1 g over 24 hours 

Preferred to morphine for subcutaneous use as it has greater solubility, 
requiring a smaller volume. See section on opioid equivalents - p9 

Glycopyrronium 200 - 600mcg over 24 hours 

Used to reduce respiratory secretions if hyoscine causes confusion.or over
sedation. Precipitates with dexamethasone. Cheaper than hyoscme 

Haloperidol 2.5 - IOmg over 24 hours 

Antidopaminergic antiemetic- see PP!2- 1_5. Higher doses oc7asi~nally used 
for sedation - see p39. Extrapyranudal stde-effects occur with htgh doses 

Hyoscine butylbromide 20 - 80mg over 24 hours 

Anti-spasmodic used to relieve ga~trointestinal spasm, pain and nausea and 
vomiting. Useful for drying secretions 

Hyoscine hydrobromide 0.4 - 2.4mg over 24 hours 

Useful for reducing secretions; some smooth muscle antispasmodic activity. 
An excellent sedative but may cause agitation or confusion (eg in elderly) 

Methotrimeprazine 6.25 - 25mg (antiernetic - seep 15) 
25 - I OOmg (sedative - see p39) over 24 hours 

Related to chlorpromazine but more potent; also has analgesic activity 

Metoclopramide I 0 - 30mg over 24 hours 

Anti-emetic - see pp 12 - 15. Extrapyramidal effects may occur at higher doses 
particularly in younger women 

Midazolam 5 - 60mg over 24 hours 

Benzodiazepine sedative with short half-life; anticonvulsant. Higher doses 
should only be used for terminal sedation 

Octreotide* See piS 
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BREATHLESSNESS 

Diagnosis 
· Breathlessness is usually multifactorial. Investigations such as chest x"rays/scan,; 
or blood gases may be of limited value. A therapeutic trial o~ medi_cat!o~s. singly 
or in combination is often necessary to find out what works m an mdiVIdual 
patient. There is i~evitably a psychological component - breathlessness is always 
frightening 

Causes I Risk factors 
A Impaired gas exchange 

Airflow obstruction 
a) Large airways 

b) Small airways 

2 Decreased effective lung volume 

3 Increased lung stiffness 

4 Decreased alveolar gas exchange 

5 Pain 

6 Neuromuscular failure 

8 Increased demand 

I Anxiety 

2 Anaemia 

3 Metabolic acidosis 
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tumour 
extrinsic compression 
laryngeal palsy 
radiation stricture 
chronic obstructive airways disease 
lymphangitis carcinomatosa 

effusions 
pneumothorax 
extensive tumour 
collapse 
infection 
a~cites 

pulmonary oedema 
lymphangitis carcinomatosa 
fibrosis 

pulmonary embolism 
pericardial effusion 
thrombotic tumour 

pleurisy 
chest wall infiltration 
rib/vertebral fractures 

paraplegia 
phrenic nerve palsy 
cachexia 
paraneopla~tic syndromes 

'----------------------=~----------·----
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• 

Manaaement Specific treatments 

General treatments 
These can be employed whilst investigating a more specific cause; general and 

,;pecific managements should be used in parallel 

A Non drug treatments 
General and specific reassurance (that the patient will not suffocate) 
Explanation of the mechanisms of breathlessness 

Fan or cool air across the face is' often helpful 

Proper positioning for easier breathing 

Explore the significance of breathlessness for the patient 
Breathing exercises, relaxation training ) 'pulmonary rehabilitation' by 

Counselling and readaptation ) physiotherapist/specialist nurse 

Acupuncture, aromatherapy, reflexology 

8 Drug treatments 

Nebulised saline often helps where there are tenacious secretions 

Opioids are often helpful in easing the subjective sensation of 

breathlessness; there is no evidence that they shonen life. If opioid naive, 

stan on 2.5mg of oral morphine 4 hourly and titrate upwards. If the patient 

already takes morphine for pain, the dose may have to be increased by up 

to 50% for co-existing breathlessness. The use of nebulised opioids is 

not supponed by scientific evidence; they may induce bronchospasm 

Benzodlazepines are often used in combination with opioids for their 

anxiolytic effect. Use diazepam 2 - 15mg daily for background control 

with addition of quick-acting lorazepam I - 2mg sublingually for acute 

crises and panic. Midazolam 2.5- !Omg se stat or 5- 50mg per 24 hours 

by csci if patient not able to take oral medication 

Oxygen has variable effects; it is difficult to predict who will benefit other 

than by therapeutic trial, but some patients derive psychological benefit 

rather than any improvement in blood gases. Best used in I 0 minute bursts 

before or after exercise unless hypoxic at rest when continuous use. usually 

by na~al prongs, may be appropriate 
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Steroids such a~ dexamethasone 8 - 12mg daily may be useful in airway 

compression by intrinsic or extrinsic tumour, post radiation 

stricture/fibrosis, bronchoconstriction, and lymphangitis carcinomatosa 

2 Radiotherapylbrachytherapy, endoscopic laser/diathermy, bronchial 

stents may all help large airway obstruction due to intrinsic or extrinsic 

compression 
3 Antibiotics for infection, if appropriate- symptomatic medication can be 

given whether antibiotics are prescribed or not 

4 Drainage of pleural effusion with or without pleurodesis 

5 Paracentesis of a~cites, and/or diuretics (see p24) 

6 Chest drain for pneumothorax 

7 Diuretics for pulmonary oedema 

8 Inhaled bronchodilators - can be helpful for patients with carcinoma of 

bronchus who may have previously undiagnosed COAD 

9 Hyoscine/glycopyrronium - for drying excessive upper airway secretions 

10 Anticoagulation for pulmonary emboli. Warfarin is potentially hazardous 

in malignant disea~e and ha~ many drug interactions .It therefore needs 

meticulous monitoring. Low molecular weight heparin given by se 

injection may be a~ effective and safer 
11 Aspiration of pericardial effusion with or without formation of a 

pericardial window 

12 Analgesics. pain on respiration can lead to inadequate ventilation. 

Opioids, NSAIDs, nerve blocks, radiotherapy and rarely cordotomy may be 

appropriate for pleurisy, tumour infiltration of the chest wall, rib/venebral 

fractures 
13 Tenon vocal cord injection for laryngeal nerve palsy (seek ENT opinion) 

14 Blood transfusion should be considered if haemoglobin< 9 g!dl 

15 Physiotherapy for bronchiectatic secretions 
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COUGH 
Dia~:nosis 

I Ask about sputum (and if possible observe)- quantity, consistency, colour 

2 Is cough affected by position? 

3 Examine chest 
Causes I Risk factors 
I Nasopharyngeal - post-na~al drip, candidosis, tumour 

2 Laryngeal 
3 Bronchial 

-+Pulmonary 

- tumour, inflammation, infection 

- inflammation tumour, infection, ACE inhibitors, tracheo-
oesophageal fistula 

- pneumonia, alveolitis, abscess, bronchiectasis, oedema, 
fibrosis 

5 Gastric reflux with inhalation 

\1ana~:ement 

I More upright body position 

2 Steam inhalations, nebulised saline qds for thick secretions 
.1 Chest physiotherapy where appropriate 
-+ Treat infections unless the chest infection is a terminal event 

:'i Radiotherapy may help if cough is caused by tumour 
6 Drug therapy 

General: Inhalations: tinct benz co, menthol 

Simple linctus 

Low dose opioids: codeine, pholcodine, methadone, morphine 

Specific: 

I Nasopharyngeal - post-nasal drip: antibiotics, nasal steroid spray 

2 Laryngeal - steroids via inhaler or nebuliser 

-local anaesthetics* via nebuliser- bupivacaine 0.5%, 
s.ml tds .• ~t least 30 minutes before any food or drink; 
nsk of 1dtosyncratic bronchospa~m. sometimes severe 

3 Bronchial - bronchodilators in standard doses 

-steroids orally, inhaled or nebulised 

-local anaesthetics* (see above) 
4 Gastric reflux - antacids containing dimethicone 

- prokinetic agents (see pl5) 
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HICCUP 

Causes I Risk factors 
I Peripheral (diaphragm, phrenic nerve stimulation) 

gastric distension or irritation 

liver enlargement/involvement 

intrathoracic nodes/tumour 

2 Central (medullary stimulation) 

Mana~:ement 

raised intracranial pressure 

brain stem CV A/tumour 

uraemia 

I Rebreathing with a paper bag (raises pC02 levels) 

2 Drinking cold water or taking a tea~poon of granulated sugar (pharyngeal 

stimulation) 

3 Drug therapy 
Peripheral causes: Metoclopramide IOmg qds 

Domperidone 10 -20mg 4 - 8 hourly 

Central causes: 

Antacids containing dimethicone (Gaviscon, Asilone) 

Dexamethasone 4 - 12mg od 

Ranitidine 150mg bd 
Chlorpromazine I 0 - 25mg tds 

Haloperidol 0.5mg tds 

Diazepam 2mg tds 
Dexamethasone 4 - 12mg od 

Nifedipine I Omg tds 

Baclofen 5mg tds 

None of these treatments is consistently reliable 
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RAISED INTRACRANIAL PRESSURE 

Diagnosis 

I Primary carcinoma known to spread to the brain 

2 Severe headache worse when lying down 
3 Vomiting, convulsions, mental symptoms, diplopia, restlessness 

4 Papilloedema may be present 
5 CT/MRI scan may be appropriate 

Causes/risk factors 
I Cerebral metastases 
2 Primary cerebral tumour 
3 Other causes- abscess, cerebro-va~cular accident, hypertension 

Manaument 

I Raise head of the bed 

2 Drug therapy 

Dexamethasone up to 16mg per day. Avoid doses after 2pm a~ may 
contribute to insomnia. Gradually reduce dose to minimum effective, 

monitoring carefully to check that symptoms remain controlled. Withdraw 
dexamethasone if no improvement after 7 days on 16mg daily. 
Carbamazepine and phenytoin may reduce therapeutic effect by 50% 

Anti-convulsants should be considered in the presence of cerebral 
malignancy, eg phenytoin 200-300mg at night, carbamazepine 0.8-1.2g per 
day in divided doses (also available as suppositories), sodium valproate 

600mg to 2gm daily in divided doses 

Midazolam given by csci as an anti-convulsant when oral anti-convulsant can 

no longer be taken; dose 30 - I OOmg by csci over 24 hours titrated to effect 

Diazepam suppositories (5 - I Omg) may stop convulsions if they occur 
Analgesics for headache 

3 Consider cranial irradiation if there is a good response to dexamethasone 
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SPINAL CORD COMPRESSION 

Dia&nosis 
Be alert for early signs, which can be subtle (eg heaviness of the legs). Do not 

wait for signs to become unequivocal: early diagnosis and urgent treatment 
(within hours) are vital to improved outcome, mobility and continence. Once 

paralysed, only 5% walk again, but some survive more than one year. 
I Often back pain with or without radiation in the territory of a nerve root, 

followed by leg weakness, sensory changes and bladder or bowel disturbance, 

but can be any combination of these 
2 If higher level, there is likely to be a sensory level with brisk reflexes; if cauda 

equina compression, reflexes may be diminished 

Causes/risk factors 
I Epidural inva~ion from vertebral body metastases or paravertebral nodes 

2 Bony deformity from vertebral body collapse 

3 Blood borne epidural or intradural meta~tases 

4 Primary spinal cord tumour 

Mana&ement 
Depending on patient's general condition: 
I Immediate • Dexametha~one 16mg per day 

• Urgent referral to radiotherapist or neuro/orthopaedic surgeon 

• Emergency CT/MRI scan 
2 a) If gradual onset, or if rapid onset but paraplegia present less than 24 hours, 

surgical decompression may be possible; otherwise radiotherapy 

b) If rapid onset and established paraplegia, radiotherapy may not help except 
for pain relief 

3 Established paraplegia: • pressure area ciue 
• urinary catheter 
• bowel regulation- allow some constipation and 

use regular enema~ or suppositories 
• physio and OT assessment - wheelchair, home 

modifications 
• psychological readjustment 

4 Specialist palliative care a~sessment for management and/or rehabilitation is 
recommended 
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DEPRESSION 

In palliative care it is important to distinguish between clinical depression, 
profound sadness and dementia. The diagnosis is further complicated by the fact 
that many of the usual somatic symptoms of depression such as anorexia, weight 
loss and sleep disturbance may already be present in patient~ with malignant 
disease. A therapeutic trial of antidepressives may be acceptable. 

Diaa:nosis 
I Persistent, pervasive low mood witll loss of pleasure and enjoyment 

2 Diurnal variation in mood; may be agitation 
3 Sleep disturbance, especially with frequent or early morning waking 

4 Anorexia that does not improve with steroids 

5 Morbid guilt, feelings of helplessness and worthlessness/low self esteem 
6 Depression may be hidden behind a brave but hollow smile or behind anger 

Causes/risk factors 
I Past history of depression 

2 Need to adjust to many life changes over a short period of time 

3 Poor symptom control 
4 Immobility and isolation with poor quality of life and lack of support 
5 Inadequate or inaccurate information about illness or prognosis 

6 Drugs- corticosteroids (predominantly on withdrawal), some cytotoxics, some 
anti-hypertensives, some neuroleptics, benzodiazepines 

Manaa:ement 
I Minimise the causes, especially 3 - 5 above 
2 Provide psychological support 

3 Drug therapy 

_fi1r depression with agitation or insomnia 
amitriptyline or dothiepin 25- IOOmg at night (start at a low dose; higher 
doses often confuse); Iofepramine and mianserin may be safer in the elderly 

for retarded depression 
protriptyline 5 - IOmg tds 

if no remon~e ro above 
sertraline (50mg increasing to I OOmg daily) or tluoxetine (20mg daily), but 
these may exacerbate anorexia and nausea; dose titration is not required 

for depression with neurmes or nanjc 
trazodone ( 100- 300mg at night) or clomipramine (I0-75mg per day) 

- 34-

ANXIETY 

Diaa:nosis 
. I Feeling of being on edge, restless or agitated 

2 Inability to concentrate 
3 Difficulty in getting to sleep 

GMC100891-0251 

4 Physical effects such as sweating, tachycardia, staring eyes with dilated pupils 

Causes/risk factors 
I Past history of anxiety 

2 Poor symptom control 
3 Inadequate/inaccurate information 

4 Unfamiliar surroundings 
5 Steroid treatment/salbutamol therapy 
6 Withdrawal of drugs eg opioidslbenzodiazepines 

7 Uncertainty about the future 
8 Concern for family/finances etc 

Mana&ement 
I Support for patient and family 

2 Appropriate information and discussion with patient and family 

3 Relaxation techniques 
4 Drug treatment, eg 

Diazepam 2mg bd and 5mg at night 

Propranolol 40mg bd to tds for somatic symptoms 

Lorazepam 0.5- lmg given sublingually may be helpful in panic attacks 

If the patient is unable to swallow or has a syringe driver for other reasons, 

consider midazolam I 0- 20mg per 24 hours by csci 
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INSOMNIA DROWSINESS 

Dia&nosis Causes/risk factors 
Insomnia is a subjective complai11t of poor sleep. This can mean insufficient, 
interrupted or non-restorative sleep or sleep at the wrong time. It is important to 
distinguish an inability to get to sleep (part of anxiety spectrum; responds to 
anxiolytics) and a tendency to wake early or repeatedly (part of depression 
spectrum; responds to antidepressives) 

Causes/risk factors 
I Anxiety or depression 
2 Poor symptom control 
3 Nocturia 
4 Environmental changes - inpatient admission, interruptions by staff 

5 Fear- eg of going to sleep or of nightmares. Beware of well-intentioned 
reassurance that 'you will die in your sleep' 

6 Drugs- stimulants (caffeine etc), steroids (worse if given later than midday), 
diuretics, opioids (nightmares & hallucinations), fluoxetine, propmnolol 
(nightmares) 

7 Drug withdrawal - alcohol, benzodiazepines, barbiturates 

Mana&ement 
I Minimise the causes - control symptoms as far as possible, keep interruptions 

to a minimum, reduce drug therapy or give stimulants early in the day, counsel 
about fears and anxieties 

2 Establish a good sleep pattern - allow a siesta to prevent going to bed too early 
3 Encourage a consistent bedtime ritual 

4 A warm milky drink at bedtime may help 

5 Encourage relaxation techniques 
6 Drug therapy (all given a~ a single dose at night): 

Lormetazepam (0.5 - 1.5mg) or temazepam (I 0 - 20mg) - for short-term use 

Zopiclone (3.75 - 7.5mg)- may have fewer residual effects than 

benzodiazepines 

Chlormethiazole (I - 2 capsules)- short dumtion of action 

Chloral hydrate (500mg- I g)- caution with alcohol 

Amitriptyline (10- IOOmg) or dothiepin (25- 75mg) if repeated or early 
morning waking 
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Organic 

I Impending death 
2 Infection, especially within respiratory and urinary tracts 
3 Raised intracranial pressure 

Biochemical 
I Metabolic abnormalities: uraemia, especially if on opioids 

hypercalcaemia 

hyperlhypoglycaemia 

2 Drugs 

Other 

I Fatigue 
2 Insomnia 
3 Psychological withdmwal 

4 Postictal 

Mana~:ement 

hepatic failure (palpable liver?) 

respimtory failure (blood gas analysis likely to be 
inappropriate) 

opioids, tricyclic antidepressives, benzodiazepines, 
anticholinergics, antipsychotics, antihistamines 

I Assess accurately; if patient is near to death due to advanced disea~e, further 

interventions are unlikely to be appropriate 

2 Correct physical causes listed above if indicated 

3 Drug therapy 

Dexamethasone up to 16mg daily for mised ICP 

Protriptyline for retarded depression 

Dexamethasone 2 - 4mg daily may act a~ stimulant 
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CONFUSION Mana~:ement 

Delirium is typified by confusion, often with visual illusions or hallucinations 
with increased or decreased psychomotor activity ahd fluctuating level of 
consciousness. It must be distinguished from dementia, which is associated with 
poor short-term memory and no impairment of consciousness, and which will 
not be considered here. 

Dia~:nosis 

I Disturbance of consciousness with reduced ability to focus attention 

2 Change in cognition (memory deficit, disorientation, language disturbance) or 
development of a perceptual disturbance that is not dementia 

3 Short history (usually hours to days) with a tendency to fluctuate during the 

day 

4 Evidence from the history, examination, or investigations that there may be a 

physical cause 

Causes/risk factors 
I Drugs - opioids, tricyclic antidepressives, anticholinergics, benzodiazepines, 

phenothiazines, NSAIDs, cimetidine, some cytotoxics, baclofen, any other 

drug with sedative effects; corticosteroids may cause a syndrome resembling 
hypomania 

2 Infection, especially within respiratory and urinary tracts 

3 Biochemical abnormalities- especially hypercalcaemia, uraemia, liver failure 

4 Environment changes - unfamiliar excessive stimuli, inpatient admission 

5 Poor symptom control- pain, constipation, urinary retention, anxiety, 
depression 

6 Alcohol or drug withdrawal 

7 Intracerebral causes: space-occupying lesions, infections, strokes 

Morphine toxicity exacerbated by uraemia* is an important cause of 

confusion. Look for constricted pupils, myoclonic jerks, skin hyperaesthesia 
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I Treat or minimise the possible causes, especially drugs and infections 

2 Minimise stimuli- nurse in a room with diffused lighting, little extraneous 
noise, and few staff changes 

3 Attempt to keep patient in touch with reality and environment - eye contact and 

touch are often helpful 
4 Allay fear and suspicion - explain all procedures, don't change position of 

patient's bed, if possible have a friend or relative of patient present 

5 Stress that patient is not going mad and that there may well be lucid intervals 
6 Drug therapy 

lfvaranoid. deluded, agitated or ha/lucinatinr: 

Haloperidol 1.5 - 3mg up to three times a day orally 

Thioridazine 10- 25mg up to four times a day orally 

Review early as symptoms may be exacerbated by sedative effects. Watch for 

extrapyramidal side-effects 

If agitated vatjent and unable to rwallow 
Midazolam I Omg im stat then I 0-1 OOmg over 24 hours se 

Methotrimeprazine 25 - I OOmg over 24 hours se 

Dexamethasone up to 16mg per day- if cerebral tumour/raised ICP 

Oxygen if cyanosed/hypoxic 
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TERMINAL RESTLESSNESS 

This may be akin to delirium in someone very close to death, or may 

occasionally reflect unresolved psychological or spiritual distress 

Causes/risk factors 
Physical discomfort - unrelieved pain, distended bladder or rectum, 

inability to move, insomnia, uncomfortable bed, breathlessness 

2 Infection 

3 

4 

5 

6 

Raised intracranial pressure 

Biochemical abnormalities - hypercalcaemia, uraemia, hypoxia 

Drugs - opioid toxicity (especially in conjunction with uraemia), hyoscine, 

phenothiazines 

PsychologicaVspiritual distress - anger, fear, guilt. Beware especially if 

patient has been unwilling to discuss illness 

Manaa:ement 

Must be a multi-disciplinary approach involving family or main carers 

I Accurately assess the patient 

2 Ameliorate all physical elements if possible, eg analgesia, catheterisation 

3 Listen to the patient and discuss anger, fear and guilt if possible 

4 May be very distressing for the family who will need much support. Their 

presence may help or worsen the patient's agitation 

5 Drug therapy 

Diazepam 

Midazolarn 

20 - 60mg per 24 hours orally or rectally 

10- 60mg per 24 hours by csci or im 

Methotrimeprazine 25 - I OOmg per 24 hours orally or by csci 
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WEAKNESS 

Causes I Risk factors 

I Cachexia - cancer-related, inadequate nutrition 

2 Metabolic - hyponatraemia, hypokalaemia, uraemia, hypercalcaemia, anaemia, 

diabetes mellitus, adrenal insufficiency, hyperthyroidism, hypothyroidism, 

liver failure 

3 Neuromuscular damage - by tumour to brain, spinal cord or peripheral nerves, 

MND, myopathy, peripheral neuropathy, myasthenia gravis, Lambert-Eaten 

myasthenic syndrome 

4 Drugs- steroids, sedatives, diuretics, antihypertensives (via hypotension) 

5 Emotional - anxiety, depression, fear, isolation, apathy 

6 Prolonged bed rest 

7 Infection 

Manaa:ement 

I Take a good history and examine thoroughly to elucidate and treat possible 

reversible causes 

2 Review drug regimen and minimise possible causes 

3 Correct any metabolic/biochemical abnormalities as far as possible 

4 Provide dietary support a~ appropriate (see p21) 

5 Rehabilitation for specific weakness by a multi professional team. Help with 

coping and acceptance if appropriate 
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HYPERCALCAEMIA 

Hypercalcaemia is commonly found in the terminal phase of cancer, particularly 
of breast and squamous carcinomas. It occurs in 30 % of myeloma 

Dia&nosis 
1 Corrected serum calcium of greater than 2.6 mmolll; symptoms usually only 

become troublesome above 2.9 mmoln 

2 Any combination of the following: thirst, polyuria, constipation, nausea, 
abdominal pain, loss of appetite, fatigue, confusion, and emotional 

disturbances 

Causes I Risk factors 
1 Bone meta~ta~es 
2 PTHrP-secreting tumours, eg carcinoma of lung 

3 Dehydration, renal impairment 
4 Tarnoxifen flare 

Management 
1 Decide if further treatment is appropriate - is this a terminal event? 

2 Correct dehydration 

Mild to moderate (2.7- 3.0mmoVLI 

initially oral or iv rehydration 

Moderate w revere (3 0- 3 5 mmo//L) 

initially iv rehydration with 2-4 litres saline per 24 hours with frusemide 
(enhances urinary calcium excretion) 

3 Relieve a~sociated symptoms 

4 Bisphosphonates: Pamidronate 30- 60mg iv over 4 hours or 

Sodium clodronate 1500mg iv 

These take 48 - 72 hours to be effective, so avoid rechecking calcium before 
day 4. Their effect la~ts 20 to 30 days so recheck calcium three weeks after 

treatment. Oral sodium clodronate has no place in the acute treatment of 
hypercalcaemia but may be used to maintain normocalcaemia and a~ 

prophylaxis particularly for myeloma and breast carcinoma 
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ANAEMIA 

Diagnosis 
I Symptoms - tiredness, weakness, breathlessness 

2 Blood counts -haemoglobin, RBC indices, platelets and WBC 

Causes I Risk factors 

l Increased rate of RBC loss 

• Bleeding -acute or chronic (microcytic, reticulocytes, thrombocytosis) 
• Haemolysis -primary or secondary - autoimmune, drugs, infection 

(macrocytosis, reticulocytes, raised bilirubin) 

2 Reduced RBC production 

• Chronic disea~e and renal disea~e (normochromic, normocytic) 

• Bone marrow infiltration- leukaemia, lymphoma, carcinoma (prostate, brea~t) 
• Aplastic -especially drugs 

• Siderobla~tic secondary to malignancy 
• Infection, debility 

• Deficiency of iron (microcytic), B 12 or folate (macrocytic) 

Management 

I Treat cause if appropriate- see bleeding/haemorrhage, review medication 

2 Consider transfusion if symptomatic, specific benefit is anticipated and if 

Hb < 9 g/dl and not macrocytic. Transfusion carries the risk of causing acute 

heart failure in debilitated patients and the elderly. If transfusion is appropriate 

use packed cells with diuretic cover at a rate of 2-4 units maximum per day, 

depending on clinical status 

If chronic anaemia, patients adapt even if Hb 8.0- 9.5 g/dl. Do not transfuse 
unless a specific benefit has been identified 

3 Reassess one week after transfusion to assess any symptomatic relief afforded 
by the transfusion and review as symptoms may have had other causes. If little 

relief then transfusion need not be repeated if the haemoglobin falls again; 
consider other causes and treatments 
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BLEEDING/HAEMORRHAGE 

Causes I Risk factors 
I Tumour inva~ion 
2 Platelet or coagulation disorders, disseminated intrava~cular coagulation 
3 Infection - eg haemoptysis, haematuria, vaginal bleed, fungating wounds 
4 Drugs- heparin, warfarin, aspirin, NSAID (may cause Gl bleeds) 
5 Peptic ulceration 

Management 
General 
1 Stop anticoagulants and review medication; Consider reversing warfarin 

with fresh frozen plasma (rapid) or vitamin K I - 5mg iv (acts in a few hours) 
2 Consider replacement of blood, platelets, clotting factors, fluids 
3 Treat any infection which may be exacerbating bleeding 
4 Consider radiotherapy: helpful in > 75% cases of haemoptysis, also helpful for 

haematuria, visceral and cutaneous bleeding 
5 Consider chemotherapy and palliative surgical techniques including 

endoscopic la~er or cautery for tumour where feasible and appropriate 
6 Embolisation is occasionally used for liver and renal malignancy 
7 Severe terminal haemorrhage -stay with the patient, physical touch helps 

If slow, use suction as appropriate and consider i v as below 
If rapid, consider im or iv midazolam or diamorphine 
If a terminal haemorrhage is anticipated carers can be given a supply of rectal 
diazepam I Omg. Dark towels or sheets may help to mask the blood 

8 Drug therapy 
tranexamic acid 500mg - 1.5g bd - qds orally (stabilises clot~) 
ethamsylate 500mg qds orally (enhances platelet adhesion) 

Specific 
I· Nasal bleeding 
2 Oral bleeding 
3 Haemoptysis 
4 Upper Gl bleeding 

5 Lower Gl bleeding 

6 Skin 

• packing and cautery 
• oxycellulose (Surgicell), sucralfate suspension 
• consider radiotherapy 
• consider stopping any NSAIDs 
• H2 blockers or proton pump inhibitors 
• rectal steroids 
• tranexamic acid 0.5g in 50mls of water bd rectally 
• Kaltostat dressing 
• topical adrenaline I in I 000 to soak dressings 
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ITCHING 

Causes/risk factors 

I Allergies 
2 Hepatic disea~e - biliary obstruction 

3 Chronic renal failure 

4 Lymphoma 

5 Parasites - scabies, fleas 

6 Skin diseases - eczema, psoria~is 
7 Iron deficiency 

Management 

I Alleviate causes if possible 

GMC100891-0256 

2 Avoid provocative influences, eg rough clothing, vasodilators, overheating 
3 Try to break the itch/scratch cycle- clip nails short, wear cotton gloves, apply 

paste bandages 
4 Avoid wa~hing with soap and bubble bath; add a handful of sodium 

bicarbonate to a cool bath. Pat rather than rub dry 
5 Use emulsifying ointment as a soap substitute, a bath emollient, eg Oilatum or 

Balneum and an emollient after bathing, eg Aqueous cream or Diprobase 

cream. Apply surface cooling agents with emollients, eg 0.25%- I% Menthol 

in Aqueous creaJI\. Calamine lotion BP 

6 Drug therapy 

Sedating antihistamines Chlorpheniramine 4mg qds 

Hydroxyzine 25mg nocte 

Non-sedating antihistamines Loratidine I Omg od 

In obstructive jaundice Consider referral for stent 

Cholestyramine 6-8 g per day 

Aludrox 10-15 mls tds orqds 

Stanazolol 5mg bd 

Ondansetron 8mg od 

Other drugs Cimetidine 400mg bd, diazepam 2mg tds 

Chlorpromazine po or methotrimeprazine 

by csci may be needed in intractable itch 
7 Consider early_ advice from dermatologist or palliative care physician 
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SWEATING 

Causes/risk factors 

I Fever & environmental temperature changes 

2 Emotional- fear and anxiety (confined to axillae, palms and soles) 

3 Extensive malignancy, lymphoma~ and carcinoid - drenching night sweats 
4 Autonomic disturbance 
5 Intense pain 

6 Drugs - alcohol, tricyclic antidepressives, opioids, steroids 
7 Hormonal disturbance - menopause, tamoxifen, goserelin 

Management 

I Alter environment - fans, reduce room temperature 
2 Treat underlying disease 

3 Alleviate other causes as far as possible 

4 Drug therapy - various drugs have been used with varying success: 

'----·--·-----··---

Cimetidine 400 - 800mg nocte 

Clonidine 50mcg bd 
NSAIDs, eg diclofenac SR IOOmg nocte 
Propantheline 15mg tds 

Thioridazine I 0 - 30mg nocte 

Dexamethasone 4mg daily -effective in lymphoma 

Propranolol 40mg once to four times daily 
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PRESSURE AREA CARE 

Causes/risk factors 
I Extrinsic factors - pressure, shear, friction, incontinence 

2 Immobility, malnutrition, dehydration, old age 

3 Contributing medical condition and treatment (eg steroids) 

4 Cachexia 

Management - General 
I Assess patient using appropriate "risk factor scale" (preferably Waterlow) at 

regular intervals - daily for high risk, weekly for low risk 

2 Assess patient for pressure relieving aids according to risk - static or air 
mattress, bed cradle 

3 Assess for aids to movement a~ appropriate - monkey pole, cot sides, slings 

4 Turn bedbound patients every 4 hours as appropriate, encourage chair-bound 
patients to stand every 2 hours 

5 Improve nutritional state if possible - offer dietary advice, dietary supplements, 

drugs. Refer to dietitian if appropriate 
6 Avoid rubbing pressure areas. Use barrier creams sparingly if patient is 

incontinent - consider catheterisation 

7 Assess pain particularly at dressing changes 

8 Drug therapy 

Ascorbic acid and zinc may be useful in sore prevention 

Antibiotics may be used a~ appropriate if infected 

Metronidazole (topical or systemic) may be used if offensive (putrid) odour 

Flamazine is useful for painful excoriated skin 

Paracetamol or NSAID may alleviate wound pain 

When dressing changes are painful consider -

short acting morphine preparations, dextromoramide or Entonox 
applying lignocaine gel to wound or dressings 

If wound pain uncontrolled mix diamorphine I Omg with Intrasite gel 
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Mana~ement - Pressure sores 

2 

3 

4 

Grade 1 - skin discoloration, non-blancheable redness 

Management - relieve pressure 

Grade 2 - partial thickness skin loss or damage 

Management - leave blistersjntact and apply Opsite or Duoderm 

Grade 3 - extends to subcutaneous fat 
Management dress with alginate (Sorbsan) or hydrocolloid 

(Granuflex) 
- if sloughy use hydrogel (lntrasite or Granugel) 

+1- Granuflex 

Grade 4 - deep fascia or bony involvement 
Management - if necrotic- use hydrogel (lntrasite or Granugel) 

+cover with Granuflex 

- if green - use alginate (Sorbsan) and take a wound swab 
if malodorous - use Intrasite mixed with metronidazole 

gel, and a charcoal dressing (Ciinisorb) may 
be added 

- if red - granulating: use Intrasite covered with 
Granuflex 
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FUNGATING WOUNDS 

Causes I Risk factors 

Tumour infiltration of epithelium and its surrounding blood and lymphatic 

vessels 

General Mana~ement 
I Assess wound and patient's overall condition. Consider management goal 
2 Radiotherapy may reduce bleeding and discharge; surgery and skin grafting 

may aid healing 
3 Consider antibiotics if appropriate 
4 Clean wound with 0.9% sodium chloride solution 

5 Ensure adequate analgesia 

Specific Mana~ement 
I Depending on the wound problem: 

light exudate use Granuflex or Sorbsan 
heavy exudate - use Sorbsan, Kaltostat or Intrasite covered with 

absorbent pads 

cavity use alginate rope (Sorbsan), foam dressing (AIIevyn) or 

Dermasorb, filling 50% of cavity 

bleeding use alginate (Kaltostat or Sorbsan) 

infected 

painful 

2 Drug therapy 

Analgesics 
Antibiotics 

Anti-pruritic 

may need to soak dressings with saline before removing 

can use adrenaline I: I 000 to stop bleeding 

use Intrasite or Granugel mixed with metronidazole gel, 
and charcoal dressing (Ciinisorb! 

see p47 

NSAID, morphine 
metronidazole orally (cheap) or topically (expensive) 

sedative antihistamine, eg chlorpheniramine 
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LYMPHOEDEMA 

Diagnosis 

Differentiate from hean failure, low albumin, venous insufficiency 

Causes I Risk factors 

I Primary congenital lymphoedema 

2 Secondary obstruction from radi9therapy, surgery, tumour spread 
3 Recurrent streptococcal infections 

Management 

I Early referral to the local lymphoedema service produces best results in 

achieving maximal improvement and long-tenn control (cure is not possible) 

2 Explanation of lymph flow and cause of swelling will encourage compliance 

3 Clear infections before beginning treatment, usually with at least 2-week 
course of penicillin V or erythromycin 

4 Instructions on daily skin care -often with aqueous or Diprobase cream. Also 

general advice - avoid injections and any cuts, dry carefully after washing 
5 Monitor progress by mea~uring limbs regularly 

6 Regular gentle, superficial, proximal massage can be very effective, with 
specific exercises where appropriate 

7 Containment hosiery of appropriate size and strength should be worn all day 

8 Compression bandaging may be necessary initially for a few weeks 

9 Occasionally a multi-chamber sequential pneumatic compression is effective 

in reducing limb volume. This needs to be built up to four hours per day and 

should be used in conjunction with hosiery and ma~sage/exercises 

I 0 With advanced disea~e and severe obstruction, pain may be exarcerbated by 

compression or ma~sage - the level of intervention will need to be balanced 

against the patient's overall condition and tolerance of the treatment 
11 Drug therapy 

Diuretics may be appropriate in addition to the above, especially where there 

is an element of hean failure 

Steroids may shrink lymphadenopathy or tumour but can increase fluid 
retention 

Antibiotics may be needed long tenn if there is recurrent cellulitis 
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PSYCHOLOGICAL AND SPIRITUAL CARE 

Palliative care extends far beyond pain relief and the alleviation of symptoms. 
An essential component of palliative care is the need to address psychological 
and spiritual needs of both the patient and their family/carers. This does not 
necessarily require specialist help. All doctors and nurses should be prepared to 
address these issues and make initial assessments 

The way in which patients adapt to their illness will be influenced by several 
variables including: 

• age and stage of family development 
• the nature of the disease 
• the pattern of the illness 
• the individual and family's previous experience with disease and death 
• the socio-economic status 
• culture 
• personality and learned coping mechanisms 

Documenting a family tree often helps to reveal: 
• family dynamics 
• family suppon and location 
• the health of the spouse 
• previous experience of illness and death 
• family history of illness eg cancer of breast 
• vulnerability to bereavement 

A social history is imponant to ensure that the patient and family have optimal 
suppon at home. AsP<:ct~ to be considered include: 

• with whom does the patient live? 
• where does the patient live? 

