GMC100896-0001

£

é?

i
i
i
|

g




GMC100896-0002




GMC100896-0003




GMC100896-0004

regular drug doses and the re-evaluation of patients. Increases in drug dose or substitution
of a more powerful analgesic is required if analgesia is not achieved. If patients experience
adverse effects a reduction in dose or change in drug is required.

5. The management of chronic pain is more complex and requires a consideration of
potential long-term adverse effects of drugs and consideration of risks of addiction and the
use of other psychological interventional approaches. *

6. Good basic principles to follow are to keep drug regimens simple, to reassess patients
frequently and recognise that drug doses need to be individualised and that in some patients
large doses may be required. There have been concerns that older people may be denied
adequate analgesia because of undue concerns about adverse effects from moderate and
potent analgesics.

7. The analgesic ladder is a commonly used framework for using analgesic drugs. Drugs
are grouped into 3 main classes related to the severity of pain for which they are suitabie to
. be prescribed. For mild pain non-opioid analgesics such as aspirin, paracetamol and
ibuprofen are recommended. If these are ineffective or if the patient has more severe pain
more potent anti-inflammatory drugs, such as diclofenac or naproxen, or mild opioids
{codeine or dihydrocodeine) should be given in combination with paracetamol. For patients
who are in severe pain or fail to achieve pain control on drugs for moderate pain more
potent opioids (morphine, diamorphine) are recommended.

8. in the majority of patients with acute pain initial treatment would therefore be with
drugs from the first two steps of the analgesic fadder (mild or moderate pain) with initial use
of opioids only in patients with very severe pain (such as a fractured limb) or in patients who
have failed to respond tec appropriate doses of drugs used for moderate pain. In addition
other therapies particularly anti-depressants and anti-epileptic drugs are used in patients
with severe or chronic pain.

9. The most important aspect of good pain management is regular review of the patient
and identification of adverse effects. Initial use of potent opioid drugs carries a risk
particularly in older people of adverse effects with respiratory depression, hypotension,

. constipation, drowsiness, nausea and vomiting which could be avoided if pain is controlled
‘ with mild or moderate analgesics.

Use of opioid medication

10. The most commonly prescribed opioid is morphine and unless patients are unable to
swallow initial dosing should be orally. The British National Formulary” states that morphine
should be given regularly every 4 hours orally with an initial dose of 5-10mg. In frail elderly
patients a starting dose of 5mg is preferred, The BNF states “to reduce doses recommended
in elderly or debilitated patients”. If pain relief is not obtained or is not sustained for 4
hours dose is usually increased by 50%. When pain is controlied it is common practice to
switch patients to an oral sustained release preparation to reduce the frequency with which
patients need