• house, flat, bungalow 
• owner, rented, tied accomodation 
• which floor? (accessibility) 
• are appropriate suppon services involved? 
• have appropriate allowances been applied 

for? 
• present or previous occupation and social 

contacts 

Knowledge of these aspects is imponant for effective discharge planning. Before 
discharge confinnation should be sought from the patient, family and primary 
healthcare team that the planned arrangements are both appropriate and 
acceptable 
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BREAKING BAD NEWS 

Good communication underpins succes_sful_ pat_ient care, espec!ally if the patient 
is seriously ill. A key aspect of commumcatwn IS that of breakmg bad news. 

Bad news is any information which alters a patient's view of their future for the 
worse. The bigger the gap between what the patient expects and the reality, the 
worse the news is. The way in which (:)ad news is given ha~ been shown to affect 
how the patient and family cope in the future. 

Patient~ often feel that they lack information and thus lack control over their 
situation. By giving adequate opportunity for discussion it.is possible to: 

• reduce uncertainty about the future, or at least discuss it 
• reduce inappropriate hope (which is demoralising) - but may be difficult 
• encourage informed choice of management options 
• enable appropriate adjustments to the reality of the situation . 
• maintain trust between the patient, the carers and the professiOnals 

Remember that it is impossible not to communicate. A voidance of discussion 
and negative body language usually leaves the patient feeling abandoned, 
anxious, guilty or depressed. A conspiracy of silence or the raising of false hope 
may deny the patient the opportunity to use his/her remaining time the way s/he 
would wish. 

When it can be anticipated that bad news is to be given, consider the following 
point~: 

I The meeting: • ensure you have time, and are not exhausted 
• arrange for privacy, sufficient seating; avoid interruptions 
• whenever possible, offer the opportunity to have a close 

family member or friend present 
2 Ask what the patient understands of their situation. 'What do you think is 

going on?' 'Would you like me to tell you more about your illness.?' 
Do not impose information. If the patient does not want to know, would s/he 
like you to explain to a family member? Ask them and document this. 

3 Give a warning shot to the patient. By using the patient's own phrases and 
avoiding medical jargon wherever possible, start to give a range of 
possibilities. This may include using euphemisms, eg. shadow, lump, growth 
- which may subsequently require fuller explanation. Allow the patient to 
absorb the information at their own pace. If they do not ask questions or deny 
or protest at information given, do not continue to give more information at 
this stage: every patient has the right to know about their illness but also ha~ 
the right !lQ1 to know. Allow denial. 
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4 Avoid assumptions. If a patient a~ks ~question,_ never assume th~t you know 
what they are referring to. Ask a question to clanfy, or you !'"ay g1~e an 
inappropriate answer- 'How long will it be?' ma~ be refemng to d1scharge 
home. not prognosis. If in doubt, reflect the question back: 'How long w1ll 
what be?'. 

5 Explanations must be clear and simple, in terms the patien_t can 
understand. Diagrams often help, but may also become a bamer between 
patient and professional. A void detailed explanations and treatment _optiOns; 
these are best discussed at a subsequent meeting. "Once he told me tt wa~ 
cancer, I did not hear anything else." 

6 Be positive: optimism is supportive, pessimism is not. Say for example 'we 
may not be able to cure you but there are things we can do to make you feel 
better and cope with your illness'. 

7 Confirm that the patient has understood the information so far. 'Is this 
making sense?' 

8 Allow ventilation of feelings. Do not discourage emotions and acknowledge 
distress - say for example 'have you been surprised by wha_t I hav~ told 
you?', 'How are you feeling?', 'You look as if you are havmg a btt of a tough 
time', or 'I'm sorry'- simple but po:-verful. Us; pr?mpts as nece~sary, such as 
'Is there anything that you are w'?med abo~t? . or Is there anythmg (else) 
you would like to ask me- anythmg at all? . L1sten and allow them time to 
think how to phrase the questions. 

9 Summarise the situation and arrange for a follow up meeting, stating the day 
and time if possible. In summarising, emphasise the positive, and outline 
future treatment plans if appropriate. Printed information may be useful. 

10 Ask who may be told about the diagnosis- 'Would you like me to talk to 
your family?'. 

11 Ensure that the General Practitioner is informed of what was said, 
although what was said an~ what the _Patie~t he~d may be quite dif~erent. 
Giving the patient a recordmg of the mterv1ew IS popular and effective. Offer 
to speak with other family members. 

12 The Do's and Don'ts of Communicating Bad News printed on the 
following two pages is based on advice given by a Macmillan _Nu~sing team. 
and is reproduced with permission, from 'Improving commumcatlon between 
doctors and patients·: A working party report', London: Royal College of 
Physicians, 1997. 
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The Do's and Don'ts of Communicatine Bad News 

Do: 

• Wherever possible, sit down to be on the same level as the patient - this is 
reassuring and courteous and signifies that you are 'with' them 

• Spend the first part of the interviewing listening to what the patient is 
saying or asking 

• Note questions or topics avoid~d by the patient 
• Watch for non-verbal messages, eg posture, eye contact, hands, facial 

expression 

• Respect the patient's right to 'denial'. Patients will often 'selectively 
perceive' only that information they can cope with at that point in time 

• Remember that more than 60% of what you communicate is by non-verbal 
means, eg posture, eye contact, attitude 

• Allow pauses for taking in and digesting what you said - move at patient's 
pace 

• Attempt to give information that is appropriate for that individual patient's 
needs at that particular point in time 

• Realise that most patients become aware of their situation gradually rather 
than in a 'once off confrontation 

• Realise that it is possible to communicate the 'gentle' rather than the 
'bitter' truth by one's attitude and by emphasising positive aspects of the 
present or future situation 

• Realise that patients can and do cope positively with truth about their 
illness 

• Realise that certain euphemisms may be appropriate, eg tumour or growth 
Try to find out what the patient understands by these words 

• Use the word "cancer" if appropriate 

• Realise that the patient who 'denied' or did not want the information about 
his illness in the pa~t may need and be ready for information at another 
time 

• Realise that there is no general rule as to how much to tell 
• Try to include all the family (including children) in the sharing of 

information 

• Realise that hope is best communicated by genuine concern and 
rea~surance of continuing care 'no matter how things develop' 

• Express your humanity and warmth 
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• Realise that patients will often be shocked on hearing bad news and that 
their many questions may only surface later 

• End meeting in which bad news is imparted by arranging to meet again in 
the near future to answer any questions. This also demonstrates to the 
patient your commitment to them 

• Write any information or insight you may have given or received in the 
patient's notes 

• Tell staff on duty what you have said. They may be involved in future 
discussions 

On the other hand: 
• Do not ask the relatives whether or not the patient should be told. 

(This is unfair both on them and the patient) 
• Do not agree not to tell the patient because the family forbids this 
• Do not be afraid of patients or relatives expressing negative feelings or 

crying. This reaction may be entirely appropriate and not caused by your 
clumsiness 

• Do not tell lies which would lead to a breakdown of trust at a later stage 
• Do not give more information than the patient needs or is asking for 
• Do not use language that is too technical for the patient or family to 

understand 
• Do not use misleading euphemisms, eg ulcer 
• Do not have general rules about "telling", eg "Everybody must be told 

everything" or "Nobody must be told anything" 
• Do not always answer direct questions directly. It may be appropriate to do 

so but often direct questions such a~ "It may be cancer" or "Am I dying''" 
contain a hidden question such a~ "Will I have uncontrolled pain?'' or 
"Should I make a will?". These hidden questions can be discovered by 
replying initially with a question such as "I wonder what makes you a~k 
that?". One may discover that the patient already knows, tells you and is, in 
fact, looking for clarification or rea~surance 

• Do not talk from the end of the bed with one foot in the door! 

And finally: 
• Be aware that it is unethical and technically a breach of confidentiality 

to tell the relatives without the patient's consent 
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DEALING WITH DENIAL AND COLLUSION 

Denial 
Denial is a basic primitive coping mechanism to protect us from information or 
events with which we cannot cope. By blotting out unpleasant facts it allows us 
to continue to function. Denial may be practised by the patient, by the family 
and/or by the professionals. Denial can be a very normal protective measure but 
in some situations it can be harmful and should then be challenged. 

Professionals who feel that denial is unhealthy need to be sure that they are 
intervening in the best interest of the patient, not just because they feel the 
patient and family should fully accept the situation. 

It should nevertheless be remembered that, in order for patients to be able to deal 
with their emotions, they usually need good symptom control. 

Manaeement 
I The first step in assessing denial must be to establish that the patient has been 

told the diagnosis in terms which he/she can understand. Is there written 
confirmation in the notes? What terms were used? 

2 If the patient is in denial, decide if this is healthy or unhealthy. There are two 
main aspects to consider: 
(i) Is the denial reducing emotional distress? 
(ii) Is the denial affecting help-seeking behaviour and compliance? 
If the patient is functioning well and the denial is not prejudicing treatment, 
then it may be quite healthy. On the other hand, if the denial acts as a barrier 
and prevents the patient from seeking treatment (for example, a woman 
denying the significance of early brea~t cancer) then it should be tackled. 
It is also appropriate to intervene in cases where the patient is in denial but is 
displaying a great deal of distress or pain that is not responding to treatment. 

If the patient ha~ dependants for whom provision must be made and planning 
is blocked by the patient's denial then this too is a situation where the denial 
should be challenged. 

By gently exploring the patient's understanding and helping them to a more 
realistic view point it may help to resolve distressing symptoms/situations. 
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3 Denial can be difficult for professionals to work with. particularly when they 
prefer to communicate openly. However we must respect the needs of the 
patient and their ability to cope with the information at that particular time. 
Any attempts to modify denial should be for a specific reason, for example 
improving compliance with treatment, reducing emotional distress or planning 
care of dependants. 

Phrases such as 'what if' ... ?' and 'it's sometimes best to plan for the worst and 
hope for the best' can help to open up the conversation, but it is unrealistic to 
expect all patients to come to terms with their mortality, indeed some are too 
ill and too close to death to open up the conversation. 

4 Carers may deny the seriousness of the illness and expect too much of the 
patient. They need extra support to understand that life cannot continue as 
before. 

5 Doctors and nurses may also deny the seriousness of the patient's condition 
and thus continue with or initiate inappropriate treatments. Teamwork and 
cross-referral often help in the transition from curative to palliative treatment. 

Collusion 
Collusion occurs when the family conspire among themselves or with 
professionals to withold information from, or lie to, the patient. 

Collusion is a common probem particularly in the early stages of illness. We 
must remember that families are often well-intentioned and acting in what they 
believe to be the best interest of the patient. In trying to shield the patient, the 
family's actions are of a protective and loving nature attempting to spare their 
loved one from further pain and distress. 

We should also respect the fact that the patient has the right to information about 
his/her diagnosis first. Ha~ the patient given permission for you to disclose 
information about their diagnosis to their family? It is important to establish 
whether the family is trying to protect themselves or the patient. 

-57-



i-

h# 

e e 

---- -- ~-~-------------~-..:::.:_...._ __ , ______ ~. 

Manaeement 
I Listen to the family: they know the patient better than you do and may have 

very valid concerns which should be explored. "What do you think s/he is 
expecting to hear?'' "How ha~ he coped with bad news in the past" "Has 
anyone else in the family had cancer?'. Having given them an opportunity to 
express their concerns, show that you empathise with their feelings and help 
them to understand that the patient has the right to the information. Do not 
rush this, or the family can become-quite antagonistic and this may be hard to 
reverse. 

2 Reassure them that you will not walk in to the patient and impose 
information, but that ifs/he asks questions you should answer them honestly 
but gently. 'Ifs/he is brave enough to a~k. slhe deserves an honest answer'. 

3 Explain to the relatives that if the patient asks a question we often answer it 
with a question in order to establish exactly what information the patient is 
seeking, eg. "is it cancer doctor?" If we reply "is that what you think the tests 
may show?", the patient may then go on to confirm their suspicion or may 
declare that they do not want all the details, or that they would like their 
spouse to be present. 

4 The relatives are usually distressed and coming to terms with the bad news 
thernsel ves, with a whole host of concerns and wonies for the future. They 
have often not considered the consequences of their actions and not yet 
appreciated how difficult it can be to live, with a lie and how isolated the 
patient will become, if the professionals and the family collude and pretend 
that all will be well. "How many years have you been married? This will be 
the biggest secret that you have ever tried to keep, they (the patient) may feel 
more and more lonely and not know who to trust" 

5 Usually the family can be rea~sured that no one is going to blurt out the bad 
news and that the issue will be handled sensitively. They may initially find 
talking openly to the patient daunting which is where a joint conversation 
between patient, family and professionals can help to open up channels of 
communication. 

6 Summarise your perspective: 
• The rare and information given will be dictated by cues from the patient 
• The patient's questions will be clarified and if they insist on a direct 

answer, this will be given honestly 

Further reading Buckman Rand Kason Y (1992) How to Break Bad News: 
A Guide for Healthcare Professionals, Papermac 
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SPIRITUAL CARE 

All patients have spiritual needs whilst only some patients have religious needs, 

Religion pertains to the outward practice of a spiritual understanding and/or the 

framework for a system of beliefs, values, codes of conduct and rituals. The term 

spiritual can be taken broadly to mean a person's belief in a power outside or 

other than their own existence. Some people may use the word God, others may 

be less specific. Strength of belief in this power can, however, be regarded as 

distinct from any concept held about the precise nature of that power. 

When a person experiences a life crisis they will look to their belief system to 

help them make sense of it. This then becomes a spiritual issue which may be 

expressed by patients in questions such a~ 'Why is this happening to me?'. 

If a person's spiritual values, beliefs, attitudes and religious practices do not 

enable him to deal satisfactorily with questions concerning the infinite realities 

and ultimate meaning and purpose in life, then this may well lead to a state of 

spiritual dis-ease or spiritual pain. 

Possible indicators of spiritual pain include: 

• A break with religious/cultural ties 

• Sense of meaning/hopelessness 

• Sense of guilt/shamenoss of identity 

• Intense suffering 

• Unresolved feelings/fear about death and dying 

• Anger 

Principles of assessin1: and helpin1: with spiritual pain 

There are many ways in which to help directly or indirectly with Spiritual Pain_ 

They include a wide range of aspects of care that all help the patient to find 

meaning and purpose. It is important to a~k the patient/family whether they wish 

to see a chaplain and to explain that chaplains will not be 'into hard sell religion' 

but can help people explore these issues. 
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1 Provide ,a secure, caring environment 

• caring: need for a good positive relationship 
• freedom: to explore safely 
• symptom control 
• care for role and appearance 
• care for patients' family and friends 

2 Listen 

• to questions 
• and join patients search for meaning 
• to share emotional pain with sensitivity and compa~sion 
• to enable expression of fear, anger, etc 

3 Assess in terms of 
• past: regrets, guilt, shame 
• present: anger, grief for future loss of own life, lost sense of purpose 
• future: hopes/fears of dying and death 

4 Reassure 
• about physical care in illness and dying 
• with information - a~ desired and appropriate 
• by personal affirmation and support 
• with respect of patient's integrity, worth and values 
• about concern for and provision for family/dependants 

5 Prepare for Death 

• help with unfinished business 
• help with reviewing of life - in talking, looking at photographs 
• help family to face patient's death and own feelings about it 
• spiritual counselling- help to face mortality and reality of situation 

6 Provide religious & sacramental care, according to faith 

• make available suitable religious literature (if desired) 
• provide opportunity for worship, prayer, communion, anointing or other 

religious ministry 

Above all- be there 

Further reading 

The above summary of areas of spiritual pain commonly experienced has 
been adapted from: 
Speck P 'Being There- Pa~toral Care in Times of Illness' (SPCK) 
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CULTURE 

Culture has an impact on the way an individual lives and dies. 

In our society there are wide variations between people of different faiths, ethnic 
backgrounds and countries of origin. Within each ethnic/faith group, each person 
will express his/her cultural attitudes uniquely. This is influenced by upbringing, 
background, environment, beliefs and life experiences. 

Areas where cultural influences play the greatest part include: attitudes towards 
food and diet; how symptoms are described; language and the use of 
colloquialisms; the role of the family, of individual family members and the 
family hierarchical structure; issues of autonomy and confidentiality; attitudes 
towards ill-health, western medicine and other therapies; attitudes towards death; 
rituals surrounding death. 

Healthcare professionals may minimise conflicts over cultural issues by: 
• ensuring that language is not a barrier by using appropriate interpretation 

services; 
• demonstrating a willingness to listen and a wish to understand the culture; 
• meeting the specific requirements (such as food, privacy, opportunity to 

practce religious observances, etc) wherever possible; 
• maintaining a dialogue and checking out where there is uncertainty about 

cultural implications; 
• being prepared to negotiate boundaries and details of care. 

Note that it is not always possible to meet all cultural requirements -
professionals must balance the needs of individuals with those of other patients. 
However, it is always possible to attempt careful negotiation. 

Above all, understand that each person is unique, regardless of his/her 
cultural or ethnic background and professed faith 

Do not make assumptions - ASK 

Further reading 

2 

Neuberger J. Care for Dying People of Different Faiths. London: Lisa 
Sainsbury Foundation, 1987 

Sheldon F. Psychosocial palliative care. Cheltenham: Stanley Thomes, 
1997 
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BEREAVEMENT 

Grief is a natural process experienced by anyone who has to adjust to a 
significant loss. To recognise when and what type of intervention is needed an 
appreciation of what is 'normal' is required. Parkes describes bereavement in 
terms of phases of grief: 

Initial shock, numbness and disbelief before emotional reality of the loss is 
felt. Seeing the body after death, attending the funeral or visiting the grave 
are often important in facilitating acceptance of the reality of the death. 

2 The pain of separation which affect behaviour and emotions. The bereaved 
usually suffer overwhelming periods of sadness as they are faced with the 
day-to-day reality of their loss. They may try to reduce this by avoiding 
reminders of the deceased. They may also find themselves 'searching' for the 
bereaved, dreaming about them or actually seeing or hearing them. Visual or 
auditory hallucinations at this time are normal. Agitation, restlessness and an 
inability to concentrate can result from the conflict between this searching and 
avoiding behaviour- attempts to avoid the reality of the situation. 

A range of emotions other than sadness may be experienced. Anxiety may be 
due to loss of the familiar routine and feelings of insecurity. Anger may be 
directed towards the deceased for abandoning them, towards God, or (justly or 
unjustly) towards professionals. It may simply manifest as general irritability. 
Feelings of guilt may occur when anger is directed internally. 

It is common for physical symptoms related to over-activity of the autonomic 
nervous system to be experienced, eg palpitations, insomnia, diarrhoea and 
fatigue. A transient hypochondriasis can occur, but it is abnormal if it persists. 

3 Despair or depression. As the pangs of grief and anxiety reduce in frequency 
and severity the bereaved may lose interest and purpose in life. They feel 
hopeless and become withdrawn. This may la~t for months. 

4 Eventually the loss is accepted and life without the deceased is adjusted to. 

5 The final phase of resolution and reorganisation is entered as emotional 
energy is reinvested in new relationships .and activities, although anniversaries 
often trigger renewed grief. 
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For some. pan of the work of grieving may be undergone before the actual 
death of the deceased (anticipatory grieving). Although described in 
sequence, bereavement reactions usually oscillate between phases. 

For most people, no formal psychotherapeutic intervention is needed a~ their 
personality, previous life experiences, social network and loving relationship 
with the bereaved enables them to come to terms with their loss, and often to 
grow personally through it. All that is often required is a watchful eye to 
check that their grief is continuing normally. 

6 For those with unresolved/abnormal grief professional intervention is 
required. The needs of children and adolescents are often quite complex and 
they may also benefit from specialist support. Recognition of those likely to 
develop an abnormal grief reaction can also allow early supportive 
intervention and prevent its development. Risk factors include an: 

• unexpected/untimely death 
• unpleasant death 
• ambivalent relationship 
• excessively dependent relationship 
• child/adolescent (may be protected/excluded) 
• social isolation 
• excessive use of denial preventing anticipatory grieving 
• unresolved anger 
• previously unresolved losses 
• previous psychiatric illness 
• history of alcoholism/drug abuse 
• other concurrent stressful life events 

For many a trained volunteer who listens may be all that is needed in order for 
the bereaved to recognise and express their feelings and fears. enabling them 
to make sense for themselves of the events which have occurred. Reassurance 
that what they are experiencing is 'normal' is extremely helpful. A chaplain 
may also be helpful to those whose faith is shaken, destroyed or awakened. 

Some find meeting with a group of individuals who have undergone a simiilar 
experience can be supportive. These groups may or may not have a trained 
facilitator. 

Written information explaining what may be experienced and giving useful 
contact numbers is often appreciated. 
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UNRESOLVED/ABNORMAL GRIEF 

There is no clear boundary between what is 'normal' and what is 'abnormal' grief. 
and it is often a question of unusual intensity, of reaction or timing. The 
following guide indicates when professional intervention may be required. 

Delayed grief is defined by an absence of grieving within the first weeks or 
months after the death. It is often precipitated many years later by further loss. 
It is more likely to be severe and chronic when it finally occurs. Help is often 
neeeded in emotionally accepting the reality of the past loss. 

2 Inhibited grief occurs when all reminders of the bereaved are avoided. This 
mechanism of avoidance may work for some, but can present a~ irritability, 
restlessness or depression. Guided mourning is employed to encourage the 
bereaved to face the reality of the loss. 

3 Chronic grief (mummified grief) may be severe and occurs when a person 
fails to progress through all the ta~ks of mourning. There is no fixed time 
period. Assistance is needed in helping the bereaved to move on in the 
grieving process. 

4 Persistent hypochondriasis can occur and may block grief. The bereaved 
may take on the symptoms of the deceased or develop symptoms related to 
anxiety or depression. Explaining to the patient what is happening may be all 
that is required. However, note that mortality and morbidity of widows and 
widowers is increa~ed in the first year after the death, mainly due to 
cardiovascular disea~e. 

5 Psychiatric disorder. A severe depressive illness may develop with 
delusional idea~ of guilt and suicidal intent. It can require hospitalisation. 
Mania can be precipitated as can phobic disorders, and alcoholism and 
addiction to drugs, especially hypnotics. 

Some of these abnormal grief reactions can be dealt with by the primary health 
care teams, social workers or trained counsellors. In addition, many areas have 
their own voluntary bereavement and counselling groups including branches of 
CRUSE ( 126 Sheen Road, Richmond, Surrey TW9 I UR): see health centres, 
hospitals or Citizens' Advice Bureaux for information, or contact The National 
Association of Bereavement Services, 10 Norton Folgate. London El 6DB. 
Others require specialist help from psychotherapists or psychiatrists, and it is 
important for all professionals to realise their own skills and limitations. 
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FORMULARY 

This list of drugs, dressings and other preparations recommended in this booklet 
is intended a~ an aid to pharmacists and others. The list is neither exhaustive nor 
exclusive, and other products may be recommended or be more appropriate in 
some circumstances. Often, only one drug is recommended from a whole class of 
compounds: this should not be taken to imply that other preparations may not be 
equally effective. Generic names are given for drugs with single constituents, 
proprietary names for most compound formulations and for dressings. 

Adcortyl 
Adrenaline 
Allevyn 
Aludrox 
Amitriptyline 
Aqueous cream 
Arachis oil enema 
Ascorbic acid 
Asilone 

Baclofen 
Balneum 
Betadine 
Bisacodyl 
Bupivacaine 
Buprenorphine 

Calamine lotion 
Carbamazepine 
Chloral hydrate 
Chlormethiazole 
Chlorpheniramine 
Chlopromazine 
Cholestyramine 
Cimetidine 
Cisapride 
Clinisorb 
Clomiprilmine 
Clonazepam 
Clonidine 
Cocodamol 
Codanthramer 
Codanthrusate 
Codeine 
Cophenotrope 
Coproxamol 
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Corsodyl 19 Kaltostat 44,49 
Creon 23 Ketamine 10 
Cyclizine 13, 14, 17,26 

Lactulose 22 
Dantrolene 11 Lignocaine 47 
Dermasorb 49 Lofepramine 34 
Dexamethasone 10, 13, 17,21,24,26,29 Lope rami de 17,23 

31,32,33,37,39,46 Loratidine 45 
Dextromoramide 7, 9, 11,47 Lorazepam 13,28,35 
Diamorphine 7, 9, 17, 26, 47 Lormetazepam 36 
Diazepam 10, 11, 13, 28, 32, 35, 40,45 

Magnesium hydroxide 22 Diclofenac 6,46 
Difflam 20 Mebeverine 17 
Dihydrocodeine 6,9 Medroxyprogesterone 21 
Diprobase cream 45 Megestrol 21 
Docusate sodium 22 Menthol inhalation 30 
Domperidone 13, 15, 17, 24,31 Menthol in aqueous cream 45 
Dothiepin 10, 34, 36 Methadone 9,30 

': Duodenn 48 Methotrimeprazine 13, 15, 17,26,39,40,45 
Metocloprarnide 8, 13, 15, 17, 24, 26, 31 

Entonox 11,47 Metronidazole 23,47,48,49 
Ethamsylate 44 Mexilitine 10 

Fentanyl 
Mianserin 34 

7 Midazolam 10, 13, 26, 28, 32, 35, 39,40 
Aarnazine 47 Misoprostol 13 
Auconazole 20 Morphine 7,28,30,38,47,49 
Auoxetine 34 
Frusemide 24 Naproxen 6 

Gaviscon 
Nifedipine 10,31 

31 Nizatidine 17 
Glandosane 20 Nystatin 20 
Glycerine thymol 19 
Glyceryl trinitrate 10 Octreotide 17, 18, 23,26 
Glycopyrronium 20,26,29 Oilatum 45 
Granuflex 48,49 Ondansetron 15,45 
Granugel 48,49 Opsite 48 

Haloperidol 
Oraldene 19 

8, 13, 15, 17, 26, 31,39 Oxybutinin 11 
Heparin, LMW 29 Oxycellulose 44 
Hydromorphone 7,9 Oxycodone 9 
Hydroxizine 45 Oxygen 28, 39 
Hyoscine butyl bromide 10, 17, 20, 26,29 
Hyoscine hydrobromide 13, 14, 17, 20, 26,29 Pamidronate 10.42 

lbuprofen Pancreatic enzymes 23 G) 
6 Paracetamol 6, 11,47 :s;: 

Intrasite 47,48,49 Pethidine 7, 9 () 

Phenazocine 7, 9 
...... 
0 
0 
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Phenytoin 
Pholcodine 
Phosphate enema 
Pilocarpine 
Piroxicam 
Prednisolone 
Prochlorperazine 
Propantheline 
Propranolol 
Protriptyline 

Ranitidine 

Saliva-Orthana 
Senna 
Sertraline 
Simple linctus 
Sodium clodronate 
Sodium hypochlorite 
Sodium picosulphate 
Sodium valproate 
Sorbsan 
Spironolactone 
Stanazolol 
Sucra1fate 

Temazepam 
Thioridazine 
Tinct benz eo 
Tramadol 
Tranexamic acid 
Trazodone 

Xylocaine 

Zinc 
Zopiclone 
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32 
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21,23 
13, 15 
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20 
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22 
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24 
45 
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44 
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If you are concerned about any of the matters on the reverse of this card we hope 
that you will feet able to raise them first with your immediate manager, nurse 
manager or consultant or, ~you unable to do this, contact one of the following:-
- Medical Director ___..--..._ - Director of Corporate Setvices and ' 
- Nurse Director ~ ------.." Facilities 
- Director of Services ........__.,. - Director of Works Operations 
- Director of FinanQI and - Projects Director 

Information Technology - Assistant Director of Facilities 
- Director of Information Procurement 

Technology - Difeclor of Occupational Health 
- Director of Policy and - Clinical Directo" 

Information ~General Managers 
- Head of Information and 

Health Records 

Qr ' 
• Director of Human ResourtM who is appointed as the Respon · nior Oflicer under thiS policy 
If you want to talk to them in confidence just say so or put ~ in writing W you prefer. 
For more details see the Trust Policy & Procedure Public Interest Disclosure Act 1998. Available ~om 
Human Resources and on the Trust Intranet 
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'Whistleblowing'- Public Interest Disclosure Act 1998 

If you have a reascnable belief:-

{a) That a criminal offence has been committed, is being committed or is likely to be 
committed, 

{b) That a person has failed, is failing or is likely to fail to comply with any legal 
obligations to which slhe is subject, 

(c) That a miscarriage of justice has occurred, is occurring or is likely to occur, 

(d) That the health or safety of any individual has been. IS being or likely to be 
endangered. 

(e) That the environment has been, is being or is likely to be damaged, or 

tfJ That information tending to show any matter falling within any one of the preceding 
paragraphs has been, is be1ng or likely to be deliberately concealed. 

You may not know what to do next - please see reverse of this card . 
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,~· ()\ -·-·-·· 
':'!!!' ' !"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---T~XT~ Code A ! 
#TEXT! Code A i i i 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·~ L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Chief Pharmacist 7.1.02 
#CODENC 
Pharmacy Services Manager for Portsmouth NHS Trust. Before that: 
SE Hants. In post since 1983. 
#CODEB1 
Responsibilities across Portsmouth and SE Hants. 
#CODEB2 
Accountable to Division Manager for Clinical Support in Portsmouth 

He provides services through SLA to this Trust. Liaises with F 
inance Director. 
#ENDCODE 
#CODENC 
Non-trading part 87 staff 23 or 24 are pharmacists. He is based a 
t QA. Service from QA, St Mary's and St James' (three locations). 
#ENDCODE 
#CODEF1 
Service to Trust is managed by a Grade E Pharmacist (f·-·-·-·-·-·-Code·A-·-·-·-·-·-l 

mental health + commun':Cty-~-·-·-·-·sh-e·-·-ais and 2 pharmacists elderly and 
o has staff at QA. 
#ENDCODE 
#CODEB2 
Service to Trust is managed by 
and 2 pharmacists elderly and 

o has staff at QA. 
#ENDCODE 
#CODED4 
Service to Trust is managed by 

and 2 pharmacists elderly and 
o has staff at QA. 
#ENDCODE 
#CODED4 

a Grade E Pharmacist d-·-·-·-·-·Code·-A-·-·-·-·-: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

mental health + community. She als 

a Grade E Pharmacist (f~~~~~~~~~~~~~~~A~~~~~~~J 
mental health + community. She als 

Pharmacists appraised annually, but seen 3 monthly formally, and i 
nformally monthly. 
#ENDCODE 
#COD ED4 ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-, 
Paula Diaper is accountable to [_·-·---~-~~-~--~---·---~ 
#ENDCODE 
#CODED4 
[~~~~~~~~~~~~~-~)~~~~~~~~~~J deals with elderly pharmacy matters, accountable to 

:-·-·-·-·-·-·-cod"e_A_·-·-·-·-·-·-·; who concentrates on Psych services. 
'-¥ENi5coi5E-·-·-·-·-·-·-' 
#CODENC 
[~~~~] is lead for elderly and works independently and works with An 
n Dow, one of the geriatricians. 
#ENDCODE 
#CODEF1 
Inappropriate use of medicines - unless serious it is taken up by 
the pharmacists; only involve chief if they do not make progress w 
ith clinical staff. 
#ENDCODE 
#CODENC 
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TEX1~~~~~~~~~~~~§~-~~~A~~~~~~~~J Chief Pharmacist . txt 
Some audit undertaken on his services, simplification of regimes. 

But struggle to provide the basic services. 
#ENDCODE 
#CODEI3 
Training/supervision. Staff work towards Clinical Pharmacy diplom 
a - at least it is on offer. Also might do Health Economies Diplo 
ma. Helps recruitment - training is funded 0.5 days a week. 
#ENDCODE 
#CODEF1 
Guidelines. Formulary in medicine, approved by Committees. If in 
volved with 1° care goes to a 1° care committee. Use external Gui 
delines if appropriate. 
#ENDCODE 
#CODENC 
Specialist Use - System can designate special medication to certai 
n specialities. Eg special for ophthalmology. 
#ENDCODE 
#CODEF1 
Anybody can prescribe diamorphine/haloperidol/Midazolam. They do 
challenge large doses written by Junior Doctors. 
#ENDCODE 
#CODENC 
Cannot improve checks without computerisation. In general the dos 
e range of diamorphine has narrowed. A computer system would prov 
ide the historic use for an individual. 
#ENDCODE 
#CODEI1 
Training to other staff. He regards as "totally inadequate" - Doe 
tors & Nurses become theoretical rather than practical. Training 
not taken seriously by the pupils, even though pharmacists do rega 
rd it as serious. Participate in Inducti6n. 
#ENDCODE 
#CODEI2 
Training to other staff. He regards as "totally inadequate'' - Doe 
tors & Nurses become theoretical rather than practical. Training 
not taken seriously by the pupils, even though pharmacists do rega 
rd it as serious. Participate in Induction. 
#ENDCODE 
#CODEI1 

(

,r'No input into training GP Clinical Assistants. Does not know if p 
harmacists train nurses on syringe Drivers. 

" #ENDCODE 
#CODEI2 
Attended syringe driver/drug competency course - 98 - 01 from Drya 
d/Daedalus Wards. 
#ENDCODE 
#CODEF1 
In process of putting guidelines on Intranet - but 
vailable "Compendium of Drug Therapy Guidelines". 
are if prescribing had changed since 1998. 
#ENDCODE 
#CODEF1 
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TEXTf·-·-·-·-·-·Code_A_·-·-·-·-·-·chi e f Pharmacist . txt 
He does business orfe.nfat·e-a-·-·c-om~ittees. 
#ENDCODE 
#CODEC4 
Comments on culture of care 98 vs NOW- "I wouldn't know.". 
#END CODE 
#CODEA3 

GMC100891-0273 

Services from Pharmacy have improved to Elderly Care Wards at QA -
no resource to put in more time to "outposts" eg GWMH. 

#ENDCODE 
#CODEA3 
SAFF process not helping bolter Pharmacy Services. 
#END CODE 
#CODENC 
He was involved with Police Inquiry to explain controlled Drug rec 
ords. Pharmacy have;-·-b.a.d._._lj_n;li ted involvement "not outrageous quant 
ities" being used. ~~-=~.?2~~--imay be able to advise us better - goes 
to local hospice "The Rowans". Concerns do get flagged up. Much 
is settled at a lower level. He get to know if it is not resolve 

d. 
#ENDCODE 
#CODEBl 
Eg. Intrathecal drugs, DoH wanted consultant only use. Trust want 
ed a Waiver agreed to by the CEO. 
#ENDCODE 
#CODEI3 
At the time the doses were not considered excessive, but not in a 
position to comment on the appropriateness of the use in the indiv 
idual case. 
#ENDCODE 
#CODENC 
Active service is in MAU and Medicine - help check patients in and 

help with discharge. 
#ENDCODE 
#CODEBl 
Audit Commission "spoonful of sugar" - recommended "more pharmacy i 
nvolvement in clinical areas, warning of high doses. 
#END CODE 
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11 o 1!-·-·-·-·-·-·-·-·-·-·c;c;ae-"Jc-·-·-·-·-·-·-·-·-~ Pharmacist. txt 

#TEXT 11 0 1 [~:~:~:~:~:~:~~~~:~~:~:~::':':':':']J?t-~-~~-~-~T~·t·-·-·-·-·' 
#CODENC 
Employed by Portsmouth Hospital Trust, not this Trust. 
#ENDCODE 
#CODENC D 

GMC100891-0274 

Policy development - pharmacist always involved. Each policy has 
named Pharmacist included - check who it is for - syringe drivers? 
#ENDCODE 
#CODED1 
Pharmacist previous to her went off on long-term sick. VL had 2 y 
ear break. Started Sept 99. Cover for pharmacistf-·-·-·-·-·-C-ocie·A·-·-·-·-·-!- G 
osport pharmacist fo:r:: ____ ~?._ny years - July 2000 - wen't:·-·-·.sTcK·:·-·-·-·'n'fe"ri VL 
,.-.aoi:. ___ th.e.. ___ e.xt..r.a. ___ work. ~~~~-'=-~l retired June 2 001. L~~~~ci~~)~J line manager. 
; CodeA ~looks after several units and bvernight had Gospo 
J:T·-·-a:·acre·a·-:~QD~~·-·-·-·-To8 extra patients on top of exis~ing workload. 
Recently !:~d~-~j job advertised - which VL has taken. 
#ENDCODE 
#CODED10 
Vacancy rate is 30% in Portsmouth for pharmacists. How does this 
compare with national picture? 
#ENDCODE 
#CODED4 

[~~~~;~] visits wards weekly. No cover if on leave. !-c-;;d·~-A-·i covers for p 
i-·-·-·-·-·-·-·-·-i eriods over two weeks length. 

#ENDCODE 
#CODED4 

tti,~~~~~~f~~~*~¥·~p~lit9. ~ospital Trust.:'~ Based at QA. . Spends. much 

#ENDCODE ... ···· .... ·. 

#CODED4 
c;.~~~~~~~S.~~~~!S~~~~~~~~~J:s. based "at .. QA. 7 l"~ne ~~=~~-;·/is·. acsountable to C,~--~--~--~~~~~-~~.l~~--~--~--~.J 
#ENIJCODE ··-·-·-·-·-·' ) 

;{~~§~~#.{~~~~~~~~atiSr: .•.... I?.~!;.~.~,~9-~!;?~sy to• s~e·.E~~~:~bften. F~~:_~j 3/7 per week .• 
•r!codeA!works·part tlme cially. ;. 
#~NDCODE . .. . .. .· 

#CODED4 
IPR in [~-~~~-~~early. But too busy to see f:~:~-Joften. ~-~~~-~-~13/7 per week. 

VL w<5·:rTs.; part time daily. t_ ______ : L. ________ j 

#ENDCODE 
#CODEI3 
IP_B_ __ .;Ln r:~~-:~l yearly. But too busy to see i-·-·-·--bften. [~:~~~] 3/T per week. 

icodeAi w6rx!s part time daily. /.:~d~J L _______ J 

#E-:ND"tODE 
#CODED4 

fl§'lf~·ff;;,fi~Tm~,~;"):¥,' ·-~:~~-~-l~~o~~~ .:t.o~:·Gospor~. in_s~~E?actF. .M0.Jng.yr·.)a._._:··.·d~.e$"fwa·········hrel·.~ "'"'~i~'Ct1rait~" c~m~~~& .. fi~t:·~-a.~tt:~'rid. 
~;;!;\~~))~~1!~~i19~~£M~Jt€$tl:<!~I&~H 
n:.NDCODE 
#CODED7. 
Staff meetings at QA but VL comes to Gosport instead. 
circulated. C grades which she was - do not attend. 

Page 1 

Minutes are 
D grade whi 



11 0 f~~~~~~~~~~~~~~~~~~~~<?~~~~A~~~~~~~~~~~~~~~~~~J Ph a rma c i s t . t x t 
eh she is now do attend. 
#ENDCODE 
#CODED1 
Rearranged timetable QA Mon and Fri 
#ENDCODE 
#CODEG? 

GMC100891-0275 

How does she find out about policy? r~~~~-~-~ de a 1 s with these matters. 
Information is e:mailed. 

#ENDCODE 
#CODEG? 

··-·-·-·-·-·· 

IT for Pharmacy is good. 
#ENDCODE 

Good technicians. 

#CODED4 .. -·-·-·-·-·-·-·-·-·· 
If ~~~has concerns? Probably does it via /CodeA! then she would de 
al with it. r~:~~-~~ tries to sort out ward matt·e-r:-.s·-·-herself. 
#ENDCODE '-·-·-·-·-! 

#CODED1 
GDMH works school hours 
Tuesday Mulberry, D/H, Sultan 
Wednesday Daedalus/Dryad 
Does elderly, EMH, Adult Phsych., Palliative care at Rowan. 
#ENDCODE 
#CODED4 
[~~i~~~j was Gosport Pharmacist. Covered for !cod•Ai late 90s and early 90s. 
#ENDCODE '·-·-·-·-! 

#CODEE? 
Policy Development. Always a pharmacist involved. Cf:~~~~~~:Jinvol ved 

Drug policy covers both Trusts. 
~-~~~~-~]not involved in Policy Development ~--·-·-·-ln.f=:luded policies have a 1 
'-Tn-k pharmacist eg. ~-·-·-·-·-·-·-·c-ode-".lc·-·-·-·-·-·: Eg. ! code A! - alcohol withdrawal po 
1 icy, named p ha rma cLi"sE?·-·-·-·w"f1o ___ "fo-r s y r i n-ge·-·-ar i ve r . 
#ENDCODE 

~~:~~fcation of new policy? r~·:~~-~l is main link, but may occasion 
ally forget to tell her of change·s-·~ 
#ENDCODE 
# C 0 DE G ? !"-·-·-·-·-·-·-·-, 

Communication of new policy? !codeAi is main link, but may occasion 
ally forget to tell her of cha'rn;re-s-;J 
#ENDCODE 
#CODED7 
Liaising with other members of the team Only contacts nurses/doct 
ors if there is a problem. No time to be proactive. Good relatio 
nship in Staff Grade - easy channel of communication. Easy, positi 
ve relationship with staff grade. 
#ENDCODE 
#CODED7 
Harder on Sultan Ward, will write in notes. Does not get to see G 
Ps. Thinking of designing a form for GPs rather than leaving sera 
ppy bits of paper. Drug chart problems - queries about doses. Pr 
oblem is the weekly visit and time lag. [~~~~~[_ __ 0.~?- other duties NH/St 
Christophers and Gosport. 10/12 overlap L<?.?..~~-~_i ( ie. {~~-~~~Jat GWMH 
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d ;-·-·-·-·-; . 
~~. Le_~~~~~ cover1ng 

11 0 1 ~-·-·-·-·-·-·-·-·-·-Code-·p:·-·-·-·-·-·-·-·-·-1 ph a rma c i s t . t X t 
elsewn·e-.re·-·-in·-·-T"rl:i"Eft:·-·-:::.:-·Jdid not actually work togethe 

#ENDCODE 
#CODEE3 
lc~~~-Ajgoes to the Rowans? Opened 1996. the greenbank- Palliative C 
are Guidelines - across the Trust. 
#ENDCODE 
#CODEE3 

L~;~;.;! knows about syringe-drivers, drug info from QA and on call phar . 
macy service. 
#ENDCODE 
#CODEE3 
Not seen Countess Mountbatten guidelines. 
#ENDCODE 
#CODED1 
Sept 9 9 - July 00. [~~~i.~~l supervised both. But "hardly ever saw i~:~~~J 

r·c-c:;d";;-·A": - Friday am would see each other. Only came here with~~~-~~-~~ was 
'-·-·-·-·-·--- .. .: j _________ j 

away. 
#ENDCODE 
#CODED4 
In September 99 VKL job was new then could attend Department meet 
ings as well - department relocation. "Dropped in deep end" no pr 
ior familiarisation. She just disappeared. No local induction. 
#ENDCODE 
#CODEE3 
Policy Implementation. Now at Rowans and here - doctor writes spe 
cific doses. 
#ENDCODE 
.J~QDEF1 
i:~d:.~J checks charts. 
#ENDCODE 
#CODEF1 
Stocks maintained. 
#ENDCODE 
#CODEF3 
Stock lists extended as case mix altered. Orders faxed for non-st 
ock. 
#ENDCODE 
#CODEFl 
PRN diamorphine - not used much - if it is used not syringe driver 

#ENDCODE 
#CODEF2 
PRN diamorphine - not used much - if it is used not syringe driver 

#ENDCODE 
#CODEF1 
PRN On D&H and MD "I can't remember". 
#ENDCODE 
#CODEF2 
PRN On D&H and MD "I can't remember". 
#ENDCODE 
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#CODEF2 

11 o r-·-·-·-·-·-·-·-·-·-·c·ode·-.A-·-·-·-·-·-·-·-·-·-·-~a c is t . t x t 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 
One now (driver) can't remember previous one. She checks the dose 

#ENDCODE 
#CODEI7 
No drug training at Gosport WMH. 
#ENDCODE 
#CODEI3 

[~~~:~·~has done course at Countess Mountbatten. 
'-·wEtJ DC 0 DE 

#CODED7 
Nurses ask for advice not doctors. 
#ENDCODE 
#CODEF1 
Nurses ask for advice not doctors. 
#ENDCODE 
#CODEF3 
Nurses ask for advice not doctors. 
#ENDCODE 
#CODEA3 
Review in progress of pharmacy services for PCT change. 
#ENDCODE 
#CODED1 
Review in progress of pharmacy services for PCT change. 
#ENDCODE 
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#TEX1·-·-·-·-·-·Code·A·-·-·-·-·-i 
LeadCons·u.TtanTO"B-~-·b1. 02 
#CODENC 

h)(\'·'. i 

\\' '· ... , 

Consultant since 1989 & Lead Consultant since start of Trust (94) . 
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Acute pts, day hosp & OP at Petersfield. ?? for Trust Liaise with Dean. Lead 
Consultant - almost 2 sessions (was I - increase reflects in > complexity) 
#ENDCODE 
#CODED? 
Liaise with colleagues, management, appraisal & support of colleagues, 
operational issues, centr~l Trust. 
#ENDCODE 
#CODENC 
9 fulltime cons, some part-time and prof (2 sessions) . 
#END CODE 
#CODEB3 
Forming into 3 groups as per localities with lead clinicians in each patch. 
Advertising for extra post, really need 12 % 3 groups of 4. 
#ENDCODE 
#CODENC 
Busy year - dissolution of Trust, PFI at QA (131 acute beds), govt? policies eg. 
NHS Plan. 
#ENDCO~-~ 
#CODED11 
Appraisal of staff. He appraises Med Dir on his clinical work. 
#ENDCODE 
#CODED2 
Cons appraisal 
several years. 
#ENDCODE 
#CODED11 

happening. Junior doctor and staff grade been happening for 

clt..ft <= ~o 

What about GP/Clinical Assistants (CA) - we haven't but we need to ?? in light 
of type of work that they do. Had at 40CA - across whole patch. 
#ENDCODE 
#CODED1 
Sessions - nature of work has changed over last decade & more so in last 4/5 
years - changing ?? of continuing care & changing expectations of pts/relatives 
??. Care pts much iller, more complex medical. Has lead to review of GP 
sessions. 
#ENDCODE 
#CODED1 
Changing role of cont care beds to include stroke rehab. 
#ENDCODE 
#CODENC 
Not convinced that what was happening at GWMH was in anyway different to what 
happening elsewhere. Have investigated but not afforded the info from CPS or 
info from Prof Livesleyd~~~~~~~~~A~~~J complaint bypassed the normal procedure & went 
straight to the police. ~(,v~(V~'t-·-·-·---~- GtCl.c-t Lt. 
Not ?? to what happening & police & l.~.?_'!~.~-~has actively campaigned through press. 
i·-·-·-·code_A_·-·-·:actively campaigning in hospital, so been difficult to investigate in 
usiiar-wa.v~· 
#ENDCODE 
#CODED1 
Re: Dr!"~-~~~-;;-! letter of Jan 2 0 0 0. You were aware of increased workload and 
complex:n:y. At 98/99/ critical incident at QA re: (cont care ward) ?? led them 
to review the way in which wards staffed - GP to do ward round with consultant. 
#ENDCODE 
#CODED1 
Led to appointment of G staff grade here who is ?? good but been difficult to 
recruit to CC/?? wards at St Mary's - staff grades not been good. 
#ENDCODE 
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#CODEDlO 
Led to appointment of G staff grade here who is ?? good but been difficult to 
recruit to CC/?? wards at St Mary's - staff grades not been good. 
#END CODE 
#CODED? 
Did you know Dr Barton at that time? Yes but not well. She came to meetings, was 
lead GP for PCE. 
#ENDCODE 
#CODED? 
Was not really involved in dialogues with Dr B re: letters/situation. 
#ENDCODE 
#CODEG2 
Breaking bad news to relatives - I think it is very important, I personally 
spend a lot of time - including Reg & Ho Dr's, can't really comment re: GWMH. 
#ENDCODE 
#CODERS 
Teachers pre Reg HO module, its really complex, no right/wrong, I speak to the 
families & let them talk, try to ascertain what their expectations are, it takes 
time, listening, humility, getting down physically to their level. Have d/w 
colleagues a lot since 98. 
#ENDCODE 
#CODEDl 
You describe ideal practice and increased workload/complexity - did there ever 
come a time when tension led to cutting corners? My honest answer is that I do 
not know - with 20:20 vision perhaps should have got ?? in sooner. 
#ENDCODE 
#CODECl 
when asked again about tenslon - honestly don't know. 
#ENDCODE 
#COD EEl 
Patient flows from acute, every dept, other than Eld Med end to overgloss pts 
cond/function. 
#ENDCODE 
#COD EEl 
Any pt transferred by Eld Med, med ???? etc & pats/rels understanding 
OK/realistic. 
#ENDCODE 
#CODEG2 
Any pt transferred by Eld Med, med ???? etc & pats/rels understanding 
OK/realistic. 
#ENDCODE 
#CODERS 
But other specialities often med input has been quite junior and image given to 
rels unrealistic. Can't really comment re: Haslar as do not tend to transfer to 
Petersfield (ie ?? rehab facilities). 
#ENDCODE 
#CODEG2 
But other specialities often med input has been quite junior and image given to 
rels unrealistic. Can't really comment re: Haslar as do not tend to transfer to 
Petersfield (ie ?? rehab facilities) . 
#ENDCODE 
#CODED6 
Dosage - range whip at one time is it fairly usual? Its not usual now & was prob 
not usual then throughout the service but prob reflects the out of hours 
commitment of Jane's partners - ie for her colleagues convenience. 
#ENDCODE 
#CODEEl 
Dosage - range whip at one time is it fairly usual? Its not usual now & was prob 
not usual then throughout the service but prob reflects the out of hours 
commitment of Jane's partners - ie for her colleagues convenience. 
#ENDCODE 



#CODEF2 
Now we're developed more robust guidelines. 
#END CODE 
#CODEF1 
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Whether people actually received the too high dose - I would say no & in Mr 
Wilson's case - independent Ombudsman found not??. 
#ENDCODE 
#CODED6 
GP out of hour cover - do they call on consultant - they can but they don't tend 
to. 
#ENDCODE 
#CODE IS 
When GP's change or start - Induction? Induction for junior drs. In all honesty, 
not for the Clinical Assistants or GP's on call. 
#ENDCODE 
#CODED1 
He has letter (in our file?) that for hasp locum staff outlining service etc. 
#ENDCODE 
#CODEC1 
General comment re: nursing & therapy. Not worked here so can't comment as such, 
but always enjoy coming here, I hear good things. 
#ENDCODE 
#CODENC 
Since 1994, has been on call 1 in 8 - has never been rung. 
#ENDCODE 
#CODEC1 
When asked if he wanted to say anything else, his view - Staff have been through 
huge turmoil cannot underestimate suffering - staff interviewed under 
caution?? I for hours I ?? with rc·~d~-A·Jfeeding in questions. 
#ENDCODE ··-·-·-·-·-·-· .. 

#CODEC2 
Feel care here is good - if relative of his here - would have no worries. 
#ENDCODE 
#CODECS 
Feel care here is good - if relative of his here - would have no worries. 
#ENDCODE 
#CODEI6 
Need for corn hasp doing IC to ensure training & robust supervision. 
#ENDCODE 
#CODENC 
Local press have not helped the local community through this. 
#ENDCODE 
#CODENC 
Acknowledges that some complaints can not be solved, some due to bereavement 
process/ reaction & has on occasion suggested bereavement counselling. 
Conciliation service ever used? No 
#ENDCODE 
#CODEA4 
CC - HA/SS agreement. Continuing care criteria? 
#ENDCODE 
#CODEEll 
CC - HA/SS agreement. Continuing care criteria? 
#ENDCODE 
#CODEE1 
Health - complex medical & nursing needs that require specialist input eg 
swallowing/fits. If unfilled C/C beds may more stable pts awaiting NH bed in 
to free up acute beds. Rehab emphasis I eg slow stream stroke rehab. 
#ENDCODE 
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#CODEB3 
Health - complex medical & nursing needs that require specialist input eg 
swallowing/fits. If unfilled C/C beds - may more stable pts awaiting NH bed in 
to free up acute beds. Rehab emphasis I eg slow stream stroke rehab. 
#ENDCODE 
#CODEEll 
Health - complex medical & nursing needs that require specialist input eg 
swallowing/fits. If unfilled C/C beds may more stable pts awaiting NH bed in 
to free up acute beds. Rehab emphasis I eg slow stream stroke rehab. 
#ENDCODE 
#CODENC 
Jubilee Houpe pilot NHS N Home. 
#ENDCODE 
#CODENC 
Total of C/C beds @ 150 - would not be accurate check? St Mary's, Jubilee 
House, Q Alex (George), St Christophers, Gosport & Petersfield. 
#ENDCODE 
#CODENC 
Is there not a waiting list for C/C beds? Usually - but not always - interpret 
C/C criteria very strictly, but lack of N.Home beds combination of lack of 
actual beds as several homes have shut and to some extent awaiting SS funding 
for placement. 
#ENDCODE 
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.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Pn.nNruurc,r;: Dated JO .Jnty ?.OC> 1 fn)rnr·c~d~-·Al, ~ Code A ~'1r 
r·-·-·-·c;"O-Cie·A.-·-·-·-~K· ·1)c( l··l) '(' .... 1, . . ., .. lJ ~, ·r> ... 1 .-<-·~·-·-···-,. ,-·- c ,; •. ·1 . L1 ;-·,-:.-·-·~·-·r~·r1·~1·-,·~·:r:-.--·~:~1·-·-·-·-,.~·-·-· ... .- , ·,. . . 
'·-·--·-·-·-·-·-·--r-·-·: .), .) Lqdl( mo .) L Uf .. )!f10,Jtl! lft.d t ,ctrl._ ;\j .) I Hh .... )US).J!CkHlS 

Deat!1s of Pat1t.:Jl ts 

/}Q_QP!i\HLii: Del Led Hi October :ZOO 1: Brid1nu ~~-;r Pt·irnr: l'vi1nistcr's QtH.~~,Uons, CH! 
invcstl9atinn of Gosport War 1\'knKHial Hospital 

.l!r:J.UWt(ll.f..Z; dated 1 Jul.Y I 9:19 lrKickrH l<cportinq to NHS E;.xccutlvc South Fa~~t 

Rcoional Of!kc 

f!P.QJl{IQ!}Jf; DocuJw::nt'> from SERO (dated I 'J Novt~nlbeT lOO l) 

UPC1NJLtJJL2: Lctlt:r dated 2il St·pl.cmhn /001 fr·om i·-C~d-~-A-i, Vicd·ic<:! Dil"<~cl.or !o 
i-·-·-·-·-·-·-·cocfe·-A-·-·-·-·-·-·-! I((' q io ll i.l J D l re( tor 0 f Nu rs; n q rC9;: r d iriiT01Ti!T;)1' G OV\' rn <J 11 er: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

!)·,.,, ... l•li·l·I····'.Jll- ):YJ.··'!1 ')ii() .j f)· {q)·) ~ '-.. -.;,.·t: ~- fJ :(. '- (.• _..rl..' -. ! .. "..fU.•:i 

!'-----------------------~ 

/)Q(/Jia~:atJQ: lbtcd ~·; ;\pril ?.00 1 from K._C?._<?.~.~.-~.Jilrid'inq Unit, SERO to \ill 
[~~~§i~~~~~~J APS,P(;{li) rqyrrdlnq SUJ: Portsmotllh lki!Hhc:,ltc NHS Trust··· \uspk.1uus 

Dr:atl6 r.d' ?iltknh 

/)r."fcV.:nt2!/ . .ii Un t<W1·'<'HTl 1ncick nts .JJHJ report! no fknvs: an upda \(\ dated :3 l 
Octobr:r 200 1 

lk'.PUrwnti!.: Notes of rn~~din~r dated 10 October :/001 ··· l kaHh Authorlt.Y' Ch!d' 
Fxr: cu tivr:s 

DQJ3/!.t!.r:.utJ}: 1 nformat1ml: Serious u nto;.vard 1ncidcn t 9uida nee ·· )s">ucd by the 
South East Regional Office dakd Janu::Hy /00 t 

~:OD~-k:\\D~~n1Dac\0DCCF(3F .11 ~)·l"1 F1 04f.KP ~~(JBF?.OD7~:F~/\B~)'/l : C3t~6~~SEBBCB ~ <:j(3:~ fj::~Ct-:: GU'3C~~t?U<~ ;hHp:\ \do~-~i 
i no \d:[~rn~?~;c\(r;:t ~t 1 ;b.n~~f 
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Document 14: Fax dated 18 October 2002 fromf·C~d~-·A·ltoi-·C"~d-~-A-1regarding 
terms of reference L·-·-·-·-·-·-·-·-·-·-·-·-.: '-·-·-·-·-·-·-·-·-·-·-·· 

Section 1: lsle ofWight, Portsmouth and SouthEast Hampshire HA 

Document 1: 'All SUI by Date Reported' document dated 11 December 2001 

Document 2: L_etter._da.t.ed. 16 July 2002 from i-·-·-·coCie·-A-·-·-~ Assistant Investigations 
Coordinator to l.--~~~-~--~--.J Project Director regar(Iing._th~--~nclosure of the 
investigation report 

Document 3: Letter dated 16 July 2002 fromr·-·-Cocfe-·A·-·lAssistant lnvestigations 
Coordinator to[~~~~~~~~~~~~~~~~~~~~~~~~~J regarding th·e-·enCfo·s-ur~·-of the investigation 
report 

Document 4: Letter dated 12 July 2002 fromL~~~~~~~~~~~~~i.~~~~~~:-JFitness to Practice to 
Commission for Health Improvement regarding Gosport War Memorial Hospital 

Document 5: Letter dated 10 July 2002 from[~-~-~-~-~-~-~-~-~-~-~-~-~~~~~~-~-~-~-~-~-~-~-~-~-~-~-~_]n 
regarding CHI's report 

Document 6: Email dated 26 June 2002 from Tc-o(ie.-A.hegarding publication 
details of the CHI report '-·-·-·-·-·-·-·-·-·-·-·-; 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Document 7: Letter dated 24 May 2002 fromi Code A Director .?.!..~~.P_IJS ___ _ 
i-·-·-·-·-·-·-·-·-·-·c·oCie_A_·-·-·-·-·-·-·-·-·-·~ Hampshire and lsle otWfghfHealih-·A"lithority toi Code A i 
'·-cnfef"l~xe-cuilve:·-Fare_h.iim and Gosport PCT regarding Gosport War Memonar-·-·-·-·-·-·-·-·' 

Hospital 

Document 8: Email dated 7 May 2002 from r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-o-(ie-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

and Gosport 

Document 9: Joint Press Statement - Gosport War Memorial Hospital (undated) 

Document 10: Email dated 22 February 2002 from [~~~~~~~~~~~~~~~~~~~~~A~~~~~~~~~~~~~~] 
. regarding Alternative body parts containing the same information 

Document 11: Fax dated 7 February 2002 from i-·-·-·-·-·-·-·-·-·-·-·-·-·-c·o(fe-·A-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

regarding letter regarding meeting on 12 February 

D . L d d J 02 fr lr-·c-o-cfe-·A--\A t· ch· f ocument /2!·-·----~tt.~L.91~---·-J1. ___ 9.DJJ.iJJ:Y.2.Q ___________ om ·-·-·-·-·-·-·-·-·-·-·-·.....-,.' c mg 1e 

Executive toi Code A iHampshire Constabulary regarding 
Reference : t=~=~=~~-~~~=x~=~=~=~r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Document 13: Fax dated 27 January 2002 from[.~~~~~~-~~}o Health Authority 
regarding terms of reference 

Document 14: Fax dated 18 October 2001 from f~~~~~~~~~~~~~~~~~~~~~~~-~-~-~~~~-~~~~~~~~~~~~~~~~~~~~~~J 
regarding terms of reference 
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Document 15: Letter dated 3 July 2001 fromi-·-·-·-·-·-Code-·A·-·-·-·-·-ichief Executive to 
i·-·-·-cocie-·A-·-·-l Chief Executive, CHl regarding as~-i~t~~-c~-·wlth._locaT'inquiry 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Document 16: File Note- Telephone Call 4 July 2001 from Professor[~?.~~~--~~] 

Document.JZ: ___ .f.U.~--N.QJ~--=--<3.Q~P.QI.t..(gmmunity Trust, telephone conversation 
between ~ Code A i, Wed.riesday 8 August 2001 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 18: File Note- 10 July 2001 with r~·-~--~--~--~--~--~--~--~--~--~--~--~--~~-~~~~-.A·.~--~--~--~--~--~--~--~--~--~--~--~--~J 

Document 19: File Note- Telephone call with r·-·-·c·o-cie-·-A·-·-·i(Portsmouth 
1-lealthcare Trust) dated 11 July 2001 '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Document 20: Letter dated 15 August 2001 from Max·Millet, Chief Executive to 
r·-·-·-·-·-·coCie-A·-·-·-·-·-llnvestigations Manager, Cl-ll regarding police investigation into a 
·-·pifle-nT.afcra·sport War Memoriall-lospital 

Document 21: File Note - dated 31 August 2001: meeting to discuss concerns 
. relating to Gosport War Memoriall-lospital 

Document 22: Report for the lnvestigations and Fast Track Clinical Governance 
Review Programme Board meeting on 18 September 2001 

__ qg_~l}_'!'_~'!_t__?.J: Letter dated 3 July 200 1 from C~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~] to 
L_ ____ ~C?.~-~--~---·_i Chief Executive, Cl-ll regarding assistance with a local inquiry 

Section J: Miscellaneous 

Document 1: Email dated 31 May 2002 from L.~.~-~-~-~-~-~-~-~-~-~~~~~-~-~--~-~-~-~-~-~-~-~-~-]British 
Medical Association regarding Cl-ll investigation - GP clinical assistants 

Document 2: Letter dated 12 July 2002 from [~-~~~)~]nvestigations 
Coordinator to L~~~~~3~~~~~~~~~~~~Jregarding sharing views with Cl-ll and contribution to 
the report · 

Document 3: Letter dated 6 July 2002 from r-·c()"(ie·-·A·-·lto r-·-Code-·A·-·1 
regarding co mm en ts on the report '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 4: Royal Mail Track Et Trace results for item ref: r-·-·-·-·Code·-A-·-·-·-·1 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ' ' 

Document 5: Fax dated 3 July 2002 from i Code A i regarding 
sending of the Cl-ll report '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 6: Em ail. dated 2 July 2002 from i-·-·-·-·-·-·-·-·-·-·-·-·-c-o-de--A·-·-·-·-·-·-·-·-·-·-·-·-1 
regarding Letter fro m [:~:g~~~:~~~J re Cl-ll investlgaHa·n-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Document 7: Letter dated 2 July 2002 from [~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~~~~~~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:1 
1-laslam regarding Cl-ll investigation - Gosport War Memoriall-lospital 
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Document 8: Letter dated 2 July 2002 fromL~§.~~~~~J CHl to Dr[~~~~~~~§~~~~}\~~~~~~~J 
British Medical Association regarding CHl investigation - Gosport War Memorial 
Hospital 

Document 9: Letter dated 26 June 2002 fromr.·~--~-~~~-~~A".-~.Jto Dr r-·-·-C-ocie·A·-·-·-i 
regarding details of the publication of the report L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 70: Letter dated 26 June 2002 from i-·-·-c-o.Cie·A-·-·1to D{c-o(ie·A-·-! 
regarding details of the publication of the report·-·-·-·-·-·-·-·-·-·-·-·· '·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 77: Email dated 26 June 2002 from[·-·-cocie-·A·-·-·:to Ursula Ward 
'-·-·-·-·-·-·-·-·-·-·-·---·~ 

regarding details of the publication of the report 

Docu_'!!~!'-.L!.?._: ____ ~ax dated 18 June 2002 from .[:~:~:~:~:~:~:~:~:~~~~:~:~~:~:~:~:~:~:~:~:~:]regarding 
ATO[ Code A [Chief Executive (term of reference, appendix D and two further 
d 0 CULme.nTsr·-·-·-·-·' 

Document 7 3: Letter dated 7 May 2002 from [:~:~:~:~:~~~:~~:~~:~:~:~] Chief Officer, CHC 
Portsmouth and South East Hants to CHl regarding the billing for CHl investigation 

Document 74: Em ail dated 21 April 2002 from i-·-·-co(ie-·A-·-·1r to :·-·-·-·-c-oCie-·A-·-·-·1 
and r·-·cocfe·-A·--r regarding CHl investigation - GP-·clfn"i("ara5"5"i~tant~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

'-·-·-·-·-·-·-·-·-·-·-·-·· 

Document 7 5: Letter dated 23 April 2002 from [~:~:~:~:~:~:~:~:~:~:~:~~~~:~~:~:~:~:~:~:~:~:~:~:~:~.] 
regarding acknowledgment of letter dated 18 April 2002 

Document 76: Letter dated 15 April 2002 from[:~:~:~~:~~~-~~:~:~}o r·-·-·-·-·code--A-·-·-·-·-! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

regarding providing CHl with additional information 

Document 77: Letter dated 6 March 2002 from r·-·-c-ocfe·-p:·-·1to r-·-C-ocie"A·-! Clinical 
Discharge Coordinator, regarding attendance at cHfTnte-iVle-~ L--·-·-·-·-·-·-·-·-·-·-·-·; 

Document 7 8: Letter dated 6 March 2002 from r-·-C-ode-A·-·]to r-·-·co-de-·A-·-·l 
regarding attendance at CHl interview '-·-·-·-·-·-·-·-·-·-·-·-·-· '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Document 79: Letter dated 6 March 2002 from [~~~~~~~~~~~~~~~~~~~~~~1.:\~~~~~~~~~~~~~~~J regarding 
attendance at CHl interview 

Document 20: Letter dated 6 March 2002 from[·-·-·-·-·-·-·-·-·-·-c·()"(ie--A-·-·-·-·-·-·-·-·-·-·i 

regarding attendance at CHl interview 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

Document 2 7: Fax dated 26 Februazy 2002 from [_-_-_-_-_-_-_----~~-~~-~--A-_-_-_-_-_-_-_-_-_1 
regarding terms of reference and information sheet for the meeting 

Document 22: Fax dated 28 Februazy 2002 from l"-·-·-·-·-·co.de-·A·-·-·-·-·-·legarding · 
Terms of reference and information sheet . L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 23: Letter dated 25 Februazy 2002 from L~:~:~:~:~:~:~:~~~~:~~:~~:~:~:~:~:~:~J Associate 
Complaints Convenor regarding information about lay members role 
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Document 24: Letter dated 21 February 2002 from fc~-d~-·A-~ Associate Complaints 
Convenor to [.~--~~~~-~~~~--~·.]regarding joining CHl as a lay-·me-m&er 

·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Document 25: Letter dated 14 February 2002 from L~~-~~-.A.J~O L~~~~~~~~~~J 
r·-·-·-·-·-·-co·d-e--A-·-·-·-·-·-·: Legal Department regarding confirmation of appointment with Dr 
·-r_~"~-~~"-~r-·-·-·-·-·-·-·-·-·' 

Document 26: Fax dated 31 January 2002 from i-·-·-·-·-·-·-·-·-c-o-de--A·-·-·-·-·-·-·-·-1 regarding . 
forwarding of documents to r-·-·-·-·-cocie·A-·-·-·-·-·: ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

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

Document 27: Letter dated 21 December 2001 from[.·~--~--~--~--~--~--~--~--~--~-~~~--~~--~--~--~--~--~--~--~--~_"] 
regarding request to provide a brief summary of particular issues to be addressed in 
the interview · 

Document 28: Letter dated 19 December 2001 from [~:~:~:~:~:~:~:~:~:~:~~~:~~:~:~:~:~:~:~:~:~:J 
regarding request to provide a brief summary of particular issues to be addressed in 
the interview 

Document 29: Letter from [~~~~~~~~~~~~~~~~~~~~~~~~)~~~~~~~~~~~~~~~~~~~~~~]chief Executive, 
. Portsmouth Hospitals NHS Trust regarding visit of the review team 

Document 30: lnterim Orders Committee: Referral Criteria .dated 12 December 2001 

Document 31: Letter dated 4 December 2001 from 1:~:~:~:~:~:~:~:~:~:~:~~~~~~~:~~~:~:~:~:~:~:~:~:~:~1 
The Beneficial Centre, regarding use of their facilities 

Document 32: Letter dated 4 December 2001 from [~~~~~~~~~~~~~~~j~~~Cf.~)~~~~~~~~~~~~~~~~~J 
Community Association regarding use of their facilities .. 

Document 33: Email dated 19 November 2001 fromi ___ Co-de--A-·]to["-·-·c-o-tie-·A·-·-1 
regarding G osport lnvesti gati on L--·-·c·-·-·-·-·-·-·-·-·-·" '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Document 34: Portsmouth and South East Hants CHC - unannounced visit made 
on 23 January 1998 

··-·-·-·-·-·-·-·-·-·-·-· -·-·-·-·-·-·-·-·-·-·-·-·-

Document 35: Email dated 23 September 2001 from! Code A~o i Code A i 
regarding 1 nvesti ga ti on announcement '"·-·-·-·-·-·-·-·-·-·-·" '·-·-·-·-·-·-·-·-·-·-·-·-' 

Section K: QUAL 

Document 1: Letter dated 24 June 2002 fromi·-·-co-cie·A-·-·i tor-·-·-·-·-·c-o(ie·A-·-·-·-·-·-. 
lnquiries and Clinical Excellence Awards Branch-regarding·-~opy._6Ftfie-·nexfto-·fi~al 
draft of the report 

Document 2: CHl Gosport War Memorial Hospitallnvestigation: QUAL Briefing 15 
October 2001 

Document 3: Email dated 16 October 2001 from [~~~~-~~-~~]to r·-·-·-·code-·A-·-·-·1 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! regarding Gosport lnformation 
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Section t: Analyst 

Document 1: lnvestigation at Gosport War Memorial Hospital: Nan Newberry et ac. 
Senior Analyst presentation 

Document 2: Pharmacy Service: Summary Medicines Use 1999-2001 

Document 3: Gosport War Memorial Hospital (Portsmouth Healthcare NHS Trust) 
Briefing Paper dated 2001/02 

Document 4: Distribution List (undated) 
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fnitialuH•dh.~aJ report for discussion only 

-·-, - ·• , • • o- •· ~ -' " ·• .• .$? i-·-·-·-·-·-·-·-·-·-·-·-c·-·-·-·-d·-·-·-·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·: -l ~ • v ·· .• fJ 
Con~fl nn1,., H1C t,J::-;t, o~ ! o e ; td.::CL.bL~ 

'·. L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Hampshin.:-: Conslabula.ry 
.\<bjor Crime Con-.~plex, Fratton PoU,:_~f.' St:,uion. I(Jngston. Crcsc,:nt, 
~>.forth End,, Purtsmout.Il. !Iarnpdlire P02 SBfJ 

l_)_,_.r·: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-o-de·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-l 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

OJ Eider!v 
irnperinl ('nlleg;:; Schocd of .Scie:K\':, ·rcchnology, 8.·. \-I(r.hc!n,~ 

<::hcbc<J :.tnd V/cstndnst<.~r !·h.isr>it:,li., London SW1 0 9\JH 

Code A 

·-·:;::.:.-:·~-·-:-·-·-·-·-·-·-· 

,!·:·n·· :k" nt'f"'"i(''-'i' ,yf i1l\•'+·<i~"JO ·~p lPf\''X'l'C\c-nr Vl<'"~" '<(···,,vlt 'V:.,,,t!w:· Pr rli)' ;..__·· o;·•·<,:i<"]_{~:·:,,'·'-~ .. ' -.}~ ..... ~; -~ :-- _.. __ , ... -·- ... c· ·"' ... _), -~--::·-; '··-··· .. t -~- -;; ~ -~ ·- ·-· -· . --·-· "' ~-~ ~ -. ... ~ ..... "" -~-.-..- ... ~ ·' .__.. ___ '":- ~--~ -, -~ • __ ... 

-{-.-> -·~llf ... !"t"~~-~- ···1·1· ''l: !~..:·! ·["'I~-·,.. . ., ~-~.~ ~tJ·" r ... ·e ') l"r'~-'J. ··t···•· ')I'~~ ...... ,~J··· \~ :-~-- ~-h ·=-- (~·-l·f~--, ·' l., \.-r-.... -, 
'·' ·''··'t·' ·''--'' .\, · -'-' 1· "!. .) '-"'':..<:.<.: 'S·' '·'b'·' ·' ;,l ' '} [-.!'" · '·J :_.,.J "''-'· ··'" ':. '·-' · ' 'J.• :) 

Cihdys RICHAR.US. 

Summary 

Dr Jane .\nn EL\RTO>J, a n:gi::kl\::d n;,:;dicnl j)l'(JJ:th~oncr·, pn>:cdbcd the cin.l?S 
dtamorphin(:. k.llnpeddoL rnidal'oln!U, ,m_d hyosdnt: fig \;lr'> (}bd 1\IC:FL\ Rif) ic-; 
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Prepared for: 

Hampshire Constabulary 
Major Crime Complex, Fratton Police Station, Kingston Crescent, 
North End, Portsmouth, Hampshire P02 8BU 

by: i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-cc;-ae-·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·t 
L.-t}ie·-universrcy·-ofio!i(fon'.s_P_r_ofe·s·sor in the Care of the Elderly 

Imperial College School of Science, Technology, & Medicine 
The Chelsea and Westminster Hospital, London SWlO 9NH 

\e.AM · 

Code A 

For the purpose of ... providing an independent view about whether, or not, there is evidence 
to support,crimi.nal proceedings against any party to the care ofr~~~:·:l r-·-·-·-·-·-·-·c·ocfe-·A-·-·-·-·-· -l i._ _________ j 
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Summary 

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

1.1. Dr Jane Ann BARTON, a registered medical practitioner, prescribed the drugs 
diamorphine, haloperidol, midazolam, and hyoscine for Mrs Gladys RlCHARDS in 
such a manner as to cause her death. 

1.2. Mr Philip James BEED, Ms Margaret COUCHMAN, ~nd Ms Christine JOICE were 
also knowingly responsible for the administration of these drugs. 

1.3. As a result of being given these drugs, Mrs RlCHARDS was unlawfully killed. 
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Introduction 

2. 

2.1. 

2.2. 

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 Mrs 
Gillian MACKENZIE (the elder daughter ofMrs Gladys RICHARDS (deceased)) and 
Mrs Lesley Prances 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 qualifications and experience. 

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

Information relating to Mrs Gladys Richards (deceased} 

3. Mrs Gladys Mable RI CHARDS (nee Beech) was born oni·-·-·-·-Code--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 Prances LACK. 

" .., J.J. 

3.4. 

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 Heath~rs Nursing Home is a private registered nursing and residential home 

at Lee on the Solent, Hampshire. r~:~:~:~~~:~~:A~:~:~] a general practitioner who visits. 

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 )J"ational Health 
Service facility to local people. 

Gosport War Memorial Hospital is part of the Portsmouth Healthcare NHS Trust. 

Pror~ssor 8rian Liv-:slcy 
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3 .4.1. Daedalus ward is a continuing care and rehabilitation ward at Go sport War 
Memorial Hospital. 

3.5. Dr Jane Ann BARTON is a registered medical practitioner who in 1988 took up a part
time post as clinical assistant in elderly medicine. This post became centered at 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 ward at 
Gosport War Memorial Hospital. Ms Margaret COUCHMAN and Ms Christine JOICE 
are registered general nurses who were working on Daedalus ward at the time of the 
incident. 

3.7. Dr Anthea Everista Geredith LORD is a 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 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. -

Synopsis 

4. Mrs Gladys Mable RI CHARDS died on 21st August 1998 while receiving treatment on 
Daedalus ward at Gosport War Memorial Hospital. 

4.1. Some fours years earlier, on 5th August 1994, Mrs RI CHARDS had become resident at 
the Glen Heathers Nursing Home. 

4.2. On 29th July 1998, Mrs RI CHARDS developed a fracture of the neck of her right femur 
[thighbone] and she was transferred to the Royal Hospital Haslar, Gosport. 

4.3. Despite her confused state, Mrs RICHARDS 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. -

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

4.5. Later on 11th August 1998 Dr BAR TON saw Mrs RICHARDS. Dr BAR TON recorded 
that Mrs RICHARDS was not obviously in pain but despite this Dr BAR TON 
prescribed Oramorph [an oral morphine preparation] four hourly orally. Dr BARTON 
also prescribed for Mrs RI CHARDS large dose-ranges of diamorphine, hyoscine, and 
midazolam. These were to be given subcutaneously and continuously over periods of 
24 hours for an undetermined number of days. At the end of a short case note, Dr 

Professor Brian Liv~sicy 
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BAR TON wrote 'I am happy for nursing staff to confirm death'. Although prescribed, 
these drugs were not administered at that time. 

4.6. On 13th August 1998, Mrs RICHARDS artificial hip joint became dislocated9. 

4.7. The following day, 14th August 1998, Dr BARTON arranged for Nlrs RICHARDS to 
be transferred back to Haslar Hospital where the dislocation of the hip was reduced. 

4.8. Three days later, on 17th August 1998, .Mrs RICHARDS was returned to the Gosport 
War Memorial Hospital on a sheet and not on a stretcher. She was very distressedwhen 
she reached Daedalus ward. 

.(Cl\(t.'i.r~ 

4.9. There is no evidence that Mrs RlCHARDS, 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. 

4.1 0. Despite this, and on 18th August 1998, Dr BAR TON did not seek any other medical 
opinion but prescribed diamorphine, midazolam, haloperidol, and hyoscine to be given 
continuously subcutaneously over periods of 24 hours. 

4.1 0.1. Neither midazolam nor haloperidol is licensed for subcutaneous 
administration. 

4.11. 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. 

4.12. There is no evidence that in fulfilling her duty of care Dr BAR TON reviewed 
appropriately Mrs RICHARDS's clinical condition from 18th August 1998 to determine 
if any reduction in the drug treatment being given was indicated. 

4.13. There is no evidence that in fulfilling their duty of care Mr·Philip BEED, Ms Margaret 
COUCHMAN and Ms Christine JOICE reviewed appropriately Mrs RICHARDS's 
clinical condition from 18th August 1998 to determine if any reduction in the drug 
treatment they were administering was indicated. 

4.14. There is, however, indisputable evidence that the subcutaneous administration of drugs 
by syringe driver continued \Vithout modification and during every 24 hours from 18Jl 
August 1998 until Mrs RlCHARDS died on 21st August 1998. 

4.15. Although Dr Barton recorded that death was due to bronchopneumonia there is no 
clinical or pathological evidence this was correct. ~ 

c ~~~~ 
'T '-"" "-r.e.. ~ 11y>---.. ~e.. p. ~ &.. 
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-t-.16. It i:S beyond reasonable doubt that the death ofMrs RICHARDS was the result of the 
continuous subcutaneous administration of diamorphine, haloperidol, midazolam, and 
hyoscine in the dosages given above. 

-1-.17. Dr Jane Ann BAR TON had a duty of care to Mrs RI CHARDS. 

-1-.18. Mr Philip BEED, Ms Margaret COUCHMAN, and Ms Christine JOICE had a duty of 
care to Mrs RICHARDS. 

4.19. There was a breach of the duty of care. 

4.20. Foreseeable injury occurred as a consequence ofthe breach and resulted in the death of 
Mrs RICHARDS. 

4.21. It is my opinion that Mrs Gladys RICHARDS was unlawfully killed. 

Relevant aspects of Mrs RICHARDS's medical history 

5. Mrs 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. 

5.1. 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. 

She also had a past medical history of bilateral deafness for which she required hearing 
aids (unforti.mately these were lost by December 1997 while she was at the Glen 
Heathers Nursing Home and had not been replaced by July 1998). She had had 
operations for the removal of cataracts and required glasses (unfortunately these were 
also lost at the Glen Heathers Nursing Home). 

5 .2.1. On 8th July 1998 her general practitioner, L~--~--~--~--~~~~-~~-~--~--~--~--~·JvTote to the 
audiologist at Queen Alexandra Hospital, Cosham requesting an 'URGENT 
[sic]' domiciliary visit to Glen Heathers Nursing Home. This was ' ... with a 
view to supplying her [Mrs RICHARDS] with two new hearing aids .... Since 
her poor hearing probably contributes to her confusional state I wouldbe 
grateful if you would visit with a view to fitting of replacement aids as soon 
as possible please.' 

5.3. On 29th July 1998, Mrs RICHARDS developed a fracture of the neck of her right femur 
[thighbone] and she was transferred to the Royal Hospital Haslar, Gosport. 

5.3.1. 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 

Pror~ssor Brian Liv:!sky 
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was known to be taking haloperidol 1mg twice daily and Tradazone 100mg 
at night. 

5.4. On 30th July 1998 Mrs RICHARDS had a right cemented hemianhroplasty [an artificial 
hip joint inserted]. 

5.4.1. Post-operatively she was given 2.5 mg morphine intravenously on July 30th 
at 0230 hours, 31st at 0150 and 1905 hours, and on August 1st at 1920 hours 
and 2"ct at 0720 hours. From August 1st -7th she was weaned over to two 
tablets of co-codamol, requiring these on average twice daily for pain relief. 

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

5.5. 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.' 

5.5.1. Dr REID also noted that Mrs RICHARDS had continued on Haloperidol and 
' ... her Trazodone has been omitted. According to her daughters it would 

_ seem that since her Tradozone has been omitted she has been much brighter 
mentally and has been speaking to them at times., 

5.6. A discharge letter, dated lOth August 1998, was sent by the sergeant staffnurse at the 
Royal Hospital Haslar and addressed to 'The Sister in Charge Ward [sic] ?vfemorial 
Hospital, Bury Road, Gosport, Hants.' It contained the following information:-

5.6.1. After the operation Mrs RI CHARDS became ' ... fully weight bearing, 
walking with the aid oftwo 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.' 

5.7. On 11th August 1998, Mrs RICHARDS was transferred to Daedalus ward at the 
Gosport War Memorial Hospital. 

5.7.1. There is an unsigned 'Summary' record which is apparently a :Jursing record 
and this states:-

5.7.1.1. '11-8-98 Addmitted [sic] from E6 Ward Royal Hospital Haslar, 
into a continuing care bed. Gladys had sustained a right fractured 
neck of Femur on 30th July 1998 in Glen Heathers Nursing Home. 
She has had a right cemented hemi-arthroplasty and she is now 
fully weight bearing, walking with the aid of two nurses and a 

Professor Brian LiY~sley 
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5.8. 

Zimmer frame. Daughter visits regularly and feeds mother. She 
wishes to be informed Day or night of any deterioration in mothers 
condition .... ' 

5.7.2. The contiguous 'Assessment Sheet' states, 'Patient has no apparent 
understanding of her circumstances due to her impaired mental condition ... 
Deaf in both ears ... Cataract operation to both eyes ... occasionally says 
recognisable words, but not very often ... soft diet. Enjoys a cup of tea ... 
requires feeding ... Dental/Oral status Full "Set" -keeps teeth in at night.' 

5.7.3. 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 micro gram doses] B .D. [twice daily]' 

??[initials]B [subsequently identified as C~.-~.g-~~~-~~.-~]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.' 

5.9. 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 
f-9~.9Q.ll:!ours][altered on record to 19.30] pain Rt [right] hip internally rotated. E~~.;~~~J 
l.~-~-~-~-~_Fontacted advised Xray AM [in the morning] & analgesia during the night. 
Inappropriate to transfer for Xray this PM [evening] [initialled signature(? by whom)] 
RGN [Registered General Nurse] [next line] Daughter informed.' 

5.1 0. 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?' 

5.11. I_~ __ b.~!-~.9.Q~i_guous note Dr BAR TON has recorded' 14-8-98 Dear[?] Cdr [Commander] 
L._~~~~-~---·-[ Further to our telephone conversation thank you for taking this unfonunate 
lady who slipped from her chair at 1.30 pm yesterday and appears to have dislocated 
her R[ight] hip .... She has had 2.5m1 of 10mg/5ml Oramorph at midday.' 

5. L 1.1. According to the letter signed by Philip BEED, Mrs RI CHARDS was given 
1 Omgs of Oramorph at 1150 hours on 14th August 1998 prior to being 
transferred back to the Royal Hospital Haslar. 

5.12. The Nursing Contact Record at Daedalus ward continues:-

:-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
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5.12.1. '14/8/98 am [morning] R[ight] Hip Xrayed- Dislocated [paragraph] 
Daughter seen by Dr BAR TON & informed of situation. For transfer to 
Haslar A&E [accident and emergency department] for reduction under 
sedation [initialled signature]' 

5.12.2. 'pm [afternoon or evening of 14th August 1998] Notified that dislocation has 
been reduced. [Mrs RICHARDS] To stay in Haslar [hospital] for 48 hours 
then return to us [[initialled signature] Family aware:' 

5.13. At the Royal Hospital Haslar (at 1400 hours) Xray having confirmed that the 
hemiarthroplasty had dislocated, intravenous sedation using 2 mgs of midazolam 
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 RI CHARDS 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. 

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

5 .14.1. 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 
Mrs RICHARDS was to return to Daedalus Ward. It was further stated that 
'She has been given a canvas inunobilising 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.' 

5.15. On 1 ih August 1998 it was also recorded that she was 'Fit for discharge today 
(Gos[port] War Mem[orial hospital). To remain in straight knee splint for 4/52 [four 
weeks] ... No follow-up unless complications.' 

5 .16. She was returned to Daedalus ward in the Go sport War Memorial Hospital later that 
day but in a very distressed state. Their 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.' 

5 .16.1. Mrs RI CHARDS was given Oramorph 2.5 mg in 5mls. The nursing record 
for 17th August 1998 further states '1305 [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. COUCHMAN. [paragraph] 
pm Hip Xrayed at 1545 [hours] Films seen by Dr PETERS & radiologist & 

Professor r·-c-o-de._Al 
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no dislocation seen. For pain control overnight & review by Dr BAR TON 
mane [in the morning]. ?[illegible nurse signature] 

5.16 .1.1. This radiograph was reported by l~~~~~~~~~-~~~A~~~~~~j, Consultant 
Radiologist as showing 'RIGHT HIP: The right herniarthroplasty 
is relocated in the acetabulum.' · 

5.17. On 17th August 1998, Dr BAR TON 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.' 

5.18. On 18th August 1998, Dr BARTON recorded 'Still in great pain [paragraph] Nursing a 
problem. [paragraph] I suggest sc[subcutaneous] diamorphine/Haloperidol/midazolam 
[paragraph] I will see daughters today [paragraph] please make comfortable.' 

5.19. The nursing Contact Record on Daedalus ward in the Go sport War Memorial Hospital 
continues:-

5.19.1. '18/8/98 am Reviewed by Dr Barton. For pain control via syringe driver. 
[paragraph] 1115 Treatment discussed with both daughters [Mrs LACK and 
Mrs MACKENZIE]. They agree to use of syringe driver to control pain [Mrs 
LACK disagrees with this statement] & allow nursing care to be given. 
[paragraph] 1145 Syringe driver diamorphine 40 mg. Haloperidol 5 mg, 
Medazolam [midazolam] 20mg commenced' 

5.19.2. '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.' 

5.19.3. The nursing Contact Record continues 'Daughter, Jill, stayed the night with 
Gladys [Mrs RI CHARDS], grandson arrived in early hours of morning 
[initialled signature; dated '19/8/98'] [paragraph] He \Vould 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 :"Jursing co
ordinator [initialled signature]' 

5.19.4. It is noted that there is no continuing nursing Contact Record for the 20'h 
August 1998. 

Pror'essor Brian Li\·esley 
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5.19.5. The contiguous nursing Contact Record states '21/8/98 12.13 [hours] 
Patient's [Mrs RICHARDS] overall condition deteriorating, medication 
keeping her comfortable. Daughters visited during the morning. C JOICE' 

5 .20. Dr BAR TON's next contiguous medical record was on 21st August 1998 when she 
wrote 'Much more peaceful [paragraph] needs Hyoscine for rattly chest'. Nurse 
GRIFFIN made the next note in the medical records on 21 51 August 1998 stating that 
Mrs Richards was dead at 2120 hours. 

5.21. The Nursing Care Plan records state:-

5.21.1. '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.' 

5.21.2. '13.8.98 oromorph at 2100 [hours] Slept well [initialled signature] 
[paragraph] For Xray tomorrow morning [initialled signature]' 

5.21.3. '14.8.98 Same pain in rt[right] leg I ?[query] hip this am. [initialled 
signature]' 

5.21.4. 'Re-admitted 17/8/98' 

5.21.5. '17.8.98 Oromorph [Oramorph] 1 Omg/5ml at present.' 

5.21.6. '18.8.98 Now has a syringe driver with 40mgs Diamorphine- comfortable. 
Daughters stayed. [initialled signature]' 

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

5.21.8. There is no record of continuance of the Nursing Care Plan for 20th and 21 51 

August 1998. 

5.21.9. After Mrs RICHARDS had been readmitted to Daedalus ward on 17th August 
1998, there is no record between 17th and 21st August 1998 in the patient 
Nursing Care Plan for 'Nutrition'. On 21st August the record states 'no food 
taken [initialled signature]'. 

5.21.9.1. There is no record that 0.1rs RICHARDS \vas offered any fluids: 

5.21.10. Similarly, the Nursing Care Plan for 'Constipation' shows no record between 
1 ;th and 21 51 Augustl998. On 21 51 August the record states 'B"i'\0 [bowels not 
open] [initialled signature]' 

Professor Brian Livesley 
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5.21.11. The Nursing Care Plan for 'Personal Hygiene' states:-

5 .21.11.1. '18.8.98 Complete Bed Bath given plus oral [Signature] Hygiene 
[second signature]' 

5.21.11.2. '18.8.98 Night: oral care given frequently' 

5 .21.11.3. '19 .8. 98 Nightie changed & washed, repositioned. Apparently pain 
free during care [initialled signature]' 

5 .21.11. 4. It is noted that there is no record of Mrs Richards being attended to 
for 'Personal Hygiene' on 20th August 1998 . 

5.21.11.5. '21.9.98 General care and oral hygiene given [initialled signature]' 

The drugs prescribed for Mrs RI CHARDS at Go sport 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 

6. Dr BAR TON wrote the following drug prescriptions for Mrs RlCHARDS. 

6.1. On 11th August 1998:-

6.1.1. Oramorph 1 Omgs in 5mls to be given orally four hourly. On the 
Administration Record these doses are recorded as being given 

6.1.1.1. twice on 11th August 1998 (1 Omg at 1015 [?1215] and 1 Omg at 
1145 [?pm]), 

6.1.1.2. once on lth August (lOmg at 0615), 

6.1.1.3. onceon 13th August (lOmg at 2050), 

6.1.1.4. once on 14th August (5ml [1 Omg] at 1150), 

6.1.1.5. four times on 1 ih August (2.5ml [5mg] at 1300, 2.5ml [5mg] at 
????[time illegible], 2.5ml [5mg] at1645, and 5ml [lOmg] at 
2030), 

6.1.1.6. and twice on 18th August 1998 5ml [1 Omg] at 0 12JO[sic and? 
meaning 0030 hours] and 5ml [lOmg] at [?]0415). 

Prorcssor Brian Livesky 
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6.1.2. Diamorphine at a dose range of 20 - 200 mg to be given subcutaneously in 
24 hours. 
6.1.2.1. None of this diamorphine prescription is recorded on the 

Administration Record as having been given between 11th- 14th 
August inclusive. 

6.1.3. Hyoscine at a dose range of 200 - 800 mcg [micro grams] to be given 
subcutaneously in 24 hours. 

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

6.1.3 .2. This prescription was administered at a dose level of .fOOmcg 
[micrograms] on 19t\ 20th, and 21st August 1998 commencing at 
1120, 1045, and 1155 hours respectively. 

6.1.4. Midazolam at a dose range of 20-80 mgs to be given subcutaneously in 24 
hours. 

6.1.5 . 

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

6.1.4.2. This prescription was administered at a dose level of20mg on 19th, 
20th, and 21st August 1998 commencing at 1120, 1045, and 1155 
hours respectively. 

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. 

6.1.5.1. She was give 1mg of haloperidol at 1800 hours on 11th August 
1998, at 0800 and 2330 hours on 1th August 1998, at 0800 and 
1800 hours on 13th August 1998. 

6.1.5.2. In addition, on 13th August 1998, Mrs RICHARDS was prescribed 
haloperidol 2mgs in 1ml to be administered orally as required at a 
dose of 2.5ml [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. 

6.1. 5.3. She was also given 1 mg of haloperidol at 0800 hours on 14th and 
also at 1800 hours on 17 August 1998. 

Professor Brian Li,:eslc:y 
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6.1.6. It is noted that, apart from 2330 hours on 12 August 1998, at the above times 
when Mrs RICHARDS was given haloperidol she was also give 10ml of 
Lactulose [a purgative]. 

6.2. On 12th August 1998:-

6.2.1. Oramorph 1 Omgs in 5mls to be given orally in a dose of 2.5 mls four hourly 
[equivalent to 5mgs of oramorph]. 

6.2.1.1. 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 PR..t"\J" [meaning 
that the prescription is to be administered as required]. 

6.2.2. Oramorph 1 Omgs in 5mls to be given orally once at night. 

6.2.2.1. 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 PR..."\J" 
[meaning that the prescription is to be administered as required]. 

6.3. 18th August 1998:-

6.4. 

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

6.3 .2. Haloperidol a dose range of 5-10 mgs to be administered subcutaneously in 
24 hours . 

On 18t\ 19t\ 20t\ and 21st August 1998, Mrs RI CHARDS was given simultaneously 
and subcutaneously midazolam 20mgs [this had been prescribed on 11th August 1998 
but was first administered on 18th August 1998], diamorphine 40mgs, and haloperidol 
5mgs in 24 hours. 

6.4.1. These drugs are recorded as being administered at the same time of day on 
each of the four days they were given. They were administered at 1145, 
1120, 1045, and 1155 for 18th, 19th, 20th, and 21st August 1998 respectively. 
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 18t\ 19t\ 20'\ and 21st August 1998, at least three nurses were 
involved in administering these drugs. 

6.4.2. It is noted that on the 19th, 20th, and 21st August 1998 the drugs midazolam 
20mgs, diamorphine 40mgs, and haloperidol 5mgs were also eo-administered 

Professor Brian Li1·csky 
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subcutaneously in 24 hours with 400mcg of hyoscine [this last drug had been 
prescribed by Dr BAR TON to be given as required on 11th August 1998 but 
its administration was not commenced until 19th August 1998]. 

6.4.3. It is also noted that the drugs for subcutaneous administration were all not 
prescribed at specific starting dosages but each was prescribed for a wide 
range of dosages and for continuous administration over 24-hour periods. 

6.4.4. 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 181h and 19th August 1998, by Ms Margaret COUCHMAt'\T on 20th August 
1998, and by Ms Christine JOICE on 21st August 1998. 

Death certification and cremation 

7. The circumstances ofMrs RICHARDS death have been recorded as follows: 

7.1. In a document [Case no. 1630/98] initialled by the Coroner on 24th August 1998 
'Reported by Dr BAR TON [sic]. Deceased had undergone surgery for a fractured neck 
of femur. Repaired. Death cert[ificate] issued. [paragraph] THOMAS [sic] 

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

7.2.1. '1(a) Bronchopneumonia'. 

7.2.2. The death was certified as such by Dr J A BAR TON and registered ~n 24th 
August 1998. 

fit 7.3. The body was cremated. 

My opinion 

8. At the age of 91 years, and despite her confused mental state, Mrs RI CHARDS had 
been considered well enough for two operations on her right hip. 

8.1. After her second operation she was transferred back to Daedalus ward at Gosport War 
Memorial Hospital on 17th August 1998. Following the transfer she was in severe pain. 

8.2. , There is no evidence to show that Mrs 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. ""\ r£v ~ 

Professor Brian Li\·esky 
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8.3. 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 t 11 August 
1998. 

8.4. 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. · 

8.5. Despite this and without consultation with any other medical person, Dr BAR TON 
prescribed the continuous subcutaneous administration of diamorphine, haloperidol, 
midazolam, and hyoscine. 

8.6. The administration of these drugs continued on a 24-hours regime without modifying 
their dosages according to Mrs RICHARDS's response to them and until Mrs 
RICHARDS died. 

8.7. Dr BAR TON had a duty of care towards Mrs RICHARDS and was in breach of that 
duty of care. 

8.8. Mr Philip BEED, Ms Margaret COUCHMAN, and Ms Christine JOICE each had a 
duty of care towards Mrs RI CHARDS and were in breach of that duty of care. 

8.9. No other event occurred to break the chain of causation and Mrs RICHARDS'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. 

8.10. The terminal sedation Mrs RICHARDS received profoundly compromised her dignity 
and distorted the memory she left behind for her attentive daughters. 

8.11. Without the induction of stupor and unconsciousness due to the continuous 
subcutaneous administration of prescribed drugs it is beyond reasonable doubt that :VIrs 
RICHARDS would have lived longer before succumbing to illness. 

___. ~r s "'::::? k_.. l._, 
( 

8.12. Without the withholding of appropriate quantities of food and water it is beyond 
reasonable doubt that Mrs RICHARDS would have lived longer before succumbing to 
illness. 

8.13. There is no clinical or pathological evidence that Mrs RICHARDS' death was caused 
by pneumonia. ...._ ;,....;V ~ 

8.14. It is beyond reasonable doubt that the cause of:V1rs RICHARDS' death was a resdt of 
the drugs she was administered continuously by syringe driver from 18th August 1998 
until her death on 21st August 1998. 

'\ ~~ 
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9 .1. Mrs RI CHARDS was unlawfully killed by the continuous administration of drugs 
actively prescribed by Dr BAR TON. · 

9.2. Mr Philip BEED, Ms Margaret COUCHMAN, and Ms Christirre JOICE knowingly and 
continuously administered diamorphine, haloperidol, midazolam, and hyoscine to iv1rs 
RI CHARDS when they should have recognised the fatal consequences of so doing. 

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

14.1. The letter ofDCI BURT dated 22nd November 1999 that gave an initial overview of the 
case. 

14.2. The 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 (MG 11) of[.~-·-·-·-·-·-·-C-ode-·c-·-·-·-·-·-·-·-~ 
2) Copy ofPEC (NHS) T Health Record (L'H/T/c)·.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
3) Copy ofRHH Medical Record (AF/1/C). 
4) Draft (unsigned) statement (MG11) 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 of28th January 2000 (documents WX1, WX2. 
and YZ were forward to me on 9 March 2000) as follows:-

14.3.1. A Typed copy ofNotes prepare.d by Mrs LACK and given to 
Portsmouth Healthcare NHS Trust 

14.3.2. B Typed copy of additional page of notes which was prepared by Mrs 
LACK but, apparently, not passed to Portsmouth Healthcare 
NHS Trust 

14.3.3. c Typed copy of Notes prepared by Mrs LACK and given to Social 
Services 

14.3.4. D 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) 

14.3.5. E 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 

14.3.6. F As Q above but made by Mrs ;....rACKE~ZIE 
14.3.7. G As E above but made by Mrs MACKENZIE 
14.3.8. HI Copy of letter written by Mrs MACKENZIE to DI MORGAN (OIC 

of initial investigation) plus 5 copies newspaper cuttings 
14.3.9. JK Copy of Coroner's Officer's Form 
14.3.10. L Copy of letter from Dr REID to S/Cdr SCOTT 
14.3.11. M Copy of Report made by Dr LORD during original investigation 
14.3.12. N Copy of additional newspaper cutting 
14.3.13. 0 (1) Typed copy of signed statement of r-·-·-·-·c-ode-·-A·-·-·-·-p 
14.3.14. 0 (2) Typed copy of signed statement of i ! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~·-·-·-·-·-·-·--·-·-·~ 

(Portsmouth Healthcare NHS Trust) 
14.3.15. 0 (3) Copy of signed statement of Lesley LACK 

Professor Brian Li> ~sky 
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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 
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Copy of final draft of Gillian MACKENZIE's statement 
Copy of schedule ofx-ray images (RHH) 
Copy of Risk Event Record (Portsmouth Healthcare NHS Trust) 
Copy of letter which DCI BURT has sent to ~~~~~~~~~~~~~~~~~~§~-~~~~t\~~~~~~~~~~~~~~J 

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

BAR TON 
Copy ofletter 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 

Conferencestemming from receipt ofMrs LACK's 0J"otes of 
complaint (C above) 

Copy of Death Certificate- Mrs RICHARDS 
Witness Statement of Mrs Gillian MACKENZIE dated March 6 

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

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

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

14.4. On 8th March 2000, in the presence ofDCI BURT, I visited:-

14.4.1. the Gosport Memorial Hospital and followed the passageways along which 
Mrs Richards was conveyed and the ward areas in which she was treated; 
and, 

14.4.2. the Royal Hospital Haslar and follO\ved the passageways along which Mrs 
Richards was conveyed and the ward area in which she was treated. 

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 1th April1998, 1th July 
1998, 141h August 1998, 291hJuly 1998, and 31st July 1998. 

14.5. In addition I have read the follOwing the documents given to me by DCI BURT on 1th 
May 2000 consisting of the following \vhich are numbered below as listed in the two 
containing ring binders: 

14.5.1. 

14.5.2. 

E 25 Copy of Glen Care Homes file Re: Gladys RI CHARDS supplied by 
Glen Care Homes 

E 22 Copy of Hampshire County Council Social Services file Re: Gladys 
RI CHARDS 

Prof.:ssor Brian Li1·csl.:y 
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14.5.5. D 63 

14.5.6. D 65 

14.5.7. D 104 

14.5.8. D 108 
14.5.9. D 110 
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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 RI CHARDS 

Police letter 090300 to [~.~-~~-~~.A.~.] Haslar Hospital with further 
questions 

Letter 100400 from Miss CROSS at Haslar including Patient transfer 
order and further medical records 

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

Portsmouth NHS Trust Dept. of Diagnostic Imaging report folder 
Copy typed Gladys RICHARDS Death Certificate dated 240898 

14.6. I have also read the documents given to me by DCI BURT on 19th July :2.000, consisting 
of copies of the statements made by:-

14.6.1. 
14.6.2. 
14.6.3. 
14.6.4. 
14.6.5. 
14.6.6. 
14.6.7. 
14.6.8. 
14.6.9. 
14.6.10. 
14.6.11. 
14.6.12. 
14.6.13. 
14.6.14. 

JOICE Christine 

cg:f.E.!:t!._§xl~.~~-~<?.~-~r:t~.---·-·-·-·-·-·-·-·-·-·-·-

Code A 

14.7. I have also read statements, provided on 30th August 2000 by DCI BURT, 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 18th August 2000 from Mrs Gillian MACKENZIE to DCI 
BURT. 

14.8.1.1. Enclosed with this letter was a copy of a letter dated 9th August 
2000 from C_~--~--~--~~~~-~~~--~--~--~--~~ to Mrs Gillian MACKENZIE to which 
had been added a petition form. 

Professor Brian Livesley 
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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[_~--~--~--~--~--~--~--~--~--~--~E~~~-~-~~~--~--~--~--~--~--~--~--~--~·J Quality Manager at Portsmouth Healthcare 
NHS Trust Central Office to Mrs Gillian MACKENZIE. This had enclosed 
with it a copy of a letter dated 22"d September 1998 from Mr Max 
MILLETT, Chief Executive 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 Mrs Jermy 
BREWER- Staff Nurse Daedalus Ward to which is attached an 
additional statement (three pages) by StaffNurse Brewer (thefirst 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)). 

14.10.2. On 8th September 1998 statement consisting offive pages from Mr Philip 
BEED- Clinical Manager Daedalus Ward (Reference D143). 

14.10.3. On 9th September 1998 statement consisting ofthree pages from Ms 
Christine JOICE- StaffNurse Daedalus Ward (Reference D144). 

14.1 0.4. On 8th September 1998 statement consisting of two pages from Ms Monica 
PULFORD- Enrolled Nurse Daedalus Ward (Reference D145). 

14.10.5. On 3rd September 1998 statement consisting of four pages from Ms 
Margaret COUCHMAN- StaffNurse Daedalus Ward (Reference 
D146). 

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 61h October 2000 I received from Hampshire Constabulary and subsequently· 
read:-

i 4.12.1. The records of the interviews conducted with Dr Anthea Everista Geredith 
LORD on 2ih September 2000. 

14.12.2. During these interviews Dr LORD produced as listed in the Officer's Report 
by DC McNally the following documents:-

Professor ~-·c-o(ie._.AJ 
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14.12.2.1. Drug Therapy Guidelines for subcutaneous t1uid replacement as 
approved by the Elderly Medicint: and Formulary & :Y!edicines 
Group of Portsmouth Hospitals and Portsmouth Healthcare 
updated for 1998. 

14.12.2.2. Consultants' Rota for August 1998 ofthe Department ofMedicine 
for Elderly People (Ref: CI/28.7.98). 

14.12.2.3. Memorandum from(~:~:~:~:~:~~~:~~~:~~:~:~:~:~:~] of Portsmouth Health 
Care NHS Trust to Dr. LORD dated 17tll December 1998 and 
headed 'Mrs. Richards deceased, Gosport War Memorial Hospital, 
21st August, 1998.' 

14.12.2.4. Letter from Dr RI REID, Medical Director of Portsmouth Health 
Care NHS Trust giving approval of study leave for Dr. LORD for 
the dates of 17/18 August 1998. 

14.12.2.5. Consultants' Timetable of the Department of Medicine for Elderly 
People from 4.5.98- 8.2.99. 

Professor Brian L·. ~sley 
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Facts of the environment 
obtained from the statements of Mrs RICHARDS's daughters 

15. Mrs MACKENZIE is the elder ofMrs RICHARDS'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. 

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 RI CHARDS 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. 

15.3.2. 

During this period Mrs MAC,K.EJ.~ZIE.dedd,ed to meet and question her 
mother's general practitionerL-·-·-~<?.~.~-.!.;\._._._1. Mrs MACKENZIE had formed 
the opinion that the drugs Dr t_g_<?.~.~-·~-~ 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. 

[~~~:~~:~Jeplied, in a hand-\Hitten letter, thanking Mrs 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 Mrs :VfACKENZIE and Mrs LACK have 
registered serious concerns about the care given to their mother in the Glen Heathers 
Nursing Home. 

15.4.1. Jane PAGE, Principal NursingHome 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 

Professor Brian Livesley 
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and discussions held, I can find no evidence to substantiate that Mrs 
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 [ofMrs 
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 ofthe neck ofher right femur (thighbone). According to Mrs 
LACK her mother underwent a surgical operation on 30th July 1998 'following a 
discussion with the consultant who thought my mother should be given the chance to 
remain ambulant.' 

15.6. Mrs LACK has also stated:-

15 .6.1. 'My mother received a replacement hip, on her right side, and remained in 
the Haslar Hospital a further eleven days until Tuesday the 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 Gosport War Memorial 
Hospital where she \vas 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.' 
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15.7. On 12th August 1998, the day after her mother's admission to the Gosport \Var 
Memorial Hospital, Mrs LACK visited her mother there and has recorded ' ... I was 
rather surprised to discover that I could not rouse her [Mrs RICHARDS]. As she was 
unrousable she could not take nourishment or be kept hydrated. [paragraph] I enquired 
among the staff and I was told that my mother had been given the morphine based drug 
'Oramorph' for pain. This also surprised me. When my mother had been discharged 
from the Haslar Hospital, the day before, she had not required pain relief for several 
days. [paragraph] I was distressed to observe my mother's deteriorated condition which 
significantly contrasted with the level of recovery which had been achieved following 
treatment at the Haslar hospital during the period after the surgical operation to replace 
her hip. [paragraph] I was told that my mother had been calling out, showing signs of 
being anxious, and it was believed that she was suffering pain. They did not investigate 
the possible cause. I consider it likely that she was in need of the toilet. ... One of the 
consequences of being 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. Mrs RICHARDS had a fall on 13th August 1998 (as described above). On the follo\ving 
morning (14th August 1998), Mrs LACK noted that while her mother was being taken 
to the X-ray department at the Gosport War Memorial Hospital 'She was still deeply 
under the effects of the 'Oramorph' drug.' 

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 ih August 1998 having been noted the previous day (16th · 
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.' 

15.10. On visiting her mother at the Gosport War Memorial Hospital at about 1215 hours on 
1 ih August 1998, Mrs 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-ray, Mrs 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 
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inappropriate.' Mrs LACK' ... considered this was essential so that the 'cause' of my 
mother's pain could be treated and not simply the pain itself.' 

15 .12.1. Dr BAR TON is stated to have said to Mrs LACK that, ' ... "It was not 
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 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. Mrs 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 
was present and that this [the use of a syringe driver] was the kindest way to treat my 
mother. She [Dr BARTON] also stated "And the next thing will be a chest infection."'. 

15.13.1. In her Witness Statement, :Wfrs 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 [Nfrs 
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 Manager replied, "Goodness, no, of course not." I was 
upset and said, "Just let her be pain free". [paragraph] The syringe driver was 
applied and my mother was catheterised to ease the nursing of her. She had 
not had anything by mouth since midday Monday 17th 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 BARTON [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 \vhere she had, on [WO occasions, undergone operations and 
recovered well. My mother was not, I knew, terminally ill and, with · 
hindsight, perhaps I should have challenged Dr BAR TON [sic] more 
strongly on this issue. [paragraph] In my severe distress I did not but I do 
believe that my failure to pursue the point more vigorously should not have 

Professor Brian Livesky 



GMC100891-0320 

Initial medical report for discussion only 

15.14. 

Richards BL0911! med rep 0 I! 09 :-Jov 00 
Page :!7 of 35 

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] I 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 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 suffered kidney failure on 19th August 
and no further urine was passed. The same catheter remained in place until 
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.' 

It is noted that Mrs 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 Mrs Sue HUTCHINGS [sic] on 20.8.98.' 

15 .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 1 ih August 1998 to ask questions about her mother's condition 
before she [Mrs RI CHARDS] 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 ih August 1998, her mother had 
.12~-~n.~_ating, drinking, using a commode and able to stand if aided. Mrs 
l.~.?_d..~.~j also states in this contemporaneous record that 'On leaving the \vard 
[at Haslar Hospital at about lunchtime on 1 ih 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 
RI CHARDS' condition on discharge on 1 ih August 1998 as "She can, however, 
mobilise fully weight bearing." 
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It is also noted that fc.ocfe_A.l has stated that she and her sister were constantly at the 
'·-·-·-·-·-·-·-·-·-·-·-·' th 

Gosport War Memorial Hospital, day and night, from 17 August 1998 until the 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 
any time apart from when she was washed by the nursing staff. Either my 
sister or I, [sic] was with her throughout.' 

15.16.2. Mrs MACKENZIE has also stated that although she did not sign the 
contemporaneous notes made by Mrs LACK she' ... was a party, at times, to 
the preparation process and where, on occasions, my sister has referred to 'I' 
in fact it could read 'we' as we were together when certain events occurred.' 

15.16.3. l\t1rs MACKENZIE continues 'It seems to me that she [Mrs 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 ofDiarnorphine 
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.' 
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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 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 niinimal side effects from medication. 

Bronchopneumonia is inflammation of the lung caused by bacteria. Appropriate antibiotic 
therapy, based on the clinical situation and on microbiological studies, will result in 
complete recovery in the majority of 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. 

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 j oim. 

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. 
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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 abo·ve). 

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 e form of a liquid. lOmls ofOramorph at a strength of lOmgs 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. 

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 MS 26 Daily rate syringe driver '.Vhich operates 
over periods of 24-hours. · 

Tradazone is a drug used in the treatment of depressive illness, particularly when sedation is e 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 of unlicensed medicines, 
however, are always responsible for ensuring that there is adequate information to support 
the quality, efficacy, safety and intended use of a drug before using it. 

A Zimmer frame is a lighn\·eight, but sturdy, frame the patient can use for sup~.::rt to ass:st 
safe walking. 
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APPENDIX D 

10. Texts used for reference have included: 

1 0.1. A dam J. ABC of palliative care: The last 48 hours. British Aledical Journal 1997; 315: 
1600-1603. 

1 0.1.1. 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 
effect reviewed, and the dose titrated accordingly .. 

1 0.2. ABP I Compendium of data sheets and summaries of product characteristics 1998-99: 
with the code of practice for the Pharmaceutical Industry. Datapharm Publications 
Limited, 12 Whitehall, London SW1A 2DY. 

10.3. Breggin PR. Toxic psychiatry. Drugs and electroconvulsive therapy: the trurh and the 
better alternatives. 1993. HarperCollins Publishers. London. pp. 578. 

1 0.4. British Medical Association and the Royal Pharmaceutical Society of Great Britain. 
British National Formulary. Number 32 (September 1996). The Pharmaceutical Press. 
Oxford. 

10.5. Letter from Clive Ward-Able (Medical and Healthcare Director) and r·-·co(ie·A·-·-·1 
BSc (Hons) (New Product Specialist), Roche Pharmaceuticals. '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

10.5.1. This letter is reproduced as a supplement to this appendix (page Sl) and 
reports that the product licence does not cover the administration of 
Hypnovel® (midazolam) by subcutaneous injection. 

10.5.2. Roche Pharmaceuticals. Hypnovel® [midazolam]. Summary of product 
characteristics. 

1 0.6. Letter from Dr Rr·-Code-·A·-·11edical Director of Janssen-Cilag Ltd. 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 

1 0.6.1. This letter is reproduced as a supplement to this appendix (page S2) and 
reports that HaldolTM decanoate (haloperidol) is not licensed for 
subcutaneous use. 

10. 7. Letter from Missl~~~~~~~~-~~~~~~~J ~lanager of iviedical Information and 
Pharmacovigilance, Norton Pharmaceuticals. 
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10.7 .1. This letter is reproduced as a supplement to this appendix (page S3) and 
reports that Serenace TM (haloperidol) ampoules are not licensed for 
subcutaneous administration. 

10.8. MeReC. Pain control in palliative care. }vfeReC Bulletin National Prescribing Centre. 
1996; 7 (7); 25-28. 

1 0.8.1. 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. 

10.9. Sims Graseby Limited. MS 16A Syringe Driver. J;JS 26 Syringe Driver: Instruction e manual. Sims Graseby Limited. 1998. 
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Frimley Park Hospital [~z;T;.1 
NHS Trust 

Elderly Car7J)_Q_~t-·-·-·-·-·-·-·-·-. 
Telephone:i._. _____ ~c:>.~~-~---·-j (direct line) 
Fax: L~.-~.-~.-~.-~§~~i.E.·~.-~.-~.·~--,~direct into Secretaries' office) 

22 November 2001 

CONFIDENTIAL 

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

Dear DS Jomes 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAl MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAl 

Portsmouth Road 
Frimley 

Camberley 
Surrey 

GU16 7UJ 

Tel: 01276 604604 
Fax: 01276 604148 

Further to our telephone call yesterday. please find enclosed my Confidential 
Medical Report regarding Medical Management of Patients at Gosport War 
Memorial Hospital. 

!_apologise for the delay which wos made worse by my Secretary's absence. 

The time taken to prepare the Report was approximately 6 hours and I would be 
grateful for remuneration at the normal agreed fee at your earliest convenience. 

I look forward to hearing from you. 

Yours sincerely 

Encl. 

In partnership with the Ministry of Defence 
1\'1"111\I~'\J f'\I'('Xr~lltl\1:1': 

11) 1iw.~ ..,hull: l'rw.l 
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Tl\wunncm 
L'c:wlcUK 

Frimley Park Hospital fi!/;~j 

Elderly Care Unit 
Te!ephO..I1e! .. ·r·.~--~--~--~G:-.9.~-e"li.·-·-·-·-y direct line} 
Fax: L. _____ ~P.~.f!.-~---·-·-.flCilriicflnfo Secretaries' office} 

l".~--~--~--~--~~~~-~~-~~--~--~--~--~·.J 
18 October 2001 

CONFIDENTIAL 

Deteciive Superintendent J James 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
North End 
PORTSMOUTH 
P028BU 

Dear DS Jarnes 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

NHS Trust 

Portsmouth Road 
Frimley 

Camberley 
Surrey 

GU16 7UJ 

Tel: 01276 604604 
Fax: 01276 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 my 
qualification as a specialist in geriatric medicine. my 13 years experience as a 
Consultant Geriatrician with several years experience working at the local hospice . 

. USE OF OPIOID ANALGESICS 

Opioid analgesics are used to relieve moderate to severe pain and also can be 
used to relieve distressing breathlessness and cough. The use of pain killing drugs in 
palliative care (ie the active total care of patients whose disease is not responsive fo 
curative treatment) is described in the British National Formulary which is the 
standcrd reference work circulated to oil doctors in Great Britain. The guido·nce in 
the BNF suggests that non-opioid analgesics such as Aspirin or Paracetamol should 
be used as first line treatment and occasionally nonwsteroidal anti-inflammatory 
drugs may help in the control of bone secondaries. If these drugs are inadequate 
to control the pain of moderate severity then a weak opioid such os Codeine or 
Dex1ropropoxyphene should be used either alone or in combination with the simple 
pain killers in adequate dosage. If these weak opioid preparations are not 
controlling the pain Morphine is the most useful opioid analgesic and is normally 
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. 

ln partnership with the Ministry of Defence AIV'mh:d &•r -t:,.~·'-'Uo!'(l(t 
lll\111' ""''"'l<'"l"n1xr 
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Sometimes modified release preparations of Morphine e1re given twice doily once 
the required dose of Morphine is established, os this may be more convenient for the 
patient. 

If the patient becomes unable to swallow the equivalent intro~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 con be given in smaller volume, 
therefore with less disiress to the patient. 

Subcutaneous infusions of Diomorphine by syringe driver are standard practise if the 
patient requires repeated intra-muscular injections, to save the patient unnecessary 
distress. This is standard treatment in Hospiees ond other medications con be added 
to deal with anxiety, agitation ond navseo as they can safely be mixed with 
Diamorphine (such os Haloperidol, Cyclizine ond Midazolam). The other indications 
for use of fhe parentercl route are when the patient is unable to take medicines by 

. mouth due to upper gastro~intestinal problems and occasionolly if the patient does 
. not wish to take regular medication by mouth. 

The BNF hos a table showing the equivalent doses of oral Morphine and parenteral 
Diamorphine for intramuscular injection or subcutaneous infusion os 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 100 rng oral Morphine 4 hourly is equivalent to 240 mg of 
Diomorphine subcutaneously every 24 hours. 

SUMMARY 

lt is clear from the above that a doctor trying to control pain should first stdl't the 
patient on o 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 Oidmorphine if the patient is 
unable (or unwilling} to take Morphine by mouth and would otherwise need regular 
painful injections of Diamorphine to fry and control the pain. There is clear 
guidance on the dose of Morphine to use in a syringe driver when 1ransferring from 
oral Morphine to the subcutaneous route. Finally the dose of Morphine or 
Diamorphine should be reviewed regularly and only increased if the symptom of 
pain is not 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 o 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 hod a previous trans-urethral prostatectomy. 
Myelodysplasia had been diagnosed (a bone marrow problem affecting the 
production of the blood constituents). Mr Cunningham hod a one month 
admission under the care 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 pryad 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 ireatment to the sacral ulcer. He was 
seen by Or Barton. A dose of 2.5 mg to 10 mg of Oromorph 4 hourly wos 
prescribed ond he was given 5 mg prior to his sacral wound dressing at 1450 
and a further dose of 10 mg at 2015. Diomorphine via a syringe driver was 
prescribed at a dose of 20 mg to 200 mg in 24 hours and this wos 
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 Diomorphine 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 ore 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 fo 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 requitement of Diamorphine could not therefore 

· be established. The dose of Diamorphine prescribed gave o 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 ot 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 ore 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 ALICf: WILKIE 

3 

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 trctct infection and immobility under the core of Or Lord and o 
-decision was made to "transfer her to Daedalus ward ot 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 
Or Peters. The nurses recorded thot the patient was complaining of 
pain but it was difficult to establish the nature or site of this pain. 
Dicmorphine was prescribed on 20 08 1998 in a dose of 20 mg to 
200 mg per 24 hours and the signature is identical to that on 
Mr Cunnlngham's case which I assume is Or Barton's. A dose of 
30 mg was given on 20 08 1998 with Midazolam and on entry in the 
notes, again apparently by DrBarton. comments on a "marked 
deterioration over last few days". The pa1ient was given another 
30 mg of Diamorphine on 21 08 1998 and diad 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 dear 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 
was prescribed at 30 mg initially was excessive and there.is no evidence that 
the dose was reviewed prior to her' death. Again the Diamorphine 
prescription gove a tenfold range from 20 mg to 200 mg in 24 ho~.Jrs. 

RQSERT WILSON 

Mr Wilson was known to suffer with alcohol abuse with gastritis, 
hypothyroidism and heart failure. He was originally admitted via Accident 
& Emergency on the 22 September with a fractured left humerus and 
"transferred to Dickens Word under the care of Dr Lord. His fracture was 
managed conservatively. In view of the severe pain he received several 
doses of Morphine and was prescribed regular Paracetamol. 

He was reviewed by Or luznat, Consultant Psychogerlatrician, who felt he 
had an early dementia ond depression and recommended an anti
depressant. He was also noted to have poor nutrition. 

Dr Lord mode a decision to transfer Mr Wilson for a ''short spell to a long 
term NHS bed" with the aim of controlling his pain ond presumably to iry 
to rehabilitate him. He was accordingly moved to Dryad word at Gosport 
War 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 be~n written by Or Barton once again. 
Paracetamol wos prescribed but never given by the nursing staff. Oramorph 
wos prescribed 10 mg 4 hourly end 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 
11 Chesty" ond had "difficulty in swallowing medications". Oromorph was also 
prescribed 5 mg to 10 mg os required 4 hourly and four doses were given. 
suggesting Mr Wilson was in persisting pain. on 16 10 1998 the patient was 
seen by Dr 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/Mida~olam subcutaneous infusion was prescribed on 
16 lO 1998 agoin, in Dr Barton's handwriting, the dose range from 
20 mg to 200 mg in 24 hours. 20 mg of Diomorphine was given on 
16 10 1998 and the nurses commented later that the "patient appears 
comfortable", the dose was increased to 40 mg the next day when copious 
secretions were suctioned from Mr Wilson's chest. On 18 10 1998 the patient 
was seen by Dr Peters and the dose of Diamorphine was increased to 60 mg 
in 24 hours and Midozolam 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 wos prescribed but never given (there was an 
entry earlier in the episode of care that Mr Wilson had refused Paracetamol}. 
No other analgesia was fried 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 BNF 
guidelines. The patient was reviewed by a doctor prior to the final increase 
in Diamorphine. Once ogain the Diamorphine prescription hod a tenfold 
dose range os prescribed. 

lt 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 Not 
Resuscitate decision had been made by Dr Lord on 29 09 1998. 

4 EVA PAG!_ 

Mrs Page was known to suffer with hypertension. ischaemic heart disease 
with heart failure and paroxysmal atrial fibrillation, depression, episodic 
confusion and had sustained a. minor stroke. in the post. She was admitted 
on 06 02 1998 to Victory Ward with nausea, anorexia and dehydration and 
had recently been treated for depression. She was transferred to Charles 
Ward on 19 02 1998 and had been noted to have a 5 cm mass orr-chesf 
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x-my 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 tranqvilliserJ but this did not relieve her distress and she was 
prescribed Oramorph 5 mg to 10 mg as required 4 hourly, I believe, by 
Dr Baton. The nurses report "no relief 11

• 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 031998 there was an entry, I believe by Dr Borton, 
stating 11 no improvement on major ironquillisers. I suggest adequate opioids 
to con1rol fear and pain". He prescribed a Fentanyl patch 25 mg (another 
opioid which can be given as a skin potch) 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 
intromuscularly was given. She wos then seen by Dr Lord and a further dose 
of intramuscular 5 mg Diamorphine was given. On 03 03 1998 a syringe driver 
was started, prescribed, I believe, by Dr Barton, at a dose of 20 mg to 
200 mg in 24 hours. The initio! dose given was 20 mg of Diomorphine with 
Midazolam which was started at .1 050. The nurses record "rapid deterioration 
......... right side flaccid". The patient died at 2130 thot evening. 

Comments 

Mrs Page had a clinical diagnosis of lung cancer. There was no 
documentation of any symptoms relevant to this and no evidence of 
metastatic disease. There was no documentation of any pain experienced 
by the patient. When she was transferred to Dryad Ward most medication 
was stopped but she required sedative medication because of her distress 
and anxiety. No psychogeriatric advice was taken regarding her symptom 
control and she was started on opioid analgesia, in my view, inappropriately. 
Following her spitting out of medication she was given a topical form of on 
opioid analgesic (Fentanyl). A decision was taken to start o syringe driver 
because of her distress. This inCluded Midazolom which would have helped 
her agitation and anxiety. 

The prescription for svbcutaneous Oiamorphine infusion again showed o 
tenfold rctnge from 20 mg to 200 mg. lt was cleor that her physiccl condition 
deteriorated rapidly and I suspect ·she may have had a stroke from the 
description of the nursing staff shortly prior to death. 

CONCLUSIONS 

I felt that the nursing records at Gosport War Memorial Hospital were comprehensive 
on the whole. The reason for starting opioid therapy was not apparent in several of 
the cases concemed. There had been no mention of any poin, shortness of breath 
or cough requiring relief. ln several of the cases concerned oral morphine was not 
given for long enough to ascertain the patient's dose requirements, the reason for 
switching to parenteral Diomorphine via subcutaneous infusion was not 
documented and the prescription of o tenfold range (20 mg to 200 mg) of 
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Diamorphine on the "os required" section of the drug chart is, in my view, 
unacceptable. In my view the dose of Diornorphine should be prescribed on o 
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 hove been increased without the 
input of medical staff on several occasions. 

Specimen signatures of Dr lord and Dr Barton ore necessary to confirm the identity 
of the prescribers and doctors making entries into the clinical notes. 

I believe that ihe use of Oiamorphine ds described in these four cases suggest that 
the prescriber did not comply with standard practise. There was no involvement, os 
far os I could tell. from a palliative eare 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 
know if you wish me to give any further comment. 

Yours sincerely 

OR K I MUNDY FRCP 
CONSULTANT PHYSICIAN AND GERIATRICIAN 
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-:r.~---·-·-·-·-·-·-·-·-·-·-· 
Frimley Park Hospital l~l:k1 

~l\20~---·-·-·-·-·-·- NHS Trust 

Code A 
Code A 

~----------------------~ 
Elderly Care __ Y._r_l~t._________________ ·--~~Ee"(SN-~-
T elephone: i_·-·---~~-c!~--~·-·-·-·j (direct line) 
Fax: i·-·-·-·-·c-oiie-A-·-·-·-1 (direct into Secretaries' office} 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

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

J Code A J 
i_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

22 November 2001 

CONFIDENTIAL 

. Detective s·u~ertnfendenfJjC:imer: -" "-· .. ~·--". ;->---·--- "'~ ... ~.~- -< ..... -.- ..... 

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

Dear DS James 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

Portsmouth Road 
Frimley 

Camberley 
Surrey 

GU16 7UJ 

Tel: 01276 604604 
Fax: 01276 604148 

Further to our telephone call yesterday. please find enclosed my Confidential 
Medical Report regarding Medical Management of Patients at Gosport War 
Memorial Hospital. 

I apologise for the delay which was mode worse by my Secretary's absence. 

The time taken to prepare the Report was approximately 6 hours and I would be 
grateful for remuneration at the normal agreed fee at your earliest convenience. 

1 look forward to hearing from you. 

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

i ! 

I CodeA I 
L ... ~·-DR"K"i"-MUN.~P·-·-·-·-·-·-·-·-·-·-·-·-.J 

CONSULTANT PHYSICIAN AND GERIATRICIAN 

Encl. 

• . • ~ 

In n"rtr\Pf<hin with the Ministrv of Defence 
IW'1m~\l r~w· rxr .. l .. nm~. 

Mllll.:wlltllc'l'rLDI · 
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11\V~'I.IIIrK In 

t•c:~'ldt: UK 

Frimley Park Hospital rif/;~j 

Elderly Core Unit 
Te!ep_IJQ'!~~·-L.·~.-~.-~.·?:.?.~~~--~-~--~--~--~-·~,fiirect line} · 
Fax: L._ ______ c;_~~f!._~---·-·-.fdirect into Secrelaries' office} 

r-·-·-·-·-cocie-·A-·-·-·-·-·: 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

18 October 2001 

CONFIDENTIAL 

Detective Superintendent J James 
Hompshire Constabulgry · 
MaJor Incident Compi~x ' 
Kingston Crescent 
North End 
PORTSMOUTH 
P02 BBU 

Dear DS James 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

NHS Trust 

Portsmouth Road 
Frimley 

Camberley 
Surrey 

GU16 7UJ 

Tel: 01276 604604 
Fax: 01276 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 my 
qualification as a specialist in geriatric medicine, my 13 years experience as a 
Consultant Geriatrician with several years experience working at the local hospice. 

,1J$E OF OPIOID ANALGESICS 

Opioid analgesics ore used to reliev~ moderate to severe pain and also can be 
used to relieve distressing breathlessness and cough. The use of pain killing drugs in 
palliative care (ie the active total care of patients whose disease is not responsive to 
curative treatment) is described in the British National Formulary which is the 
standord reference work circulated to oil doctors in Greet Britoln. The guidonce in 
the BNF suggests that non·opioid analgesics such as Aspirin or Paracetamol should 
be used as first line treatment and occasionally non~steroidal anti~inflammatory 
drugs may help in the control of bone secondaries. If these drugs are inadequate 
to control the pain of moderate severity then a weak opioid such as Codeine or 
Dextropropoxyphene should be used either alone or in combination with the simple 
pain killers in adequate dosage. If these weak opioid preparations are not 
controlling the pain Morphine is the most useful opioid analgesic and is normally 
given by mouth as an oral solution every 4 hours, starting with a dose be1Ween 5 mg 
and 20 mg, the oim 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: 

In partnership with the Ministry of Defence Awmkllfl•r~:Awl!er~.:o: 
'1\\ht v..Mki"l'Nxr 
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Sometimes modified n~lease preparations of Morphine ore given twice daily once 
the required dose of Morphine is established. os 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 os 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 standord practise if the 
patient requires repeated intra•muscular injections, to save the patient unnecessary 
distress. This is standard treatment in Hospices and other medications can be added 
to deol with anxiety. agitation and nausea as they ·can safely be mixed with 
Diamorphlns !~·Jch C" l-lnt..,f:'sriclol, Cyclizine ond Midazolt:;jm) . .The.other indications 
for use of the parenteral route are when the patient is i.mable to take medicines by 
mouth due to upper gastro~intestinal problems and occasionolly if the patient does 
not wish to take regurar medication by mouth. 

The BNF hos a table showing the equivalent doses of oral Morphine and parenteral 
Dlamorphine for intramuscular injection or subcutaneous infusion as a guide to the 
dosage when switching from the oral to the injection route. eg 1 0 mg of oral· 
Morphine 4 hourly is equivalent to 20 mg of Diamorphine by a S1.Jbcutaneous infusion 
every 24 hours. and 100 mg oral Morphine 4 hourly is equivalent to 240 mg of 
Diomorphine svbcutaneously every 24 hours. 

SUMMARY 

lt is clear from the above that a .doctor trying to control pain should first start the 
'patient on a non-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 iry and control the pain. There is clear 
guidance on the dose of Morphine to use in a syringe driver when transferring from 
oral Morphine to the subcutaneous route. Finally the dose of Morphine or 
Diamorphine should be reviewed regularly and only increased if the symptom of 
pain is not adequately controlled. 
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CASE NOTE REVIEWS 

ARTHUR CUNNINGHA.b!\ 

Mr Cunningham was known to svffer 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 o spinal fusion. He suffered with hypertension . 
and non insulin diabetes mellitus. had a previous right renal stone removed. 
and bladder stones, and hod a previous trans-urethral prostatectomy. 
Myelodysplasia had been diagnosed (a bone marrow problem affecting the 
production of the blood constituents}. Mr Cunningham hod a one month 
admission under the care of Dr Banks for depression in July and August 1998 . 

Mr Cunni"ngham\vas· ociniiHe2f'0-;7\5r{orct "Consoitant GeriatriCian irom 'lhe 
Dolphin Day Hospital to Dryad Ward cit 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 niore aggressive 1reatment 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. Diomorphine via a syringe driver was 
prescribed at a dose of 20 rng to 200 mg in 24 hours and this was 
commenced at d dose of 20 mg for 24 hours with Midazolam ot 2300 on 
21 09 1998. Or Barlon reviewed the patient on 23 September when he wos 
said to be "chesty1

', 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" ond the Diamorphine dose was increased to 40 mg for 24 hour's, 
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 ore written in the same hand. and I 
ossi.Jme they ore 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 start~d_ as the patient had only received 'lwo doses of oral 
Morphine, the 24 hour dose requirement of Diamorphine could not therefore 
be established. The dose of Diornorphine 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 ot 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 os 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 

3 

Miss Wilkie was known to suffer with severe dementia, depression and rectal 
bleeding attributed to piles. She had been admitted to Philip Ward with o 
urinary tract infection and immobility under the core of Or Lord ond a 
·decision was made to transfer her to Daedalus ward at Gosport War 
Memorial Hospital for a few weeks observotion 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. 
Diomorphin~ .:«as pr~$~ibec! 9~.20. QBJ 998 in a do_se Qf 20 mg to 
200 mg per 24 hours and the signature Is Identical fo tHat on ·. · .. · . 
Mr Cunninghom's case which I assume is Or Barton's. A dose of 
30 mg was given on 20 08 1998 with Midazolam and an entry in the 
notes, again apparently· by Dr Barton. comments on o "marked 
deterioration over last few days". The patient was given another 
30 mg of Diamorphine on 21 081998 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 
was prescribed at 30 mg initially was excessive and there.is no evidence that 
the dose was reviewed prior to her death. Again the Diamorphine 
prescription gave a tenfold range from 20 mgto 200 mg in 24 hours. 

RQBERT WllSON 

Mr Wilson was known to suffer with alcohol abuse with gastritis, 
hypothyroidism and heart failure. He wos originally admitted via Accident 
&. Emergency on the 22 September with a fractured left humerus and 
transferred to Dickens Word under the care of Dr Lord. His fracture was 
managed conservatively. In view of the severe pain he received several 

· doses of Morphine and was prescribed regular- Paracetamol. 

He was reviewed b{Code_A __ f Consultant f'sychogerlatrician, who felt he 
had an early demenHo--6n_d_depresslon and recommended an anti
depressant. He was also noted to have poor nutrition. 

Dr Lord mode a decision to transfer Mr Wilson for a 1'short spell to a long 
term NHS bed" with the aim of controlling his pain and presumably to fry 
to rehabilitate him. He was accordingly moved to Dryad word at Gosport 
War Memoriol Hospital on the 14 October. The ironsfer letter from Dickens 
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ward shows that he was still 11 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. Oromorph 
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 
11 chesty" and had 11 difficulty in swallowing medications". Oromorph wos also 
prescribed 5 mg to 10 mg as required 4 hourly 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) 
wm increased, so lqssur:ne fue oatien! ~qs thf>ught to haveworsening 
heart failure. The nurses report a 11 Ver/bubbly chesf".·· A. '· . .· . 
Diamorphine/Mida~olam subcutaneous infusion was prescribed on 
16 10 1998 again, in Dr 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 
WO$ 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 diad on 
18 10 1998 at 2340 hours. 

Comments 

Mr Wilson was clearly in pain from his fractured arm ot the time of transfer to 
Dryad ward. Simple analgesia was prescribed but never given (there was an 
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 to 
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 hod a tenfold 
dose range as prescribed. 

lt 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 Not 
Resuscitate decision had been made by Dr Lord on 29 09 1998. 

4 EYA PAGE 

Mrs Page was known to suffer with hypertension. ischaemic heart disease 
with heart failure and paroxysmal atrial fibrillation, depression. episodic 
confusion and had sustained. a. minor sfroke.in the post. She was admitted 
on 06 02 1998 to Victory Ward with nausea, anorexia and dehydration and 
had recently been treated for depression, She was transferred to Charles 
Ward on 19 02 1998 and had been noted to have aS cm mass orr·chesf 
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x-ray compatible with a lung cancer. She was transferred to Dryad ward. 
Gosport Memorial Hospital on 27 021998 for palliative cere. 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 Borton. 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 031998 there was on entry, I believe by Dr Borton, 
stating 11 no improvement on major tranquillisers. l suggest adequate oploids 
to control fear and pain". He prescribed a Fentanyl patch 25 mg (another 
opioid which can be given os a skin patch) and the prescription was 
countersigned by Dr Lord. I believe. The nursing records state:she was 
"very distr~S$~.d:',_~he wqs r.~viewed by Or Barjon and Diamorphine 5 mg 
intromuscularly was given. 'She was then seen'by br Lord and a further dose 
of intramuscular 5 mg Diamorphine was given. On 03 03 .1998 a syringe driver 
was started, prescribed, I believe, by Dr Barton, at a dose of 20 mg to 
200 mg in 24 hours. The initial dose given wos 20 mg of Diomorphina with 
Midazolam which was started at 1 050. 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 ony pain experienced 
by the patient. When she was transferred to Dryad Word most medication 
was stopped but she required sedative medication because of her distress 
and anxiety. No ps)tchogeria1ric advice was token regarding her symptom 
control 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 was taken to start a syringe driver 
because of her distress. This included Midozolom which would have helped 
her agitation and anxiety. 

The prescription for subcutaneous Diamorphine infusion again showed o 
tenfold ronge from 20 mg to 200 mg. lt was clear that her physical condition 
deteriorated rapidly ond I suspect ·she may have had a s1roke from the 
description of the nursing staff shortly prior to death. 

CONCLUSIONS 

I felt that the nursing records at Gosport War Memorial Hospital were comprehensive 
on the whole. The reason for starting opioid therapy was not apparent in several of 
the cases concemed. There had been no mention of any pain, shortness of breath· 
or cough requiring relief. ln several of the cases concerned oral morphine was not 
given for long enough to ascertain the patient's dose requirements, the reason for 
switching to parenteral Diornorphine via subcutaneous infusion was not 
documented and the prescription of o tenfold 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 Diomorphine should be prescribed on a 
regular basis and reviewed regularly by medical staff in conjunction with the nursing 
ieam. 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 Or Lord and Dr Barton are necessary to confirm the identity 
of the prescribers and doctors making entries into the clinical notes. 

I believe that the use of Oiamorphine ds described in these fot.R' cases suggest that 
the prescriber did not comply with standard practise. There was no involvement, os 
far as I could tell, from o palliative core team or specialist nurse advising on pain 
coritrol. I believe these two issues r~quirt.. fudi ,<;;>i· cor.:.i.::!.::•~tt;)n by the Hospital Trv~t. 

I trust this report contains all the essential information you require. Please let me 
know if you wish me to give any further comment. 

Yours sincerely 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

I CodeA·-·1 
' ' i i 

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

DR K I MUNDY FRCP 
CONSULTANT PHYSICIAN AND GERIATRICIAN 
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L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Detective Superint$. t J James 
Hampshire Conata ry · 
Major Incident Comp x 
Kingston Crescent , 
North End 
Portsmouth 
P028BU 

14 December 2001 

Dear OS James 

UN lVERSITY Of 
NEWCASTLt 

I 

'• i 

WOitlon Unit ot Clinical Pharmllcol. 
oe,j•rtment of PharmacologiCal St;m4es 

Claremont Place ' 
Univers4ty of Newcastle : 

f..Jewc:a&tle upon Tyne NE2 4HH 
PrdesSOI' of Pharmacology of 0-::1 A(# 

Gary A FOtd ' 

Further to your letter 
patients who died at 

f'-a paper copy with ap 

15'ttl AUgust 2001 I enclose a CORY of my report on five 
Gosport War Memoriaf HospitaJ~: I will separately mal 
- ices attached. · 

I apologise for the de in providing this report which irYfolved review of a 
large amount of mat ·al. 

i 

Yours sincerely I --· 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

CodeA 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

~ 

GatyAFord 
Ptofeasor of Pha ology of Old Age 
Conaubnt Phpici 

enc 

WHO Collab;lr;,il~'ll c..~ .. 
fOt t::Jrvg Pof10.y ill1j 0rug Safa~ Resaarct\ 

C4ect dial· 0191 222 7744/SNO 
Switchboard· 0191 222 800> 

Fax · 0191 222 5a27 
., e-mail · j:l.a.ford@ncl.ac.uk • 
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IIEDICO-LEGAL RE~T 
Re: Gladys bel RICHARDS 

Arthur Brlan" CUNNING HAM 
AUca LKE · 
Robert LSON 
EvaPA E 

. l 

~IIIOIL:~~~S.~~-~~~~~::) MA. FRCP , 
nt Physici1n, Freeman Holpltaf: 

upon Tyna :· 
I'OfiMOr of PhlrmaGOiogy of Old Age, fJniv•reitY of 

WCJUIUI• upon Tyne ( 
j 

For: Hampatire Co,..tlbu .. ry 

Date: 1~~mb8r2001 

Com.nta · 
1. IntroductiOn nd remit of the report 
2. Report on G dy& Mabel Richards 
3. Report on ur ~~anan• Cunningham 
4. Report on A Wilkie 
5. Report on R rt Wilson 
6. Report on E a Page 
7. Opinion on · I management at Gosport w=· Memorial Hospitat 
B. Appendix 1 Pharmacology of opiate and sed _·ve drugs 
9. Appendix 2 British NatiOnal Formulary guideli · on pre$cribing in 

palliative ea and prescribing in the elderly r 
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Introduction and Rtfnit of the Report 
I 

1.1 1 am Professor ' Pharmacology of Old Age in the 
Pharmacology a University of Newcastle upon T ' , and a Consultant 
Physlcian In Clln · Pharmacology at Freeman Hospit . t am a Doctor of 
Medicine and ea for patients With acute rned"JCal prob ms, acute poisoning 
and stroke. I ha trained and am accredited on tne s cialist RegiSter in 
Geriatric Medicl , Clinical Phannaeology and The . tics and General 
lntemal Medid I provide medical advice and suppo to the Regional Drugs 
and Therapeuti Centre Regional National Poisons I . . atiOn ServiCe. I WIS 
previOully cti · head of the Freeman Hospital care the Elderly Service 
and have helde the Freeman Hoapitaf Stroke Servi : ·nee 1993. I 
undertake resea into tNt .rr.cu of drugs in older pte. t am CCMidltor of 
the book 'Drugs d the Older Population' and in 2000 . awarded the 
'MIIiam B Ab award for outstandina contribution& · Geriatric Clinical 
Pharmacology the American Society of Clinical Pha~y and 
TherapeUtiel. 1 a Fe Row of the Royal College of PhficianS and have 
practised as a sultant Physic:ian for nine years. { 

1.2 I have been nk · by Detective Superintendent John*.; e~_9.!J:t~~~tlj-~ 
Constabulary to M&mine the clinic:al notes of five patie (< Code A i 
Riclwd$, Arthur . n• Cunningham, Alice Witkie, R . . mson:·-Eve·page) 
treated at the G War Memori81 HospftaJ and to · · y my professional 
judgement to the owing: · .. · 
Tht gtmut of pa t management and clinical practicef exercised at the 
ho.pital ; 
Articulation of leadership, roles, responsibilities a~communication in 
respect of the cli · · ne inVOlVed ~ 

• 
• 

• The accutacy of · nests and prognosis including ~ jtssessments 
• · An evaluation of rugs prescribed and the administratkf regimes 

The quality and CianQy of the medical records ;· • 
The appro · and justification of the deciaiona t't&t were made 
Comment on tha corded cauaea of death . : 

• 
• 
• Articulate the d of care iAues and highlight any fallurs 

1.3 I have prepared*=ivid. ual reportl on each caee and an~ltional report 
commenting on I aspectt of care at Gospon ~Hospital from a 
consideration of I five cnes. / 

1.4 I ~v• been pr. with the following documents by +m~shire 
Constabulary, whfct' I have reviewed in preparing this rrn: 

I . 

• Comment on the corded c:auses of death 
Ltttet os J J dated 15" August 2001 
Terms ofRefere document . 

• .. 
Hospital Medical ecords of Gladys Richards, Brian Cufningham, Alfce Wilkie, 
Robert Wilson a Eva Pa;a ,: 

• 
wtneu st.teme . by leslle France Lack, and Gillian ;.acKenzie 
Report of Profe Srian LIVesley ;' 
Transcripts of pg Interviews with Goaport War Memaf,'iat staff Or Sartcn. Mr 
Seed. Ms COuch an, Ms Joice : 

• 
• 
• 
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• 
• 
• 

~96 

I 
! 

Transcript of poli.,_ interviews with Royal Hospital Has"r staff Or Reid and Fn . 
u·-·-·-·-co-Cie·A·-·-·-·: ~ · . 

i:n"=~f::.;~=~:=~=~t;;~:::~=~= ~~ii~: ~~~t;~j 
[:~=:~~~~:~~~:~~:~:~:~::~~:~~~~-:-:-:-:-:-:-:-:-:-:-:-:-:-:-:-:-:-::]~~~~~~~~~~~~~~~~:~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~] 

' . 
I 
I 
' 

,.. 
•' 
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Gladya Mabal RICHf.RDS 
' 

CourHofEvents 
2.1 Gladya Richard& · u 91 years old when admitted ae !temergency via the 

Accident & E ency Department to Haslar Hospital ·. 29""' July 1998. She 
had fallen anto r right hip and developed pain. At th'. time she lived in a 
nursing home a was diagnosed as having dementia. i·She had experienced a 
number of faUs i the previoUa 6 monthS and the admit notes comments 
•quality of life ha .tJ mafkedly last 611Z'. She was fc . to have a fracture of 
the "-iht neck of · . An entry in the medical notes • Surgeon command.-

i-·-·-·cocie·-A-·-·-1 sunant orthopaedic surgeon dated 3cfJuly 1998 states 'After 
'diiCUJS/Oi1-·With patient's daughtt/'8 in the event of ttis patient having a 
catrlisc anut i$ NOT forcardiopulmon8ry resuscitftion. However she is 
to be lctpt pain • hydrated and nourished.' Surgery tight hemiarthtOI)fastY) 
was perfonned 04130 Juty 1998. ·· 

2.2 On 3ft August waa referred for a geriatric opinion apd seen by· Or Reid. 
Consultant Ph n In Geriatries on~ August 1998. '-"his letter dated 5"' 
Au;Uit 1998 he tea she hid been on treatment~ withtcperidal and 
trazadone and her daUghtart thought &ha had · 'knOCked oft' by this 
medication for m nths, and had not spok~ to then for . . 7 months. Her 
mobility had ted. Her daughters commented tf Or Reid that she had 
spoken to them had been brighter mentatly since flit trazadone had been 
omitted foUowing dmfssion. Dr Reid found Mrs Rieharfs to be confused bUt 
pleasant and rative, unable to actively lift her rigf'f, leg from the bed but 
appured to ha little diecomfort on passive movemttt of thl right hip. He 
c::ommented '/ r«and shf has ~UJen sitting ()ut ins ihair and I think that 
despite her · , lhe $hOuld bf ~the oppotunity to try to,. 
mobilise her. He nged for her trinsfer to Gosport \far Memorial HospitaJ. 

2.3 FoUowing Dr Re' s entry in the notes on 3~ August tw~further entries are 
mad• in the med notes by the on call house offictr (.)r [~9~~~~~)) on 8111 

AugUit 199ft Dt[.c~-~~~J was asked to see Mr$ Rich.afdt wno was agitated or\ 
the ward. She ha been given 2mg haloperidol and wa4 asleep when first seen 
at 0045h. N. 021 hr a further entry rtQOrds Mrs Richjrds was 'noisy anti 
distutbing other tisnts n ward. Unable to te880fl_~.latient. Prescribed 
25mg thiorldaz · . A traMfer letter for Sergeant (~?.9~-A] staff nurse to the 
Sister in Charge tec1 1 ott August 1998 describes Mrs-ltichards status 
immediately prior o transfer and notes 'fs now fully we~ besffng, walking 
w;th the akJ d nurses and a zimmfr frame. Glsdy.~ total care with 
wahing and ing Nting and drinking. GIIJdYS is tinent, when she 
becomes fidgety nd egirated it mans she wsnts the . et. Ocaasionally 
incontinent at n · t. but usually wakes. :· 

2.4 On 11111 August 1 98 Mrs Richard~a was transferred to [jaedalus ward. Or 
Barton writes in medical notes •1m(Jfti8BJDn fraU denl,nted lady, not 
obviously in pain, se make comforlabla. Transfers fith hoist, usually 
continent, fiHI./8 lp with ADL Barthe/2. I am happy"' nursing staff to 
confinn death". summary admitting nursing notes ,.cord ·now fuHy weight 
b&aring and walki g with th& aid of nw nurQs and e Zllffmer !ram,... On 12111 

August the nursi notes record KHalaparidol giVen at 2ft0 B8 woke from 
sleep. Vety egitat • 11halcing and crying. Didn't settle to( mof9 than a few 

4 
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minutes at a t§t' · Did not seem to be i'n pain• .on 13111 4ugust nursing notes 
reecrd •found on oor st 1330h. Checked for injury no=·· apparent et time. 
Hoisted into safe chair. 1930 pain Rt hip internally rot · , Dr Brlgg contacted 
advised Xray am nd analgesia during the night. /nap : ate to trsnsf&r for 
Xray fhi$ pm. • : · ' 

2.5 On 1• .. August 1~ Or Barton wrote 'ledationlpsin,.., has been a problem. 
SctNmJng not trolled by halopelidol1g ? but vety lfnsitlve to Otamorph. 
Fell out of chair st night. R hip shorter and intsmalty rttsted, Dsughtl.tr nune 
and not happy. Xrsy. Is this lady well enough forE,.Il.~l 
procadure?· A . entry the same day states "Dear,. L~-~-~-~-~j fUtther to 
our~ VM8atlon thank you for SHing this u unate lady who 
SUpped from her air and sppears to hsvs disiocatBd 4w R hip. . 
Hemlatthropl, • M$ done on 3D-8-98. I am sendirtg ~ys. She has had 
2.6ml of 1~ oramotOph at midday. Many thanks~ 

r , 

' 
2.6 Following rudm~sion to Haslat hoapltaJ Mrs Richards ttnd&rwent manipulation 

of R hip under iv · · n (2 mg midazolam)-at 1400h . .rAt 2215h the same 
day she was not din; to verbal stimulation but otservations of blood 
pre111.1re, pulse, 'ration an(# __ t~~re were all it1tt'te normal range. A 

=~o:y 1 o:;~~~~i~itt!::~o;;,: ;:for4/62. 
For pillow be legs (abduction) at night." A transftfletter to the nurse in 
ctwge at Oaecta ward $taleS ·Thank you for taking .r.t Richards bsck 
under your C811f.. wu decided to piU an indwelling cEter which tiiHI 
remains in 8/tu. 1 has been given a canvas knH im 'liaing splint to 
discourage any ~ 'her di41ot;alion and this mu$t llay i · u for 4 weeks. When 
in bed it is lldvis _ to encourage abduction by using . , or abduction 
wedge. She can owever mobilise ruoy Wflight bearing~ · 

2. 7 Nurting notaa on 17" August M 1148h retui'TI8d r., R.N. Haslsr patient 
very distressed a to be in pa;n. No cenvas un~patltnt- traMferred 
on Sheet by Cl'ft* Later that day at 1305h •in pain · di&trass, agread with 
daughter to giWI er mother Oramorph 2.5mg in 5mf. i further hip Xray wa• 
performed whidl onttrated no fracture. Or Barton · on 1-pa August 
1998 ·resdmis · to Deeds/us ward. CIOSfJd reductiOn rtdet iv sedation. 
Remainsd.., e for soms houta. Now..,...,.~· Can continue 
haloparldol, only Orsmorph if In sevent pain. Sea . hler again" and on 
1811 Augual .. still • grnt pain, nurWig a problem, Is t se dlsmorphinel 
haloperidollmida em. 1 will $M daughters today. Pie · make comfonabJe•. 
Nursing notes rd "reviewed oy Or Sarton for pain · · ro1 via syringe 
~. At 2000h patient remainld peeetul and Id . Reacted to pain 
when being - this was pain in both legs". On 1 , August the nursing 
notes recotd "M Richards comfortable. and in a sepa entry "appartmtly 
psfn free·. There ,. no nursing entries I can find on . August. I can find no 
entries in the nur ng notes describing ftuld or food intal4e following admission 
on 17" August '· 

2.8 The next entry in medic:al notes is on 21_. August bypr Barton .. much fT1QffJ 

peaceful. Needs ~ne for rattly ch&st'. The nursi"iJnotes record •pstient1a 
overall condition srioreting. M8dication keeping her ~fortable". A etaff 

I 
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nul'$8 recorda f;:~~~:i)\~~~~Jdeath in the notes a~ 212" later that day. The 
cause of death ... ,a recardad as bronchopneumonia. :· . 

2. 9 Medication cha,. reeord the foUawing administration ofjppiate, analgesic and 

~1~ = d~· ~~~~f~~.~~··~i~~~~:~~= raslar Hospital. 

29 July to 1111 utt. Haloperidol 1 mg twice daily ' 
30 July 0230h orphine iv 2.5mg 
31 Juty0150h ,.,phine iv 2.5mg 

1905h . hine iv 2.5 rno 
1 Aug 1920h hine iv 2.5mg 
2 Aug 0720h rphine iY 2.5mg 
Cocodamot two blets as required taken on 16 oecaaicns at varying times 
betWeen 1-gft ust ~· 

2.10 Medication Cha 
1 
record the following administratiOn ofjoptate, analgesic and 

sedative drugs d ·ng Mrs RichardS seeond admiSsion to Haslar Hospital 
14 Aug 1410h iduolam 2mg iv 

2.11 

15 Aug 0325h rnol two tablets orally 
16 Aug 0410h operidol2mg orany 

· 0800h loperidol 1 mg orally 
1800h lopandol1mg orally 
2310h loparidol2mg oraHy . 

f7 Aug 0800h h Joperidol1mg oraHy 
i . 

Medication cha record tne fOllOWing administration of'Opiate and sedative 
dru;t on Oaedal ward: ~· 

11 Aug 1 15h Smg/Sml Orarnorph 

12Aug 

13Aug 
14Aug 
17Aug 

18Aua 

19Aug 

20Aug 

21 Aug 

1 45h 10 mg Oramorph 
1 mg haloperidol 

15h 10 mg Oramorph 
; haloperidol 

SOh 1 Omg Oramorph 
1 50h 10mg Oramorph 
1 5mg Oramorph 

5 mg Oramorph 
1 5h Smg Orarnorph 

30h 10mg Oramorph 
30h 10mg Oramorph 

. 10mg Oramorph . 
1 45h diamorphine 40mgl24hr, halo~ 5mgl24hr 
· midazolam 20mgl24hrby i 
1~0h diamorj,hine ~g/24hr, hafoFMtidol 5mgl24hr 

midazolam 20mg/24hr, hyosci~ 400microg/24hr 
1 5h dlamorphine 40mg124hr, hafopetidol5mgl24nr 

t 
midazolam 20mg/24hr, hyos~c400micrcg124hr 

1 55h diamorphine 40mg/24h. halo 5mgl24hr 
mid83:olam 20mg124hr. hyoscin .: 400microg124hr 

I 
i 
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2.15 After Mrs Richa was stable a few days following it wa& appropriate 
to refer her for a 'etric opinion, alid Or Raid rapidly this. Or Reid's 
assesement was my opinion thorough and compaten · He identified the 
potential for her benefit from rehabilitation. l would idet tHs decision to 
refer her for reha 'fitation despite her dementia to be a priate. An elderly 
care rehabilitati rather than an acute orthopa•dlc wa . is in general a 
preterebfe envir ment to undertake such Athabilitation·: lt is implicit in his 
declsion to trans r her to Goa~rt War Memorial Hos · that she would 
receive tehabilita there and not care on a continUi re Wlrd without 
input from a reha 'lbtion team. Or Lord in an interv· · h DC MeNall~ and 
DC Colvin descri Daeclalus ward as •Sack in 198 .. dalus was a 
continuing cat& rd with 24 btK/s of which 8 btlds we for slow stresm stmktJ 

7 
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tehabilitation". Alf\ough Mrt Riehards had a fractured A,eek of femur and not 
stroke as here:· ry problem requiring rehabilitation I ~iOuld assume, in the 
light of Dt Reid's that she was transferred to one cl the 8 slow stream 
rehabilitation on Daedalua ward. . 

2.16 The transfer lettet: from Sergean(~?.·~~.·~.·jprovide& a cle¥" description of Mrs 
r·-·-·-c;;·Cie-.A:--·-:status at the time of tr'an$t.f. The observatiqn that she was walking 
'·With·th&·aid oftwci nurses and a zimmer frame, and the.f.ls.ual cause of 
agHation was wtMtt a needed to use the toilet are re~t to subMquent 
events following $nafer to Goaport Hospital. The use ... a Barthellndex score 
as a measure of •sability is good practice and demonsf-tes that Mrs Richarda 
was severely de~ at the time of her transfer to Gtsport Hospital. 

J •' 

2.17 The initial ent1y bf Or Barton following Mrs Richards tre~fer to Oaedalus ward 
does not mention~ she has been transfetted for re,..litatk>n. and focuses 
on keeping her' fortable' despite recording that she !a •not obviously in 
psill". The ltate t/ am happy for nursing staff to ~film death~ also 
aue;eett that Or arton's assessment was th~J-'.~-B~_ards might die in the 
near future. Dr rton in her statement to OS i Code A and DC Colvin, 
confirms this whe she states • 1 appreciated thaftfiiilii'fss a po#ibility that 
she might die r•therthan letef. Or Barton rtf~.to her admission as a 
"holding miJIJ08 " and her statement suggests a mu-. more negative view 
of the potential (I . rehabilitation. She dces not descri~ any rehabilitation 
team or focue on the ward and suggests her transfer w• necel$ary beCause 
lhe was not apprfpriate for an acute bed. rather than t.;r being appr-Opriate fot 
rehabilitation- ". condition was not appropriate for a~e bed. .... sesn 
wt»ther she TtCOver and moblll$t aftttr ~Urgery. ·· If ss was mote likely 
she would dele · te due to her ege, her dementia, hei· frail condition and the 
shock of the fall ~ 1ow&d by th8 major sutgery, then sh~· was to be nursed in a 
clam environrtlfJ away ftom the .stte.tses of sn acuts vf'rd'. In my opinion 
this initial note 1 and the statement by Or Baron i~ a much less 
protctive view of abilitation, less appreciation than l't Reid of the potential 
for Mra Richards *' recover to her previous level of func4aoning, and probably a 
failur~ ~ ~ppr~~~-~~~-~~tial ~neflts of approp_liat~: multid~i~l!~~!l., 
rehabilitatior:a_t~.~:::x:::f::?:g:~=~-·-·-.J ThiS leads me to beHevaj~hat Or :._.~<?.~~-·~-·-: 
approach tol_·-·-·~o~.~-~·-·-·J was in the context of considefing her as a continuing 
care patient who~s likely to die on the ward. lt waa n•t wrong or incorrect of 
Dr Batton to bel' • Mrs Richards might die on the war4. but J would COfl8ider 
her apparent fail e to recognise Mrs Barton's rehabilit4fon needs may have 
led to .ubsequen sub-optimal care. -

2. 18 There are a num of explanatiOns and contributoty faf.tOrt that may have led 
tet Dr Barton y not reeogniling Mrs Richard's rehJbjlitatiOn needs in 
addition to her n ·ng and analgesic neede. First she rpay have not dearly 
undetatOOd Or 's assessment that she needed rehf(bilitation. In her 
statement Or Ba · n states • Or Reld was of the view thtd, aespite her 
$mentJa. she sh be givBn the oppoltunity to try to .mobilise" which 
suggests Dr Ba may nat have considered the neceality for Mrs Rlcharcts to 
receive Physioth as a necessary part of her oppo~nity to remobfl ... 
Second the ward ad both continuing care and rehabil~on beds and theae 
patients may req re very different care. lt is not uncom"on for ~slow stream" 
rahsbilitation be to be in the &ame ward as continui~~re beds. but it does 
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require much brotder range of care to meet the med~ and sOCial needs of 
theM patients. I .,ould anticipate that_ some patients ~uld move from the --r to continUing care category. !)r Lonl descnbes the 
existence of fo htly muttidieeiplinary ward case conftrenca suggesting there 
wat a ttru~red am approach that would have madepr Barton and nursing 
staff aware of ilitation needS of patients. In Mrs .atdt'e case no such 
case conference=k place beCause she beoame too ~ in a short period. 
Third Or Barton y not have received sufficient trainirf or gained adequate 
experitnet of r . · Ration or geriatrics despite worki-·nq. · __ uunder the supervision 
of Or Lord. Or E. ltat•• that Dr Barton was 'an expe(ienced GP' who had 
rights of admis · to a GP ward and that Or Lord ~d ~ittad patients "under 
h&r cam aay for · care•. Experience in paNiativ4 care may poaaibly 
have influenced understanding and expectations offehabilitating older 
patients. ~ ~ 

Mrs Richard's agitation the followint day on 12" August 
wat in my op;n· tub-optimal. The nursing records stale that she did not 
appear to be in · . There is no entry from or Barton ttMs day but in her 
ttatement she Which 1 have some difficulty in i~ting: •!Mien 1 
es8e$$8d 6h · arr:ls otJ hBr arrivsl she was clearly 4mtused and unable to 
gAle any histoty. 'ha was plessant and co-operative of srrivaJ and did not 
apptHr to be in #(). Later her pain l'8lief snd sedation {HJcsme a problem. 
Sh& was SCfN . This can be a symptom ol dMient» but could also be 
caus.d by pein. my opinion 11 was caused by f'lln ai 1t was not controlled 
by Haloperidol • SCIBaming c:aulfld by demerma. • frequently controlled 
by th/1 ser.»tiVt. lven my aMasment that she wa.t it( pain I wrote a 
pr8$Ciiption for a' umber of drug• on 11111 August, ~ing Oramorph and 
Olamorphine. Th 8/lowed nursing statr to respond to t6sir clinical assessment 
of her need$ ra then watt untH my Mxt visit the follr:fting day. This is an 
integral part of m managemtmt lt was not in fact nl1'f8$$81Y to give 
diemorphine tW the first few days following her admisjion but a limited 
number of $fftl!H s of 01'1Jmorph wen given lotallinf 20mg over the first 24 
hOUI'$ .W 10mg · thfreelfer. This would b8 an spftOPristB level of pain 
181ief after such major orthcpHdlc Pf()Cfdure•. 

: (' ' . 
2.20 I am unable esta Ish from the nota. 4nd Or Barton's sttement whether she 

saw Mrs Richa in pain after she wrote in tne notee aid then wrote up the 
opiate drugs la on the 11-. August, or if &he wrote up': se drugs after 
M8inQ her when he w .. no• in p11in. becaUse she con ;.dered she might 
devetop pain 11nc;f • 'on. In either cue there is na . enGe that the 
previoul inform n provided by Sergeant[~_~:.~~~~~lhat. · Richards usually 
reqund the · when 8he was agitated was oonsi ' Q!f or Batton. 
Screaming is a l~scribed behavioural disturbanCe dementia (Or Barton 
wu clearly awe of this), which ~n be due to pain b is often not. In some 
eases it is not ibfe to identify a clear predpita=fng use although a move 
to a new ward Id precipitate such a behavioural dist ance. 1 woUld 
consider the aM ption by Or Barton that Mrs Ri screaming wte due to 
pain Will not su by her own recorded observaticfts. There is no 
evidence from not• that Or Barton examined Mrs Ffohards in the first two 
days to find any . enee oon clinical examination that ptin from her hip was 
the cauH of her eaming. If the fCAiaming had been~ on weight 
beartng or move nt of the hip this would have provi~ supportive evidence 
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. . 
that her screamini_ was due to hio_.o.ain.,_J?taff Nurse Je¥tifer Brewer in her 
interview with Od.~-~~~~-~Jand OCl.f.~~~-t,\_jstates that tht nursing staff had 
considered the n.d for toileting and other potentiat ea~• of Mrs Riehards 
screaming. · 

2.21 Mrs Richards pailt following surgery had been controllee at Haslar hospital by 
intermittent 3of intravenous morphine and then int~itten.t doses of 
cocodamol (pa tamol and codeine phOsphate). Or 11arton did not prescribe 
cocodamol or an her mUd or moderate analgesic to Mt$ Richards to take on a 
pm basis when •~• Wle transferred. This makes me ccinsider it probable that 
Or Betton preactited pm Oramorph. diamarphine, hyo~ne and midazolam 
when she fttlt Mrs Richards and she was not in· pat!. tf this is the case it 
ie highly unU&ual · in a patient who has been tra~ferred for 
rehabititation. w not taking any r$Qular or intermittent •nalgesics for 36 houra 
prior to transfer, had last taken two tablets of cococtamo~. In a· 
rehabifitation or 'nuing care ward without.rasident ~icalttafff would 
conaielet it and usual practice to prescribe •mild or modmate 
analgesic; to take an as required basis in case~ pain develOped. 1n 
Mrs Ricnarcls's a reasonable chOice would have bten ~mol since 
she had been g this a few days eartier without protjems. I do not consider 
it was appropri to administer intermittent doses of orimorph to Mrs 
Richards befcre prescribing paracetamol, non-st~dal anti-infl•mmatory 
drugs or mild opi e. H is not appropriate to prescribe l»wetful opiate drugs aa 
a tnt· line t for pain not clearly ctue to a fractu~ or dislocation to a 
patient such aa Richards 12 days foUowing surgery~ Or Bartora'a statemel'lll 
that diamorphine nd oratnorph were approprh•te ana .. ics at this stage 
following surgery n she had been pain free is ~and in my opinion 

· would not be a vi hlld by the vast majority of practisi(tg general practitioner~ 
and geriatricians. · 

2.22 The managemen of Mrs Richards when sustained a ditjocation of her hip on 
13" Au;ust was i my opinion sub-optimal. The hip dislocation most likely 
occurred foflowin the fall frOm her chair at 1330h. The/nursing notes suggest 
signs of a dill · were noted at 1930h. If there wa~a delay in recognising 
the diiiOCation I d not consider this indiCates poor .,-e. as hip fractures 
and dislocations n be difficult to detect in patients wht have dementia and 
communicatiOn d cultles. Mrs Rioharcfs suspected di.;tation or fracture was 
discussed With on-call doctor. Or Briggs, who 1 wouli assume is a medical 
house officer. G' the concern about a fracture or di.ocation I would judge 
it would have preferable for htr to b transferred toilhe orthopaedic ward 
that evening and asseued by the orthopaedic team~· 1 certainly consider 
the case should ve been discussed with either the oricall consultant 
geriatrici1n or th orthopaedic team. The benefits of tr#l.tfer that evening in a 
patient where it • highly probabla a fracture or disl~ion were present 
would have been rs Richerda could have received m_,ipUiation eartier the 
following morni and possibly that ••me evening, and "at traction could have 
been applied eve if reduction was not attempted. 

2.23 Mrs Riehards w~ound to have a dislocation of her rig~ hip and this was 
manipulated u intravenous sedation the same day. ;Although she was 
initially unrespon , most probably due to prolonged affects of the 
intnwenous m· olam. 3 days later on 17" August sh&iwas mobilising and 
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fully weight bearitil and not requiring any analgesia. ~gh there are few 
mediCal note entries, the management at Haalar hospit~l during this period 
appears to be apPropriate and competent. Shortly afterE~nsfer back to 
Dledllus ward Mfa Rlcharde again became very distrtO*f. The nur8ing notea 
indicate there wa4 an incorrect transfer by the ambulante staff of Mrs Richards 
onto her bed. =· dislocation of the riQht hip waa re4aonably suspected but 
not found on a Xray. My impreuion Is that this *'"'fer may have 
precipitated hip .. other musculoskeletal pain in Mrs Rl4!hards but that other 
causes of scre~ were possible. 

2.24 tntermitttnt d~ of oral morphine were first admlnist• to Mra Rachards, 
again without first determining whether ten powerful ar,atgesiCS would have 
been helpful. on·1e- August Or Barton suggested con'f,nencing subCutaneous 
diamorphine. haltfperidol and midazolam. The di~ne and midazolam 
had been p11 7 days earlier. An infusion of the f!ree drugs was 
commenced that morning and hy0$cine was ackfe4 on 1g1t1 August. Both 
Or Barton'a note and the nursing notes indicate Mrs Rt:hards was in pain, 
&!thOugh it Is not lear what they considered was the ~ of the pain at this 
stage, haVing ex uded a fracture or disiOCIIltion of the rWtt hip. Or Sanon 
state. in her pre statement a ••• it was my aaeWiftent that $he had 
clevtiOped a ha ems or large collection of bruising .round the aroa where 
the pi'O$lhesis h been lying while di$1ot:atecf'. : 

2.25 Although there 
last few days, h 
subcutaneous • 
commenced. lt 

no clear descriptions of Mrs Rieha~ conseiout level in the 
level of alertness appears to have ~ted once the 
ion of diamorphine. haloperidol and tmd~am wes 

seems that she was not offered flt.4ds or food and 
taneous fluids were not consider'e4 as an alternatiVe. My 

interpretatiOn is at this was most probably beeause m!tdicaJ and nursing staff 
were of the opin' mat Ml'$ Richard& were dying and t~ provision of fluidS or 
nutritiOn would ehange this outcome. In her preparf.d statement Or Sarton 
atatw "As their was not eating (Jf drinking or ab" to swallow, 
subcutaneous in · of pain ldllat8 WliS the best way (o control her pain." and 
·1 was awtl'l th Mrs Richtmls was not taking fOOd or {Nster by mouth". She 
then goes on to y •1 believe I would have explsinedt4 the daughter$ that 
subcutaneous tli wer& not appropnste". · 

Evalulllon of drugs bed 1nd tM actminlatration l'lllimena 
2.26 The decision to IVIII!l;~be1 oral opiates and subcutaneot.il diamorphine to Mrs 

Richards initial ion ta Oaedalus ward was tn my itpinion inappropriate 
and placed Mrs arda at •ignif.eant risk of developing adverse affe* of 
excessive Sldati and respiratory depres&ion. The P'fscliption of oral 
paracetamol, m opiates such as codeine or non·sterc:fdat antj...inftarnmatory 
drugsauch aa i oftn, naproxen would have bNn arj>ropriate oral and 
preferable With • r risk/benefit ratiO. The prescri* of subcutaneous 
diamorphine, ha ridol and midazolam infusions to b4 taken if required was 
inappropriate e if she was experiencing pain. Su~aneous opiate 
infusiOns shOUld UMd only in patients whose pain is .not controlled by oral 
analgeSia and cannot swallow oral opiates. The ~scriplion by Or Barton 
on 11" August of ree sedative drugs by subcutaneout,· infueion was in my 
opinion reddess inappropriate and placed Mrs Richards at serious risk of 
developing eoma nd respiratory deprassion had these ~n administered by 
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the nurtlng staff. 1t it exoeptionally unuSI.Ia1 to pre&cri~ su~neous 
infusion of these tftree drugs with powerful effects on COl'SC&OUS level and 
respiratiOn to frail · rly patients with non-maHgnant ~itions in a c:ontinuin; 
care or slow rehabilitation ward and I have not ptrsonally used, seen or 
heard of this pra in other care of the elderly rehabilif!ation or continuing 
care wards. The rucriptiOn of three sedatiVe drugs it '*ntially hazardous 
in any patient but rticularly so in a frail older patient wfh dementia and would 
be expected to a high risk of producing respirato~sion or coma; 

2.27 r consider the s nt by Or Barton M my use of midazf!lam in tM ~ .. Qf., 
20mg over 24 W8$ a a mu$Cie rafaxtmt. to stsis(movement of tC:.0~~-~j 
RiChatds for n procedunJS in the hope thst $he c411cJ be as comfortable 
as possiblfl. I appropriate to prascribtJ an equlvaJtttce of htJ/opllridol to 
thlt which aht IJ bHn having ortJ/Iy slnc8 ,., first -.iSSiOn." lndic8tll poor 
knowledge of the ·cations for and appropriate use of lwtidazolam 
ldminiltered by bcutaneoua infueion to older .,.cpfe. lMidazolam is primaril!l' 
used for sedation nd is not licensed for use as a mud relaxant. Doses of 
benzodiazepine at produce significant muscle relaxafiin in general produce 
unacceptable · ion of conscious level, and ~ is n~ usual practice 
amongst conti · ;are and rehabiutation wards to adrjinitter subcutaneous 
rnidazol4tm to moving patients. 

Quality •net 1ufllcle~· of the medial morclt -
2.28 The medicat and ursing recordS relating to Mrs Richarf.S admissiont to 

DaedaluS ward a in my opinion not of an adequate ~ard. The medical 
notes fail to adiaccount for the renone why !orph and then 
infueions of diam · and haloperidol were used. nursing records do 
not adequately d ent hydration and nutritional ne : of Mrs Riehards 
during lW admit to Oaadalu$ ward. : 

RaeardMI cause of 
2.30 The recorded ea of death was bronchopneumonia. ' understand that the 

cause of death . discussed with th8 coroner. A post inortem was not 
obtained and the ecorded cause waa certainly a possitfe cause of Mrs 
Richard&'• death. I am surprised tha death certificate ~kea no mention of 
Mra Rid1ards's ured neck of femur or her dementiat tt is .possible that Mre 
Richatds died fr drug induced respiratory depressior(without 
bronchopneumo present or from the combined effect of 
bronchopneumo and dru,Hnduced respiratory de~ion. Mrs Richards 
was at high risk developing pneumonia because of tti immobility that 
resulted following transfer back to DaedaJus ward e!en if she had not 
received sedativ nd opiate drugs. Sronchopneumoni1can also occur as a 
secondary compli tion of opiate and sedative induced ~atory depression. 
In the abSenCe of t-mortem. radioiOQICal data {chest ~Y) or recordings of 
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Mr Cunnlngham'e!rupiratory rate I would consider the ~corded causa of 
death of bron~monia was po1$ibte. However g~n the rapid decline in 
conscious leve1 •t preceded the development of reapi.tory symptoms (rattly 
chest) I would corfsider it more likely that Mrs Ric:harcls ~came unconc.cious 
beeauae of the ..;:tat~ve and opiate drugs she received .,Y subcutaneous 
infUsion~ that th'*' drugs caused respiratory dapreuio~· and that Mrs Richard& 
died from drug in4uced respiratory deP*$ion and/or~ 
bronchopneumonia resulting from immobility or drug i~d respiratory 
depr-.ion. Therf, are no aa:urate records of Mrs Richjarda respiratory rate 
but with the doH4 used and her previous marked seda.,e l'e*ponse to 
intravenous midaiolam it IS highly probable that retpira10ry depression wa& 
~. 

Duty of CIN Issues 
2.31 MecfiCBI and nufiN staff on Daedalus ward had a duty d care to detiver 

medical and n-g c:are to attempt to monitor Mrs Ricliarda and to document 
the 6ffeda of d · prescribed. In my opinicn this duty ~f care was not 
adequately met. prescription of diamorphine, mid.-,lam and haloperidot 
wa• extremely oous and Mrs Richards was inadeflately monitored. The 
duty Of care of th medical and· nursing staff to meet Ml!li Richard~s hydration 
and nutritional was also in my opinion probably rtDt met. 

Summary 
2.32 Gladys Richards fiat a frail older lad~ with dementia~ sustained a fractured 

neck of femur, &'¥8sefully wrgiciUy treated with a he~arthropfasty, and then 
complicated by ~location. During her two admissions ~ OaedlhJs ward there 
wee inepp~ · prescribing of opiates and sedative ctugs by Or Baron. 
These drugs in ination are highly Uleely to have prQduced respiratory 
depression andl the development of bronchopneumo*ia that led to her 
death. In my opi it is Hkely the administration of the ~ruge hastened her 
death. There is evidence that Mrt. RichardS was i(l pain during the three 
dayt priOr to her ath and the administration of opiat!• can be justified on 
these g~ounds. verMrs Richard& was at high ris~Of developing 
pneumonia and · possible she would have died from p-.umonia even if sne 
had not been •d iniatered the subcutaneous sedative tnd opiate drugs. 
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Arthur "Brian~ CUN .. INGHAM 

Cou,.e of Events 

TO 902074489391 

3.1 Mr Cunningham v.fas 79 years old when admitted to Dry••d ward, Gosport 
Hospital under th~ care of Or Lord. er Lord had assesstd him on a number of 
oceasions in the t*evious 4 years. A letter dated ~ Dei,:ember 1994 from Or 
Bell, Clinical Assi«ant, jndicates Parkinson's disease het been diagnosed in 
tha mid 1980s an. that he wat having difficulties walkinJ at this time. In 1998 
it was noted he h experienced visual hallucinations arid had moved into 
Mertin Park Rest ome. His weight was 89Kg in Augu~ 1998. 1n July 1998 he 
was admitted the care of Or Banks. Consultant in ,Old Age Psychiatry to 
Mulberry Ward A nd discharged after e weeks to Tha•sa Nut8ing Home. 
He was assessed to have Parkinson's dlMese and .. tia. d•pressiOn and 
myelodysplasia. Lord in a letter dated 1 September ~ 998 summarises her 
asaesament of M Cumingham when ahe saw him on ~lberry Ward A on 27 
August 1998 befi . . he was disdUtrged to Thalassa Nuraing Home. At this 
time he required 1·2 people to transfer and was unable to wheel himself 
around in his ~chair. She commented that more fe,•odopa might be 
required but wa& toneemed it would upset hia mental date. She arranged to 
review him at the bolphin Day Hospital. 

3.2 On 21 11 Septem~ 1998 he Wl$ seen at the Dolphin Dili Hospital by orrc~d·~·-A·! 
who recorded 'vo4' frail, tablets found in mouth, oHensi'J.fllsrge necrotic siicrs{ 
801'8 with thick ~Eacsr. · PD ·no worse. Diagnoses l•ted as sacral sore (in 
NIH), PD. old ba injury, depressiOn and element of dfirnentia, diabetes 
mellif"s -diet, ea lriS&d for retention. Plsn - stop cOf:Janthramer and 
mtltonidszols. s fine. TCI Dysd today -sserlJine fri." sacral ulcer- nurse 
on side- high p in diet.;_ oramotph Q!!l if pain. N/Hdrle to keep bed open 
for next 3152 at ~ . Pt informed of admiSsiOn agrees. )ntorm N/Homs Or 
[~~~~~:~~ .socitJ er. AnalgeSiCs pm.' He waa adm'*ed to Oyad ward. An 
entry by Or on 21 September states 'make cornfoltabltJ, give adequate 
analgesia. Am ha py for nursing staff to confirm death'. ; on 24111 September Or· 
lord has written ; mains unwell. Son hss ?1? again t~y and is aware of how 
unwell ha i8. se slgesia is contro/Ung~fiJ:jUst. I am l}appy tor nursing staff 
to t:onfmn death. • next entry by Dr!.~-~~:.!:lis on 25.,. 4September 'remains 
WHY poorly. On s nge driver. For TLC'. 

3.3 MediCation cha 
druas: 

21 Sep141Sh 
1800h 

reoord the following administration cf !~piate and sedative 

amorph sme 
proxamol two tablets 

(subSequ.mt regular doses not ~minittered) 
2015h 0 morph1 Omg 

21 Sep2310h D morphine 20mg/24hr. midazolam 20fng/24hr infuaion se 
22 Sep2020h 0 orphine 20mgl24hr, midazoram 2~/24hr infusion se 
23 Sep0925h D morphine 20mg/24hr, hyoscine 200rf.icrog124hr 

· szolam 20 mg/24hr infusion se 
morphine 20mgl24hr. hyOSCine 200n;.icrogl24hr 
azotam 60mg/24hr infuafon se · 

morphine 20mg/24hr, hyoscine 800rt;k:rog/24hr 
azolam 80mg/24hr infuSion se 

amorphine 60mgl24hr. hycsciM 120~g/24hr 

' . 
j 
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!Tfdazolam BDmgl24nr infUsion . 
26 Sep 1 1 50h Dlamorphine 80mg124hr, hyoscine 120Qmgl24hr 

rrldazofam 1 00mgl24hr infuaion ' 
Sinemet 110 5 t~day w•• discontinued on 23111 Sepembet 

3.4 The nursing notee~ relating to the admission to Oy.d wa~ record on 21• Sept 
'r8mllin8d agitatef untilepptDK 2030h. SyringtJ driver cdmmenced as 
teqUfftfKI (un ' who made this request) diamorphinli. 2omg, midazDiam 
20mg at 2300. following~ on 22'11 Sep 'explsifftJd that ' syringe driver 
contains diarna ine and midazolam was commenced yesterday evening for 
pain reliSf and to ay his anxiety following an epiSode .,ere Arthur tried to 
wtpe sputum on nurae saying he had HIV and going tq give it to her. He also 
tried to mmove h cath&ter and empty the bsg snd llll'l'ipvtNJ his SSDial 
dreasing th it across the room. Finally ha took offtlia coveiS at'ld 
e~poted himMJif.'l ' 

3.5 On 2~ Sep 'Has hecome chesty overnight to hallS h~ne added to drivsr. 
Stepttm contactefl and informed of deterioration. Mr F~ing asked is this 
waa dut to the cctnmencement of the syringe driver ant. informed that Mr 
Cunning/Jam waspn a srnan tJossge which he !lflflded. ·[A Jatw entry now full)· 
awate that Brlan • dying and needs to be mBC18 comfOtffJble. Became a little 
B(Jitlltsd at 2300hEsyringtJ driver adjusted with effect. st,ems in some 
di8COtrtott when 0\led, driver boosted prior to positiofP.!Chsnge'. On 2411 sept 
'18p(Jft ftom night aff that Brian WH in pain when attetfifd to, also in pain 
with day sl.sff- e 'ally his knees. Syringe driver renWfefl at 1 066·. On "J.ee 
S8pt 'AN cant$' · this am. Driver recharged at 1015 ~ins 60mg, 
mldszolam BOmg nd ~yoscin. 120/Jmcg et a rate of 5Q:nmoJslhr. Peaceful 
night- unch · ttill doesn! like bting moved. 1 On 2•111 September 
'conditiOn to be de/eriolating slowly: ·~-

3.6 On 2fi't Septem~ataff nurse Tubbritl records death att231Sh. C.ause of 
death was recol'i on the death ceniticate 8$ broncnotneurnonia with 
contributory ea of Parkinaon'e di .. aee and sacral 1J11eer. 

' 
Opinion on patient m+aaement 

&..eaderahtp. roa.. ,..~lbllldH and ~munlcatlon in.,-pect of the 
cliniclane Involved 1 : 

3. 7 Primary reaponsi "lity for the medical care of Mr Cunninflham during hie IMt 
admission fay · Dr Lord, as the CGn&ultant responsi .. for his care. She saw 
Mr Cl.lnningham daya before his death m the Dolphin 'ay Hospital, and 2 
days before his on Dyad ward. My understandingl.a that day·to--day 
medal care was he responsibility of the cliniQal a~ Or Barton and 
duq out of period the on call doctor based at tt\f Q~n Alexander 
Hospital. Ward n rsing staff were responsible for asse•ing and monitoring Mr 
Cunningham and ormlng medical staff of any signifi~t det8rioration. 

Accu,.cy of di•n01 •nd progn01ls including risk 11sepments 
3.8 Initial assess by Dt Lord was com,nhensive and $propriate with a clear 

management pia described. Tha nursing staff record Mr Cunningham was 
agitated following mission on 21• September. Or Lord had prescribed pm 
(intermittent ea 'red) oramorph for pain. Nursing start made·the decision to 
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adminiSter oramo"' but there is no clear recording in t.., nursing notee that ht 
was In pain or the)litt cf pain. The nul'8ing entry on 2~ Sept indicates a 
syr1nge driver wa=-menced for 'palrl.' relief ancl to alii)' anxiety. Again the 
site of pain is not · . My interpteta.tion of the reeo~ is that the nursing 
staff considered agitation was due to pain from his Metal ulcer. The 
medical and nursiftg teama view on the cause cf Mr Cu"'ingham's 
deterioration on 2•• SePtember when he became 'ches~t are not expficitly 
8tatad, but would ~ to have been thought to be due ;o bronchopneumonia 
sinee thiS was thfll cause of death later •ntered on the dpth certifiCAte. The 
medical and nu~ staff may not have oonsidered the possibility that Mr 
Cunningham'sia'ratory symptoms and deterioration r1tay hava been due to 
opiate and benz : ·ne induced respiratory depression. The nul'5il"'9 staff 
filed to appreci that the agitation Mr Cunningham e~ced on 23111 Sept 
at 2300h may haF- due to the midazolam and dia~ine. lt was 
appropriate for n · staff to discuss Mr cunninQhaml condition with 
medieal staff at stage. . . 

3.9 When Or Lord r~ Mr CunninQham on 2411 5epte~berthe notes imply 
that he was m~ worse that when she had seen him 3 ~ays earlier. There is 
dear recording b~ Lord that Mr Cunninpm was in .. in. The folloWing day 
the diamorphine . was increased three fold from 20~4hr to 60mg/24hr 
and the dose w~further increased on 26111 September b 80mgl24hr although 
the nursing and 5cal notes do not record the reason=ifor this. The notes 
·suggest that the l'$inQ and medical staff may have failed to consider causes 
of agitation other an pain in Mr CuMingham or to recqgniee the adveree 
conuquences of piates and sedative drug& on re~ry function in frail 
older individuals. · 

3.10 The preacription oramorph to be taken 4 hOurly as re4iuired by Mr 
evaluatiOn of dnap srfbtd lnd tht ldmlnlattatiOft MtifMM 

Cunnfn;hlm W88 rea&Onable if his pain was uncontroH. from cocodamol. I 
. consider the deci ion by Or Bartan to prescxibe ~ ad,.inister diamorphine 
and midUolam b subcUtaneous infusk>n the same e~ing he was admitted 
was highly ina ·ate, particularly when there was a plear inStruction by Or 
Lord that he lho be presc;ribed intermittent (underli. inatruetion) doses of 
oramorph artier the day. I consider the undated pre(lcription by Or Baron d 
~ di ine 20-200mg124hr p~. hyoseirp 2~icrog/2.thr 
and midazolam 4hr to be poor practice and RDtentially very 
hazardous. In m opinion it i& poor management to lnttljlalty commence both 
diamorphine and idazofam in a fraU elderly underweigit petient such as Mr 
Cunningham. combination could result in profo~'respiratory depression 
and it woukl ha been more •ppropriate to review tM 4e&ponse to 
diamorphine a before commencing midiZOiam, ha~· it been appropriate to 
eommence su neous analgesia, which as I have s~ before was not th1 
case. 

I 

3.11 .In my opinion it · ; doubtful the nursing and medicalsta,.. understood that when 
a •yl'irlge infusi pump rate is increased it takes an oft(Jn appreciable effect d 
time before the · um effect of the increased dose riate becOmes evident. 
Typically the tim period would be S drug half-lives. In ~ case of diamorphine 
this would be n 15 and 25 hours in an older frail !ndividual. 

16 

• 
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Quality and autftclen~r of the mlcllcaJ rKOrda . 
3. 12 In my opinion the fnedical and nursing records are inadequate following Mr 

CuMingham's ad"ission to Dryad ward. 'f'M initialasMisment by Ot Lord on 
21• September is ~n my opinion competent and approprilte. The medical note1 
following this are ~uate and do not explain why ht :.,•s commeneed on 
sUbcutaneous infLisions of diamorphine and midazolam. · The nursing notes are 
variable and at tintes inadequate; 

Approprhdltneal ilnd t-atlff4don of the deci•iona that wtft made 
3.13 An inappro~ high dote of diamorphine and midaz,(am was fnt 

prescribed. Th~ was a faUure to rece>gnise or respond to drug induced 
problems. Inappr-Opriate dose escalation of diamorphine and midaZotam and 
po0r assessment by or Lord; The aueument by Or Lord on 21• September 
1998 was thOrO~ and competent and a clear plan of rtianagement was 
outlined. There ~a clear note by Or Lord that oramorr* was to be given 
intermittently (P~) for pain and not regularly. lt is not dear from the medical 
and nursing notetf why Mr Cunningham wae not adminiltefed the regular 
cocodamol he wa' prescribed following the initial dose ~.e recefved at 1800h 
following admiasktn. lt iS goad practice to provide ragul"r oral analgesia, with 
paracetamol and • mild opiate, particularly when a pati•,t has been already 
taking this medic;Cion and to use pm morphine for breai~hrough pain. 1 
consider the prestnption by Or Barton on admissiOn of"" subcutaneous 
dlamorphine 2o.20Qmgl24hr prn, hyoscine ~4hr and 
midazotam ~4hr to be unjustified, poor pract~· and potentially very 
hazatdO. · us. lt iS ~rticularly notable that only hours earl~r er Lord ttad written 
that oramorph ~ to be given intermittently and this had been underlined in 
th8 medical note~_ lhere ils no clear justification in the ~es for the 
commencement tf subcutaneous diamorphina and midRolam on the evening 
fOllowing admissiqn .. If Increased opitte analgesia was ~equired increasing the 
oramotph doa •lid frequency could have provided this. I would judge it poor 
management t~o i ·ally commence both diamorphine art; midazolam. The 
combination coul result in profound respiratOtY depres""n and it would have 
been more ap ·ate to review the responee to diam~phine alone before 
commenemg mid am. 

3.14 I am concerned~ the initial note entry by Or Barton an ;21 .. September 1998 
that she was h y for nursing staff to confirm death, lllere was no indication 
by er Lord that M Barton was expected to die, and Dr &:arton does not liSt the 
reason she wou ·have eauae to consider Mr Cunninghf.m would dia within the 
naxt 24 hours he was reviewed the following day,,by medical staff. rn 
my opinion it is of ncern that the nursing notes sugg~ the diamorphine and 
midazolam infus. were commancced becauee of Ur CuMingham's 
behaviour ~ in the nursing entry on 22M Septemtaer. · 

3.15 Hyoscine was menced on 23"' September after Mr (!urmingham had 
become 'chesty' might. I consider it very poor practt.:e that there ia no 
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record of Mr Cu ingham being examined by a doctor f~!llowing admission on . r; 
21• September, a deCision to tr~ 'Y!!t~•~UY~-~ tit. t"'-..... ~rn· ~ , 
appears to have n made by the ~~~~ staff. At thil- stage Mr '--\, A. 

Cunningham's re 'ratory signs are tikely to have been due to 
bronchopneumon or respiratory depression resulting ~· depressed cklarance 
of bronchial se ·ons. A medical a&&estunent waa ve~· necessary at this 
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stage to diagnose;tha cause of symptoms and to cons~ar treatment with 
antibiOtiC$ or redu~ion in the do•• of diamorphine and ~lidazolam. 

3.16 Again I consider ~very poor practice thet the midazola~ was increased from 
20mgl24hr to 60rrfg/24 hr at 2000h on 23,. September. :fhere is no entry in tht 
medical notes to ecl)tain this dose increase. The deci&iC~ to triple the ' 

· midaZolam dose ~ars to have been made by a me~r of nur$ing staff as 
the nursing notes record "agitated at 2300h, syringe dritler boosted with effect" 

I 

3.17 A medical asses · ent ehould have ~en obtained bef~ the decision to 
increase the m· lam dose was made. At the very reest Mr Cunningham's 
problems Should ve been discutsed with on eall medbl staff. Mr 
Cunnfngham'a iOn may have been due to pain, whjere increasing 
analgesia would been appropriate, or hypoxia (lad~ of oxygen). If Mr 
Cunningham's ·on was due to hypoxia a number oc intervention& may 
have been indtca$d. Reducing tha diamorphine and mi.ofam dose would 
have been approlfriate if hypoxia was due to respiratory'Aepression. 
Commencement •f oxygen therapy and possibly antibici,jcs would have been 
appropriate='f h · xi• was due to pneumonia. Reducinfithe dOse diamotphine 
or rnidazolam _ have been indicated if hypoxia •due to dn.~g-induced 
reepiratory ion. The deciSion to increase the m~uotam dose was not 
appropriately ma4e by the ward nursing staff without di~ion with mediGat 
~. . 

3.18 When Mr Cunni=· ham was reviewed- by Or Lord on 24"-.September he was 
very unweD but is not a clear description.of his re~ratory status or 
whether he had ns of pneumonia. At this stage Or Lc,rd notes Mr 
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Cunningham ie intpain, but does not state the site of h•;pain_ lt is not clear to 
me whether the ~btequent alteratiOn in infusion rate o~ diamorphine. hy0$Cintr. 
and midamlam ~s discu&:sed with and sanctioned by £K Lord or Or Barton. I 
consider the increjase in midazolam from eomg/24 hr to ~4 hr was 
inappropriate as response to the obseNation that Mr C:unningham was in 
pain. tt would ha bMn more appropriate to increase ~e diamorphine dose 
or even consider tment with a non-steroidal anti·infl-.mmatory drug. The 1 · 

! increase in mi am dose to BOmg/24 hr would simpJJ· make Mr Cunning ham 
lell conscious n he already appeara to have been (there iS not a Clear 
description of his ious level at this stage). 

3.19 The increase in h oscine dose to 800microg/.24 hr is also difficult to juttify 
when there ie no I'd mat the management of bronc~;at eecretlons was a 
problem. The tu uent threefold increase in diamorAt\ine dose later that 
day to 60mgl24 is in my view very poor practice. Sutltl an increase was 
highly likely to r t in respiratory depression and marktd depression of 
conscious level, of Which eould lead to premature ~th. The description 
of Mr Cunningha , was that analgesia was 'just' controfiing pain and a more 
cautious increaseiin diamorphine dose, certainly no mo(e than two fold, was 

· indicated with cattful review of respiratory status and cG,nscious level after 
steady state tevet of diamorphine would htve been obltined about 20 hou~ 
fatet. A mort ap riate responst to deal with any aa.(.e breakthrough pain is. 
to administer a si le prn {intermittent) dose of opiate b!' the oral or 
intramuscular r • depending on whether Mr cunningt1am was unable to 
swauow at this ti e. · 

u 
• 
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3.20 The increase in b4th diamorphina dose and midazolam ~ose on 26111 

September is diffi~ to justify when there is no record it· the medical or 
nursing notes th.C Mr Cunningham's pain wa• uncont~d. Although it is 
possible to accept the increase in diamorphine dose majr have been 
appropriate if Mr 4unningham wae obeervtd to be in p~. I find the further 
increase in mid~am dose to 1 00rng/24hr of great eo~. I would 
anticipate that thi dose of mid1zo1am administered witW,:80mg/24hr of 
diamorphine wou be virtually certain to produce reapir;tory depr&hion and 
severe depreuiolt of conscious leVel. This would be e~ to result in 
death In a frail in4viduaf such as Mr Cunningham .. I ~ e~et to see very 
clear reasons for fla use Of such doses recorded rn the l'nedical notes. 

3.21 I c.n ftnd no ~· of Mr Cunningham receiving ~. ood or; fluids foUowing his 
admiMion on 21" eptember deSpite a note from Or Loi,d that Mr Cunningham 
waa to receive a • igh protein diet'. There is no indicati~ in the medieat or 
nutaJng notes a whether this had been diaeusSed, bM given that Mr 
Cunningham was jadmitted with the intention of retuminl to his Nursing Home 
{it was to be held ~n for 3 weeks) I would expect the ides to record a clear 
discussion and d~sion making process involving senior medical st~ff 
accounting for thf4 deCiSion to not administer subcutanct;JUs fluids and/or 
naaogaatric nutritiPn onoe Mr CUnnlngham was commeti~ on drugs Which 
may have made t'tm unable to swallow fluids or food. . 

Recorded eau ... of~ 
3.22 The recorded ca"'e of death was bronchopneumonia~ contributory causes 

of Parkinson's d~ and sacral ulcer. A poet morte"'wa' not obtained and 
the recorded caua were in my opinion reasonable. lt it; possible that Mr 
Cunningham diad. ftom drug induced respiratory c:le~lon without 
bronchopneumon present or from the combined effec-. of 
bronchopneumon and drug·induoed respiratory depre~ot'l. Mr Cunningham 
wu at high risk developing pneumonia even if he had not received sedative 
or opilte drugs, onchopneumonil can occur u • secC.-ndary complicatiOn of 
opiate and secta · induC8d respiratory depression. In the absence of post· 
mortem, radio!Ogi I data (chest Xray) or recordings of .. r Cunningham's 
respiratory rate I · uld consider the recorded cause of d,eath of 
bronchopneumon as reasonable. Even if the staff had considered Mr 
CUnningham hid rug .. in<fuced respiratory depression • a contributory factor, 
it would not be us al medical practice to enter this as a f;ontributory cause of 
death where the ministration of such drugs was consi,.Nred appropriate for 
symptom relief. , 

Dutyofc1rellauu i 
3.23 Medicll and nura g staff on Dryad ward had .a duty of Qllra to deliver medical 

and nursing care attempt to heal Mr cunnlngham~s s4a'a1 ulcer and to 
document the eft of drugs prescribed. In my opiniol'! thi$ duty of are was 
not adequately m and the denial of fluid and diet and "es~ion of high 
doses of diamo ine and midazolam was poor practica and may have 
contributed to Mr unningham's daath. · 
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Summaay . 
3.24 In summary altho'*gh Mr Cunningham was admitted for ~edical and nursing 

care to attempt to heal and control pain from his sacrall.lcer, Or Barton and 
the ward staff a~=· ar to have considered Mr Cunninghan was dying and had 
been admitted for •rminal care. The medical and nursi~tQ recorda are 
inadequate in do enting his elinic:al state at this time .. ; The initial prescription 
of subeutaneous ctiamorpnine, midaZolam and hyoscina:by Or Barton was in 
my view reckless. The dose increases undertaken by nursing stJff were 
inappropria1e if nri undertaken after medical assessmel'lt and review of Mr 
Cunninghsm. I cOnsider it highly likely that Mr Cunningi.am experienced 
respiratory depreiSion and profound depression of eons:ious level due to the 
infu. siQn of diamot·ne and midaZolam. I consider the .,ses of these drugs 
prescribed and a inistered were inappropriate and that these drugs most 
likely contributed his death through pnaumQnia and/at respiratory 
depression. 1 · · 

• 
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ALICE WILKIE 

CourN of Events 
4.1 Alice Wflkie was 81 years old when admitted under the ~re of Or Lord, by her 

general practition.r on 31at July 1998 from Addenbroo~ Rest Home to PhilliP 
Ward, DepartrnerJ of Medicine for Elderly People, at tht Queen Alexandra 
HosPital. Partsm;th. The general practitioner referral~ states !(This 
demented lady h been in this psychogeriiJiric care ~ne for a year. She haa 
a UTI early this elc and hes not responded to trlmetheprim. Having fallen 18111. 
night, she is not ,.fusing fluids and is btoOming a little ~ty~ The mediCal 
admitting notes r~rd she was taking prozac (fluoxetine) syrup 20 mg once 
daily, codanthramer S..1 Oml nocte, kactulose 1 Oml once ~aily zopiclane 1.875 or 
3. 75rng I'\OCte anipromaZi·ne syrup 25mg aa required. pn e)(amination she 
had a fever and lateral eo. njunctivitis but na other aignl.ficant findings. The 
admitting doctor iagnosetf a urinary tract infection and:;commenced 
intravenous anti tics to be administered after a blood ~ulture and catheter 
speQiman of u~· had been obtained. The following d:laONR (do not 
reauecitate) ie r. ad in the notes. On 3rd August 1 the medical notes 
record the fever settled, that she was taking some ttuids orally, was taking 
the antibiot'=Au · entin elildr orally and receiving subc~-itaneoua fluids. The 
notes then · (date not clear) that her Mental Test t,icore was 0/10 and 
Barthel1120 (ind' ting severe dependency). Mrs 'MI~ was to be transferred 
to Daedalus NH!\ continuing care ward on ff' August 1 f98 with a note that her 
bed was to be lcej)t at Addenbrooke Rest Home. . 

l 

4.2 Following transfet on 6" August an entry in the medicai·Mtes states 
•Transferred front PhiHips Ward. For 4·6152 only. On At.i9mentin for urr. or 
lord writes on 1ft August 1998 •asrthel 2120. E:stlng Bl!(} drinking bettar. 
Confused and sJt1w. Give up place at Addenbrooka's. NV (review) in 1112 
(one month} -if nt> ~ist medical or nursing proble~ts D (disCharge) to a 
NIHome. Stop ll~etine•. The next entry is by Dr Bartdn on 21 11 August 
"Marked detertor+tiOn over last few days. se analgesia ;;ommenced yestfrday. 
FamHy BWII8 ~nl happy". The final entry is on the same day at 1830h where 
death is confirmep. The most recent record of the pati~t's weight I can find is 
56Kg in April199f'. 

' 
4.3 The nurcing not~·. whiOh have daily entries during her qne week stay on Phid~ 

ward note she w catheterised, was contused at time~ and was sleeping welt 
prior to transfer. nuraino nates on Oa.edalus. ward ~rd .. 818198 
Trans/9rrsd from Hip ward QAH for 4-B weeks asse8fment and observation 
tmd then decide placement. Medical hiatoly of sdvli?ced dementia, urinary 
traet lnf.ction a dehydration" and that she was seen by Or Peter'$. The 
nursing asse&s t &heet notee 11dMS have pain at tinjJs unabltl to ascertain 
wh81'&·. Then ·on care plan states on 611 August 19f8 ·oue to dementia 
pati8nt has a p diatsry intake". And dietary intake is ~'ecorded between 12111 

Auguat and 18111 at but not before or following the~ dates. Nursing 
entries in the eo d record state on 17" August 1998 ,CondtYion has generally 
deteriorated ove e WMI<end Daughter seen· BWBI8 U,at mums condition is 
WOI'Mning, agte active treatment not appropriate anq to use of syringe driver 
if M/8 Wilkie is in pain". There is no entry in the notes on 2rr August or 
preceding few daft Indicating Mrs Wilkie was in pain. · 

21 
11. • 
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4.~ A nursing entry of121 11 August 1998 at 125Sh sta~~ "Capdition deterior~ting 
during morning. Qsughter and granddaughters vtsited 1¥1d stayed. Patront 
comfortable and PJiln free". There are a number of routl~e entries in tne period 
s-' August 1998 t~ death on 21 11 August 1998 in nutrition~ pressure area care, 
constipation, cat~tar care, and personal hygiene. The ~,ursing care plan 
records no signift<$ant deterioration unti121 11 August whn it is noted death waa 
pronounced at 21tOh by &taff nurse Sylvia Roberts. cause of death was 
recorded as brontl'lopneumonia. 

4. 5 The drug charta r•cords that Or Barton prescribed as a !egular daily review 
(not intermittent ._ required) prescription diamorphine 20-200mgJ24hr, 
hyoscine 200.8~icrogl24hr and miduolam 20-80mgl24hr all to be 
administered subfUtaneously. The prescription is not d•ted. Orugs were first 
administered on ~~~~ August, diamorphine at 30mg/24h~.and midazolam 
20mgl24hr from 1~50h and then again on 21" August. e,rs Wukie had not 
been prescribed ~ administered any analgesic drugs d~ing her admission to 
~~alus war~ prior to a~ministration of the diamorphi~ an.d midazolam . 
1nfus1ons. Dunng J,e penod 16"'-18"' August she was J)Atscnbed and roce1ved 
zopiclone (a sedative hypnotic) 3.75mg nocta and co-d.nthramer 5-10ml (a 
laxative) orally. ,. 

Opinion on patient m.-.agement 

Leadel"'hlp. rolea. r•=:· albUitlea and communication in.,napec.t of the 
clinician• lnvol · 

4.6 Primary responsi ility for the medical care of Mrs Wlllde during her admission 
to Oaedalus warcJilay with Or Lord, as the consultant retpon1ible for her cars. 
She saw Mrs VVil~e on 1 O"' August 1998, 11 days prior to her death. My 
understanding is at day-tO-day medical eare was the r:esponsibility of the 
clinical assistant Barton and during out of hours periqd the on call doctor 
based at the Qu n Alexander Hospital. Ward nursing :rtaff were responsible 
for assessing an monitoring Mrs Wilkie and informing fj1edical staff of any 
signlficlnt deteri ation. · 

Accuracy of dlagnoa .. and prognoela lnc;luding risk au-.menta 
4. 7 The initial dlagno is of a urinary tract infection and de~dration was re~aonablc 

and appears corr et. Mrs Wilkie had a diagnosis of dententla, which there wa1 
clear evidence fo The entry by Or Lord on 10111 Augusf 1998 provides a 
reasonable ass ment of her functional level at thia tirt>e, and a pt.an to review 
appropriats plac ent in one month's time. No diagnotis was made to explain · 
the deterioration rs Witkie ia reported to have experie~ around 15th 
AuiUit. There Is o medical assessment in the notes fC'tllowing 1 r1' August 
except documen ion on 21 111 August 1998 of a marked;deterioration. There is 
no dear eviden that Mrs Wilkle was in pain although t;he was commenced 
on opiate analge cs. 

Evaluation of druge •~ribed and the administration ....,fmens 
4.8 No information Is ecorded in the medical or nursing not-a to explain why Mrs 

Wilkie wea com need on diamorphine and hyoscino i~lfuaions. In my opinion 
there was no indi tion for the use of diamorphine and ttyoacine in Mrs Wilkie. 
Other oral analg ics. such as para~tamol and mild o~11te drugs could and 
should first have n tried, if Mrs Wilkie was in pain, although there is no 

2.2 
..... .,. .. ' ,..... .... ;"\,"" ,.,... ...._. ............. ,. 
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evidence that ana WA&. If those were inadequate oral 11'\)rphine would have 
been the nex1 ap~opriate choice. From the information .1 have seen in the 
notes it appears t~e diamorphine and midazolam may huve been commenced 
for non-specific relsons, perhaps as a non-defined palli~ive reasons as it was 
judged she was lileety to die in the near future. 

4.9 1 consider the unclited prescription by Dr Barton of subc.staneous diamorphine 
20.200mg/24hr p,, hyoscine 200-B00microgl24hr and ittidazolam 20. 
80mgl24hr to be toor pradiee and potentially very haz•·dous. I consider it 
poor and hazardoi.Js management to initially commence;both diamorphine and 
midazolem in a tr4il elderly underweight patient with de~entia such as Mrs 
Wilkie. The ~mt:fnation could result in profound respi~tory depression and it 
would have been tylore appropriate to review tho response to diamorphine 
alone before com~eneing midazolam, had it been appr1•priate to commence 
subcutaneous analgesia, which as I have stated before :iwas not the case. 

Quality and sufflclen~of the medical reeords 
4. 10 The medical and ursing records during her stay on Datdalus ward are 

inadequate not s ciently d9talled, and do not provide i• clear picture of Mrs 
Wtlkie's condition; In my opinion the standard of the not .. s falls below the 
expected level of documentation an a continuing care or rehabilitation ward. 
The assessmont 'Y Or Lord on 1 0111 August 1998 is the t.1nly satisfactory 
medical note entrJ during her 15 day stay on Oaadalus •.vard. 

Approprtatenaa and Juatlflcatlon of th• declatons that wtJre made 
4.11 As discussed a~e I do not consider the decision to canmenca diamorphine 

and hyoscine wa• appropriate on the basis of the infom.ation recorded in the 
clinical notes. ! 

Recorded causes of ••th 
4.12 There was no s~ifie evldenee that bronchopneumonia was present, although 

this is a common pre .. terminal event in frail older peoplfl1 and i& often entered 
as the final ea us• of death in frail older patients. I am surprised the death 
certirteate did not' pparently refer to Mrs \Nilkie's dam~•tia as a contributory 
cause. lt is possi le Mrs Wilkie's death was due at least in part to respiratory 
depreesion from e diamorphine she received, or that t1e diamorphine led to 
the development f bronchopneumonia. However since there are no clear 
observations of rs Wilkie's respiratory obServations it ~~ dtfficult to know 
whether respirat depression was preaent Mrs Wilkle ;!eteriorated prior to 
administration of iamorphine and midazolam infusion, .tnd in view of this. my 
opinion would be at although the opiate and sedative ~~rugs administered 
may have hasten d death, and these drugs were not i~icated. Mrs Wilkie may 
well have died at he time she did even if she had not rt~ceived the diamorphine 
and mida%olam lr1fusiona. 

Duty of care luuea ' 
4.13 Medical and nuraj\g stlilff on Daedalus ward had a duty-Of care to deliver 

medical and nu~· g care, to monitor, and to document :me effects of drugs 
prescribed to M Wilkie. In my opinion this duty of carte was not adequately 

. met, the preacrip . n of diamorphine and midazolam was poor practice and this 
may have contri ed to Mrs Wdkie's death. · 

r''7'1 t:r.('>T Tfl '1:::1fT,_,T 
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Summary 
4.14 In my opinion the prescription of subcutaneous diamorpt1ine and midazolam 

was inappropriate, and probably resulted in depressed c·onscious level and 
respiratory depre•ion, which may have haStened her d4tath. However Mrs 
Wilkie was a frail tery dependent lady with dementia whl was at high risk of 
developing pneur!fonia. lt Is possible she would have dod from pneumonia 
even if she had n$t been administered the subcutaneow sedative and opiate 
drugs. 
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Robart WILSON 

5.1 Mr Wilson was 7Sjyears old man when he was admittecUo Queen Alexandra 
Hospital on 22,., ~ptember 1998 after he sustained a ~oximal fracture of the 
left humerus. Ha ..,a& treated with morphine. initially.adi;ninistered 
intravenously and~hen subcutaneously. He developed yomiting. On 24"' 
September he wa; given 5mg diamorphine and lost se,ation in the left hand. 
On 2rJI' Septemb$" an entry in the medical notes states \'ref to sociel worlcer, 
review ffiSus statt4s. Not for resuscitation in view of qus•ty of life snd poor 
prognosis". · 

5.2 On 1"' October th• notes record he was .. not k&en on re~ridentisl home and 
wished to return t~ his own home·. r·-·-Code-·A·-·-i Con&ulf!lnt in Old Age 

• : ~·-·-·-,-·-·-·-c·-·-·-·c;~~~~·A-·-·-·-·· i tll 
Psych1atry on Bth~ctober 1998, saw h1m. '-~-·---··-···•letter on 8 October 
notes that Mr Wil.,n had been sleepy and withdrawn arid low in mood but was 
now eating and d•nking well and appeared brighter in rr{ood. His Barthel scort 
was 5/20. Or lu'*nat noted ha had a heavy alcohol int•e during the last 5 
years. At the tim4 he was seen by L.·-·c:·o-de-A-·-·1 her was i•rescribed thiamine 
100 mg daily, mu.lvitamins two tabl&tS-aarfy~-·senna two.Jablets daily, 
magnesium hydrclldde 10 mls twice daily and paracetamol 1g four time daily. 
On e~am~nation~ h~~-r:!.!iJ.~!~_i!:!"pair~ cggnitive fundiort. (Mini Mental State 
Exam•nat•on 241 ). ! Code A eonsidered Mr Wilson rn1ght have developed 
an ear1y dementi whfch-coufd._tiave been alcohol relat~. Alzheimer's disease 
or vascular deme tia. An antidepressant trazadone 50mg nocte was 
commenced. i-·-·-c-oCie-·A·-·-·:states at the end e>f her letter ~On the practical side 
he msy well requ~-· ·-·-nuis/ng home csre though at the ~;ment he is strongly 
opposed to that · a I shs/1 be hsppy to a"angs follow 'P by our team once M 

know when and he i$ going to be discharged'. 0, 1 ~ October the 
medical notes re(l)rd a ward round took place, that he ~Quired both nursing 
and medical careJ was at risk of falling and that a short i,ipell in long-term NHS 
care would be a~· rcpriate. ReViewing the drug charts Mr Wilson was taking 
tWUiar soluble cetamol (1g four times daily) and ea:leine phosphate 30mg 
as required for p n. Between 8111 and 13"' October Mr Wilson was 
administered fou~doses of 30mg codeine. Mr Wilson's ~eight in March 1997 
was 93Kg 

l 
5.3 On the 141ft Octo~r'Mr Wilson was transferred to Orya~ Ward. An entry in the 

medical notes by Pr Barton reads M Transfer to Dryad wUd continuing care. 
HPC fracture hu . ros. needs help with ADL (activities af Daily Living), 
hoisting, contine • Barth817. Lives with wife. Plen futa_ler mobJ1isation". On 
18"' November th notes record; 'Decline overnight with;S.O.B. ale? weak 
puiS6. Unrespon ivs to spoken work. Oedetrnl ++ in eims snd legs. 
Diagnosis ?silent I, ? d&cressed _function. ffrusemida to 2 x 40mg om '. 
On 1'rt' October t e notes record 'comfortable but rapid,deterioration'. On 18111 

October staff nu Collins records death at 2340h. CaUse of death is 
recorded as con stive cardiac failure. 

I 

5.4 Nursing notes st~e in the summary section on 14111 Oct~ber ~History of left 
humerus fracture a~m in collar and cuff. Long history ot heavy drinking. L VF 
chronic oedemat us legs. SIB Dr Bsrton. Oramorph 10mgl5ml given. 
Continent of un'n~- uses bottleS'. On, 15" October "C~menced ora morph 
10mgl5ml 4 hrty ~r pain in L arm. Wffe seen by sis. Hamblin who explained 
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Robett's condition is poof. An earlier note states ~settl&d and slept weir. On 
18"' October "seeJt by Dr Knspman an as deteriOJstsd t:Y,,er night. Increase 
frusemide to 80mfdaHy. For A. N. C (active nursing care) . Later that day a 
further entry statet ·patient very bubbly chest this pm. Syringe driver 
commenced 20mf dismorphine, 400mcgs hyoscine. EtfJ/sined to family 
reason for drivef. A separate note on 16ttt October in the nursing care plan 
states ·Mora secrttions - pharyngeal- during the night, but Roberl hasn 1 
bHn distress&d. Appears comlortableD. On 11"' Octobe,· 0515h •Hyoscine 
increased to 600rtcgs as oro-pharyngeal secf9tions incteasing. Diamorphine 
20mg! Later tha• day a further entry states •stow detsrorstion in alrasdy poo1 
condition. Requiribg suction very regularly- copious amounts suctionsd. 
Syringe driver re-Aewed at 15.50 sic diamorphine 40mg, midazolam 20mcgs, 
hyoscine 800 mcgs·. A later note states "night: noisy secretions but not 
distressing Roberf. Suction given as required durlng niglt. Appears 
comfortable·. On '18111 October .. furthBr deterioration in a'ready poor cond1lion. 
Syringe driver reVIewed at 14:40 sic diamorphine 60mg, midazotam 40mg, 
hyoscine 1200mCf1. Continues to require regular suet/or-'. 

5.5 The medication ctarts reCQrd administration of the folloving drugs: 
14 Sep144Sh o•morph 10mg 

2345h olltmorph 1 Omg 
16 Sep 1610h d.morphine 20mgl24 hr, hyoscine 400 nicrog/24hr 

subcutarteous infusion · 
17 Sep0515h dt. morphine 20mg/24hr, hyoscine 600 nicrog/24hr 

1550h d' morphine 40mg/24hr, hyoscine 800 r 'icrog/24hr 
midazol 20mg/24hr 

midazol 40mg/24hr · 
18 Sep 1450h ~morphine 50mg/24hr, hyoscine 120C microg/24hr 

Frusemide was a ministered at a dose of 80mg daily at 0900h on 15111 and 16~~' 
October. An add ional80 mg oral dose was administer-Id at an unstated time 
on 1~ October. 

Opinion on patient m4nagement 

Leadership, rolee. retf>onaJbllitlea and communication In. respect of the 
cliniclana Involved : 
5.6 Responsibility for~he care of Mr Wilson during his admit:sion to Dryad ward la~ 

with Or Lord as ttle consultant responsible for his care. My understanding is 
that day to day rntedical care was delegated to the clinie;tl assistant Or Barton 
and during the o~ of hours responsibility was with the Cf1 caH doctor based at 
Queen A!ex~ndr~ Hospital. W~rd nu~ing staff were res~lOnsib!e ~or assessing 
and mon1tonng "1'" Witson and 1nform1ng medical staff o;: any s1gmficant 
d~terioration. ! 

.. 

5. 7 Dr Luszna.t was ri· sponsible for assessing Mr Wilson anj making further 
recommendation conceming his future care when he \'as seen at Queen 
Alexandra Hospit_ I. 

Accuracy of dlagnosl. and prognosis Including rtak aseeaamants 
5. 8 Or Barton assessed Mr Wilson on 14th October the day. he was transferred to 

Dyed ward. Th$~ was a plan to attempt to improve his mobilisation through 

26 .. 
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rehabilitation Thtre ;a no record of any significant aymttomatic medical 
problems, in parti~lar any record that Mr 'Mison was in pain in the medical . 
notes. The nursirw notes suggest Mr Wilson was presaibed oramorph for PM 
in his arm followit1J his admission to Dryad Ward. He w:as prescribed 
paraoetamol to ta~ as reCluired but did not receive any ;;)aracetamol whilst on 
OryadWard. · 

5.9 MrWilson deteriorated on 15th September when he bee;ame short of breath. 
The working diagtosia was of heart failure due to a myQcardial infarct. 1 do nol 
consider the aus•sment by the on call doctor of Mr Wihon was adequate er 
competent. The,.. Is no record of his blood pressure, clinical examination 
findings in the eh~· st (which might have indicated whethtlr he had &igns of 
pulmonary oede a or pneumonia). In my opinion an Et:G should have been 
obtained that nig , and a Cheat Xray obtained the following morning to provide 
supporting evidert.e for the diagnosis. Mr Wilson was admitted for 
rehabilitation not terminal care and it was necessary an~l appropriate to 
perform reasona~e clinical asseuments and investigatons to make a correct 
diagnosis. ' · · 

5.1 0 FoUowing treatm._,l Mr Wilson was noted to hava had a· rapid deterioration. 
Th• medical and nursing teams appear to have failed tc· consider that Mr 
Wilaon's deterior4tion may have bean due to the diam01phine infusion. In my 
opinion when Mr Wtlson was unconscious the diamorpl'tine infusion should 
have been redu~d or discontinued. The nursing and rt1edical staff failed to 
record Mr Wilson'8 respiratory rate, which was likely to f1ave been reduced. 
because of respi · tory depressant effects of the diamor~hine. The 
diamorphina and yoscine infusion should have been c:tseontinued to 
determine wheth r this was contributing to his deterior~ting state. There is no 
record of the rea on for the prescribing of the midazolam infuaicn commenced 
the day before hi death. At this time the nursing notes record he waa 
comfortable. Mr tson did not improve. The medical Md nursing teams did 
not appear to ~ider that the diamorphine, hyoscine •nd midazolam infusiM 
could be a major contributory factor in Mr Wilson's subtequent deCline. The 
infusion should h.ve been discontinued and the need fc·r this treatment, in my 
opinion unneoes .. ry atthe time of commencement, re-.iewed. 

Evaluation of drugl '*ucrlbed and the adminiatration ~imena 
5.11 The initial prescriPtion and administration of oramorph tl Mr Wllson following 

his transfer to D~ad ward was in my o.pinion inappropr~1te. His pain had beer" 
controlled with r ular paracetamol and aa required eooeine phosphate (a mild 
opiate) pr1or ton· transfer, and In the first instance thet;e should have been 
discontinued. 1 

5.12 I am unable to a abtish when Dr Barton wrote the pre&c::ription for 
subcutaneous di morphine 2Q..200mg/24hr, hyoscine 2J0-800microg/24hr, and 
midazolam 20. 4hr a~ theee are undated. The a' ministration of 
diamorphine and yoseine by subcutaneous infusion at a treatment for the 
diagnoaie of a sll nt myocardial infarction was in my opinion inappropriate. Th~t 
prescription of a lngle dose of intravenous opiate is sttndard treatment for a 
patient with che pain following mvocardial infardion is. appropriate $tandard 
practice but was ~ot indicated In Mr \Mison's case as h•:, did not have pain. 
The prescription tt an initial single dose of diamorphine is appropriate as a 

';7 
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treatment for pul~nary oedema if a patient faits to ra~~nd to intra'v'enous 
diuretics such as tusemide. Mr Wilson was not adminisiered intravenous 
frusemide or anot.er loop dkJretic. Instead only a sing!~ additio~l oral dose of 
frusemide was adcninistered. In my opinion this was an t;nadequate response 

. to Mr 'Nilson't de*rioratlon. The prescription of contin~.'lus subcutaneous. 
infusion of diamo~hine and hyoscine is not appropriate 'treatment for a patient 
wno is pain free ~ha diagnosis of a myocardial Jnfard~)n and heart failure. 
When opiates are! used to treat heart failure. close monloring of blood 
pressure and resAiratory rate, preferably with monitorinG of oxygen saturation 

· ts required. This $~as not undertaken. · 

5.13 The increase in d .. morphine dose to 40mgl24hr and tht..n 60mg124 hr in the 
following 48 hou,.. Is not appropriate wh&n the nursing ~nd medical notes 
record no evidenQe that Mr Wilaon was in pain or dist~ed at this time. This 
was poor practice and potentially very hazardous. Simi~rty the addition of 
midazolam and s~bsequent increa!e in dose to 40mg/24hr was in my opinion 
highly ineppropn•• and would be expected to carry a H;gh risk of producing 
profound depre~ of conscious level and respiratory :tnve. 

Quality and IUffiGIOnct" of the medlc.l recorda 
5. 14 The initial entry i" the medical records by Or Barton on ::4th October is 

reasonable and s~fficient. The subSequent entries relat;.ng to Mr Wilson's 
deterioration are 1'1 my opinion Inadequate, and greater ;detail and the results of 
examination flndi.gs should have been recorded. No j~1ification for the 
increases in dia~rphine. midazo,am and hyoscine do91t are written in the 
mea_ iCQI notes. _ e nursing notes are generally of ade~'uate quaUty but I can 
find no record of _ uid and food intake by Mr Wilson. · 

Approprlateneu and uatlfleatlon of the deciaion• that ~,. made 
5.15 I consider the pr cription of oramorph was inappropriae. The subao~uent 

prescription and inistration of diamorphine, hyosci~ and midazolam' was 
highly inappropri e. not justified by information presenkd in the notes and 
could be expe to resutt in profound depression of ~~nsdous level and 
respiratory depre ion in a frlillil elderty man such as Mr :Nilson. 

: : 

5.16 The recorded ea of death was congestive cardiac ~ure. The limited 
Recorded causes of~th . 

clinical informati reoor~ed in the abaance of a chest ~~ray result or post
mortem findings,~-uggest this may have been the caus~~ of Mr Wilson's death. 
However in my o inion i1 I& highly likely that the diamorjhine, hyoscine and 
mldazolam infusi n led to respiratory depression and/o~ bronchopneumonia 
1nd it is possible. hat Mr Wilson died from drug indu~ respiratory depression. 

Duty of cara iuuea : 
5.17 Medical and nuffig staff on Dryad ward had a duty of e;-.are to deliver 

appropriate medi I and nursing care to Mr Wilson, and to monitor the effects 
of drugs prescri d. In my opinion this duty of care wa~i not adequate. Th@ 
administration of igh doses of diamorphine and midaz~lam was poor practice 
and may have cctrtributed to Mr Wilson's death. 

ZB 
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5.16 L~--~-.9~~C!~e~~-~--~·.J was a trail elderly man with eany dementia wtto was physically 
dependent. Follo~ng his admission to Dryad ward he \'SS, in my opinion, 
inappropriately trsted with high doses of opiate and setiative drugs. These 
drugs are likely to have produced respiratory depressior and/or the 
davelopment of b$::)nchopneumonia and may have eonttbuted to his death 

.. 
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Eva PAGE 

6.1 Eva Page was 87 years old when admitted as an emer9tncy on at" February 
1998 to the OepaJtment of Medicine for Elderly People at Queen Alexandra 
Hospital. The meCiical notes record that she had exper~1nced a general 
deterioration over the last 5 daye was complaining of naJsea and reduced 
appetite and was ~ehydrated. She had felt 'depressed' Juring the l~st few 
weeks. On admi•ion she was taking ramipril Smg onct daily (a treatment for 
heart failure and hyperten•ion), frusemide 40mg once d•aily (treatment for flt,Jid 
retention), digo)(in 125microg once daily (to control irreg,)lar heart rate), sotalot 
40 mg twice daily (to control irregular heart rete), aspirin 75 mg once daily {to 
prevent stroke a~ myocardial infarction) and sertraline 50mg once daily (an 
antidepressant ccrnmenced by her general practitioner un 26"' January 1998). 
A disc:harge sum~ary and medical notes relating to an ;.dmi&sion in May 1997 
states that she w•& admitted with acute confusion, had ieduced movement on 
the right side and was discharged back to hsr rssldential home on aspirin. No 
admitting diagnosis is recorded in the clerking notes writ.ten by Or Harris on 6"' 
February 1998 W they record that •patient refuses iv fl,,;ds snd is willing to 
accept increased bra/ nuids·. 

6.2 On 11' February 1b98 the medical notes rec:ord an opaoty seen on the chest 
Xray and sate "~low. Pools frightened- doesn1 lcl7ftw wily. Nausea and 
??. Little eta e. Nil ',;linically." An increased white cell COl.ont is noted (13.0) and 
antibiotics commenced. A subSequent Chest Xray report (undated) states 
there is a 5cm m•s superimposed on the left hilum highly suspicious of 
malignancy. The medical notes on 11 February 1998 reGard this at the Xray 
meeting. On 12"' F ebruaty 1998 the notes record (? or Shain) 'In view of 
advsncBd age a~ in the management should be palliat;ve care. Charles Wara· 
is au;table. Not rot CPR'. On 13" February the notes r~~rd 'remains v Jaw 
Apptsrs to have ~iven up' dlw son re probably diagnos.s cVw RH (residential 
home) re ebility t4 cope·. The notes record ·son agrees :tot suitable for invasivt~ 
Tx (treatment). Mtttron from RH visiting today will check on ability to cope'. 

6.3 On 19" February ~he notes record she fell on the ward ind experienced minor 
cuts. On 1 ff" Fettuary 'gradual deten·oration. no pain, ton fused. For Charles 
Wsrd she could~· discharged to rommunity from Chanes Ward'. On 19,. 
February the not · summari~e her problems 'probable Carcinoma of the 
bronchus, pr&vi s left ventricular fsiluf9, atrisl flbrillat/o'1, digoxin toxicity and a 
transient isehaen*c attack, that s.he was sleepy but res~onsive, states that she 
is frightened but 4oesn't know why. Says she has rorgcttsn things, not 
~bla to elicit ~hat she can't r&member. tow MTS (rmntal test score). Plan 
encourage orsl fl~ids, sic fluid over night if tolerated. C·mtinue 
antidepressants'. iOn 18111 February tha medical notes sate ·No change. 
Awaiting Charles ~srd bet!. 

6.4 The nursing note• record she was confused but mobiliStJd independently. On 
19" February ah.-was transferred to Charle$ Ward instt,ad of the preferred 
option of a bed alGosport Hospital, which the notes record was full ('no beds';. 
The Queen Alex dra Hospital medical notes record a ~··ummary of her 
problems on 19" ebrua~ prior to transfer as follows • :)iagnosis CA ~ron~hu.s 
probable {no hist ogy} 01ag based on CXR. PMH 95 L VF + AF 95 D1goxm 
toxicity 97 TIA. A~mitted 6.2.98 general deten'oration C;CR? Ca Bronchus. 

I 
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Well defin&d 0 lesion. Exam: sleepy but responsive ans:t/61"$ appropriately. 
States that she is frightened but doesn't know why. Say: she has forgotten 
things. Not possi~ to elicit what she canY remember. L•)W MTS" and "Feels it; 
general tired and 't9ry thirsty. Plan encourage oral fluid~~ sic fluid ovemight is 
tolerated continu~ antidepressants". 

6.5 The medical notes on 23rd February record diagnoses ot depression. dementia. 
? ea bronchus. isC-haemic heart disease and congestive heart failure. On 25111 

February Or Lord records in the medical notes uconfused snd some agitation 
towards strernoot1- evening try tds (three times daily) t/lioridazine, son in 
Gosporl, transfer to Gosport 2712, heminevrin pm nocte. A further entry state& 
'All other drugs st~pped by Dr Lord'. 

6. 6 Mrs Page was t~sfarred to Ol)'ad ward at Gas port War Memorial Hospital on 
2.,.. February 199lt Or Barton writes in the medical notes "Transfer to Dryad 
ward continuing care, Diagnosis of Ca Bronchus on CXH on admission. 
Generally unwell ~ff legs, not eating, bronchoscopy not 'lone, catheterised, 
needs help with ~ting and drinking. needs hoisting, Bafthel D. Family seen 
and well aware o~prognosis. Opiates commenced. I'm tappy for nursing staff 
to confirm death".' The nursing notes state she was admitted for ·palliative 
cat8', that she ha• a urinary catheter (inserted on 22~ February 1998) was 
incontinent of faeces. and was dependent for washing a1d dressing but could 
hold a beaker and pick up small amounts of food. Bartrellndex was 2/20. The: 
nursing action plaf, states ·encourage adequate nuid intake'. On 28"' February 
an entry in the m~ical notes by Or Laing (duty GP) record 'asked to see: 
confustKJ. Feels t»st' agitated esp. night/evening, not in pain, to give 
thioridazine 25mg tds regular, heminevn'n ncct. The nur,aing notes record she 
was very distresst<i and that she was administered thio· idazine and Oramorpt-' 
2.5ml. · 

6.7 On z-t March Or earton records 'no improvsmsnt on maJor tranquillisers. I 
suggest adequatct opioids to control fear and pain; Son 'o be setJn by Dr Lord 
today'. A subseq · nt entry by Or Lord on the same day ttates ' spitting out 
thioridszine, quie r on pm se dlsmorphine. Fentanyl pirtch started today. 
Agitated and calli g oulavan when staff present (diagnuses) 1) Ca Bronchus 
2)? Cerebral me stases. -et {continue) fentanyl pstch~s.' A further entry by 
Or Lord that day rds 'son seen. Cone6med about c;eterioraUon today. 
E'ltplsined about~g,lation snd that drowsiness was prot.ably due in psrt to 
dism011Jhine. He ccspts that his mother is dy;ng and ~1reos W9 continue 
present plan of (management)". 

6.8 On r' March tnerursing notes record •commenced on Fentanyl 25mcg this 
am. Very distres!J!Ui this morning seen by Dr Barlon to t1ave and diamorphine 
5mg ilm (intmmu.culsr) ssme given OB10h by a syringe driver. A further entry 
the same day states "SIB Dr Lord. Diamorphine 5mg ihn given for syringe 
driver with diam~hinsloadecf. on 3111 March a rapid jeterioration in Mrs 
Page's condition recorded 'Neck and left side of body rigid- right side rigid, 
At 1050h diamo hine and·midazolarn were commene&j by syringe driver. 
Death is record later that day at 21 30h, 4 days foUowng admission to Oyad 
ward. 

:.1 
.. 



GMC100891-0374 

03-JRN-2002 15:49 FROM HRMPSHIRE POLICE TO 502074439222 P.13/17 

t?£'d %66 st:~t t00c-J3a-vt 

6.9 The prescription c;t\arts (which are incompletely copied lu notes made available 
to me) indicates~ received the following drugs during t',is admission 
Two doses of intramuscular diamorphine 5 mg were administered at 0800 and 
1500h (date not v_.ib\e) 

28 Feb 1998 1 tooh thioridazine 25mg 
1t20h oramorph 5mg 
2!oon heminevrin 250mg in 5ml 

1 Mar 1998 OfOOh thioridazine 25 mg 
1 aooh thioridazine 25 mg . 
2JOOh heminevrin 250mg 

2 Mar 1998 OfOOh thioridazine 25mg 
oeoon fentanyl 25microg 

3 Mar 1998 1050h diamorphine 20mg/24hr, midamam 20 mg/24hr 
~ subcutaneous Infusion 

On 2.,.. February br Barton prescribed thioridazine 25nlJ (prn tds) and 
Oramorph (10m~ml} 4hrly pm. On 2,.. March Or Bartcn presccibed fentanyl 
25microg patch (~ days) to take as required (prn). On 3"' March Or Barton 
prescribed diamoiphine 20-200mgl24hr, hyoscine 20Q.800ucg/24hr and 
midaz.olam 20·80.,g/24hr by subcutaneous infusion. 
The notes do not tndicate that the fentanyl patch was ramoved and I wouJd 
assume this was tontinued when the diamorphine and r':'lidazolam infusion wa1 
commenced. · 

Opinion on patient m•nagement 

Leadership. rolea. ruponslblllti• and communication In rwapect of the 
clinicians Involved ' 
6.10 Primary responsi~lity for the medical care of Mrs Page during her admission to 

Dryad Ward lay ~h Or Lord, as the consultant reiponsible for his care. She 
saw Mrs Page 2 4ays before her transfer to Dryad ward and two days following 
her admission, t~ day before she died. My understandtng is that day~ to--day 
me~ical care wa the r~sponsibitity of the clinical assist11nt Or Barton and 
dunng out of hou penod the on call doctor based at 1~& Queen Alexander 
Hospital. Ward n rsing staff were responsible for a&&e&ding and monitoring 
Mrs Page and inf+rming medical staff of any significant .~eterioration. ·· 

Accuracy of dlagnoelj and prognoale Including risk ••-•ments 
8.11 The asses&rnent •nd management of Mrs Pag~ at AleXiandra Hospital was in 

my opinion com~tent and considered. From the inforn,ation in the clinical 
notes I would ag with the diagnosis of probable cardnoma of bronchus. 
The decision to scribe an antidepressant was in my \'ll)inion appropriate. 
Prior to transfer t Dryad ward she was not in pain but "as transferred for 
paUiative care. hough Mr& Page was clearly very deJ~endent and unwell, it is 
not clear why Or arton prescribed opiates to Mr& Pagti on admission to Dryad 
ward when there ts no evidence she was in pain. I susptct the reason was to 
provide relief for ... rs Page's anxiety and agitation. This. is a reasonable 
indication for opl.es in the' palliative care of a patient wth known inoperable 
carcinoma. Mrs fage was noted 1o be severely depeneent, Barthel Index 0, 
and in conjuneti~ with a probable carcinoma of the bronchus the assessment 
that the requiredjpalliative care and was likely to die In :he near future was 
appropriate. 

• 
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EvaluatiOn of drugs p.-ecrlbed and the admlnietratlon r~Jmen& 
6.12 The prescription of the major tranquilliser thiortdazine fo• anxiety was 

reasonable and a,propriate. The prescribing of the sedutive/hypnotic dru~ 
heminevrin was siMilarly reasonable although potential JfOblams of sedation 
from the combinafon need to be considered. Mrs Page was not in pain but I 
consider the pres~ption of oramorph on 28111 February ti) attempt to improve 
her distress was $asonable. By 2r~~~ March Mrs Page ra-nained very distressed 
despite prescription of Oramorph, thloridazine and hemhevrin. Since the 
notes reported she was more settled following intramustular diamorphine and 
she had been sp~ng out her oral medication. I would et:•nsider it appropriate tt'~ 
prescribe a transctermal fentanyl patch to provide contirrJing opioid drugs to 
Mrs Page. The toiNest dose patch was administered but it would have been 
important to be aware of the potential for depression of 'espiration and/or 
conscious level th8t could occur. 

6.13 I do not understand why subcutaneous diamorphine anl· midazolam infusions 
were commenced on 3rd March when Mrs Page had de\miorated whilst on the 
fentanyl patch. Ttlere is no indication in the notes that Mrs Page was in pain o,. 
distressed. The ootes describe her as having undergontt a rapid deterioration, 
which could have been due to a number of different cau&es. including a stroke 
or an adverse eff•ct of the fentanyl I'St(:h. In my opinio, the prescription by Or 
BQrton of subcutelf'eous diamorphin. 20-200mg/24hr pn. hyoscine 200-
800mierog124hr af\d midazolam 20-80mg124nr was po(). pradice and 
potentially very hwrdous. I would judge it poor managttment to initially . 
commence bothfamorphine and midazolam in a frail a.derty underweigh.t 
patient such as . Page who was already receiving tr.nsdermal fentanyl. I 
would expect ve . clear reasons to support the use of U .e drugs to be recorded 
in the medical no. s. The combination could result in P'.ofound respiratory 
depression and there are no symptoms recorded which suggest the 
administration of •ither drug was appropriate. 

Quality and autflelan~ of the madiCII recorda 
6.14 The medical and ~ursing records relating to Mrs Page'& admission to Dryad 

ward are in my vitw of adequate quality. although as stuted above the reasons 
for the use of mi<$zolam ·and diamorphine are not recor:jed in either the 
medical or nursint notes. · 

Approprl•teneu •nd lu•tlfteatlon of the decisions th•t ~ne made 
6.15 In my opinion the1majority of management and prescriblng decisions made by 

medical and nurs.-,g staff were appropriate. The excepllon is the prescription 
of diamorphine ffi midazolam on the day of Mrs Page~s death. From the 
information I hav seen in the notes it appears that Or Earton may have 
commenced the iamorphine and midazolam infusion fc r non-specific reasons 
or for non-defin palliative reasons when it was judgeo she was likely to die in 
tha near future. · 

Recorded cauaet of ••th 
6.16 In the absence o~a post-mortem the recorded cause of-death is reasonable. 

Mrs Page had a ~robable carcinoma of th• bronchus ard experienced a slow 
deterioration in tttr general health and functional abilitie-s. lt is possible that 
Mrs Page died from drug induced respiratory deprussia:,, However Mrs Page 
was at nigh risk rl dying from the effects of her probabk-t carcinoma .of the 

,..,...,_,.. .. 
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bronchus even if tf\a had nl)t received sedative and opiate drugs. . 
Bronchopneumon .. can also occur as a complication of ~'Pia~ and sedat1ve 
induced raspiratorV depression but also in patients deteM)ratang from 
malignancy. In tht absence of post·mortem, radiological data {chest Xray) or 
recordings of Mrs Page's respiratory rate I would consi~r the recorded cause 
of daath was pos.ble. The deterioration on between tho 2,., March and 3n1 
March could haveibeen secondary to the fsntanyl patch.:she received but agair1 . 
could have occuned in the absence of receiving this dru'~ .. There are no 
accurate records of Mrs Page's respiratory rate but slgll,ficant potentially fatal 
respiratory depre4sion was likely to have resulted could :ha\le resulted from the 
combination of di.morphine, midazolam and fentanyl. 

Duty of care IMuta 
6.17 Medical and nursing staff on Dryad ward had a duty of c.ere to deliver mediC31 

and nursing care, to monitor Mrs Page and to documen~ the effects of drugs 
prescribed. In m~ opinion this duty of care was adequa\Biy met except during 
the last day of hef life when the prescription of diamorpt:•ne and midazolam 
was poor practi~ and may have contributed to Mrs Wil.ie's death. 

Summary 
6.18 Mrs Page was a ftail elderly lady with probable carcinoma of the bronchus whc1 

had been detenorlting during the two weeks prior to ad':f'iSsion to Dryad ward. 
In general I consi,er the medical and nursing care she received was 
appropriate and d adequate quality. However I cannot f.1entify a reason for the 
prescription of su.cutaneous diamorphine, m·idazolam M1d hyoscine by Or 
Barton on the 3"'~~rch. In my view this wa~ an i~appre,prlata, potentially 
hazardous presc 10n. I would consider it highly hkely l'ult Mrs Page 
experienced res tory depression and profound depra5sion of conscious 
level from the eo bination of these two drugs and fenta,yl but I cannot 
exclude other ca4&es for h&r deterioration and death at ;'.his time such as 
stroke or pneumef"ia. 

' 
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Opinion on clinical .. anagemant at Goeport War Mert.lorial Hoapltal 
based on review of ftve cases praaentad by Hampsht .. Police 

7.1 My opinion on the five cases I have ~n asked to raviel~ at Gosp.ort ~ar 
Memorial Hospital must be considered rn context. My u~1derstand1ng ts that the 
fiVe c:aaea have bten selected by Hampthlre Police bec:ause of concerns 
expressed relatinQ to the management of these patients Therefore my 
comments should; not be interpreted as an opinion on the quality of care in 
general at Gospo• War Memorial Hospital or of the ge~ual quality of ea re by 
the clinicians invoived. My comments atso relate to a pt:riod 2-4 years ago anc~ 
the current clinicaf practice at the hospital may be very tlfferent today. An 
opinion on the qu.lity of care in general at the hospital er of the clinicians 
would require a sjstematic review of cases, selected at ·andom or with pre· 
defined patient ctaracteristics. Examination of selected cases is not an 
appropriate mechanism to comment on the general Qualty of care of an 
institution or indi~ual practitioners. 

7.2 However having reviewed the five cases I would considtJrthey raise a number 
of concerns that merit further examination by independent enquiry. Such 
enquiries could bf made through further police interviev.a or perhaps more 
appropriately throi,Jgh mechanisms within the National t-o:ealth Service, such as 
the Commission fOr Health Improvement, and professional medical and nursin~ 
bodies such as th8 General Medical Council or United .-:lngdom Central 
Council for Nursety, Midwifery and Health Visiting. 

7.3 My principle concerns relate to the following three area' of practice: 
prescription and l$:tministration of subcUtaneous infusioos of opiate and 
sedative drugs in patients with non-malignant disease, lack of training and 
appropriate medi4al supervision of decisions made by n Jrsing staff, and the 
level of nursing a•d non-consultant medical skills on the wards in relation to 
the management of older people with rehabilitation neecl&. 

7.4 In all five cases swbcutaneous infusion• of diamorphine and in combination 
with sedative druts were administered to older people·v,ho were mostly 
admitted for reha~ilitation. One patient with carcinoma (f the bronchus was 
admitted for palli.ive care. Although intravenous infus~)n of these drugs are 
used frequently if1 intensive care settings. very close mc·nitoring of patients is 
undertaken to e"'ure respiratory depression does net c:;c1.1r. Subcutaneous 
infusion of tha&e «rugs is also used in palliative care, bt. t the British National 
Formulary indicates this route should be used only whei' the patient is unable 
to take medicines by mouth, has malignant bowel obstmction or where the 
patient does net •ish to take regular medication (Apper,di)( 2). In only one 
case were these ~riteria ctaar1y fulfilled i.e. in Mrs Page who was refusing to 
take oral medieaQon.·Opiate and sedative drugs used were frequently used at 
excessive doses tmd in combination with often no indicHtion for dose 
escalation that toek place. There was a failure by med~AJJ and nursing staff to 
recognise or resr::mnd to severe adverse effects of deprussed respiratory 
function and con$Cious level that seemed to have occurred in all five patient!. 
Nursing and medical staff appeared to have little knowl(idge of the adverse 
effects of these cttJgs in older people. 

.. 
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Review of the cas•s suggested that tha decision to com,l"'ence and increas~ 
the dose of diamofphine and sedative drugs might have !)een ~ade by n_u~~tng 
staff without appr(J)riate consultation with medical staff. There ts a posstbtlity 
that prescriptions of subcutaneous Infusions of diamorpt'Jne, mi.daz~lam al'ld 
hyoscine may ha.,. been routinely written up for many o~der frail patl~nts . 
admitted to Oaedtlus and Oryad wards, which nurses t~tn had the d1scretton 
to eommence. Thla practice If present was highly lnapprupriate, hazardous to 
patients and sug'*sts failure of the senior hospital mecU~I and managerial 
staff to monitor ari:S supervise care on the ward. Routi~t use of opiate and 
sedative drug inf~ions without clear indications for their use would raise 
concerns that a C1ilturo of ~involuntary euthanasia· existud on the ward. Closel' 
enquiry into the V41rd practice, philosophy and individual staffs understanding 
of these practice&! would be necessary to establish wher"ler this wa!i the case. 
Any problems ma·~ have been due to inadequate traininn in management of 
older patients. lt f.'ould be important to examine levels c•f staffing in relation to 
patient need duririg this period. as the failure to keep aqequate nursing recordtio 
could have result~ from under-staffing of the ward. Sif:1ilarfy there may have 
been inadequate tenior medical staff input into the wares, and it would be 
important to exan1ine this in detail, both in terms of wee{:ly patient contact and 
in time available=lead practice developme. nt on .the Wirds. My review of Or 
Lord's medical n es and her statement leads me to cor dude she is a 
competent, thoug I geriatrician who had a considerat4e clinical wor1c:load 
during the period Jh• above cases took place. 

7.6 I consider the fivQ cases raise serious concerns about the general 
management of *er people admitted for rehabilitation ,n Oaedalus and Dryad 
wards and that the level of skills of nursing and non-consultant medical staff. 
particularly Or Batton,.wera not adequate at the time th~se patients were 
admitted. · 

7.7 Having reviswsd the five cases presented to me by Har1pshire Police, I 
consider they rai• serious concerns about nursing and medical practice on 
Daedalus and Drjad wards at Gosport War Memorial!-hspital. In my opinion a 
review of practice! at the institution is necessary. if this ~as not already taken 
place. I would retmmend that if criminal pro~ings ·~to not take place, that· 
these eases are ought to the attention of the General Medica\ Council and 
United Kingdom antral Council for Nursery, Midwifery and Health Visiting, in 

. relation to the pr~essional competence of the medical a1nd nursing staff, and 
the Commis5ion tr Health Improvement. in relation to t,e quality of service 
provided to older people in the Trust. 
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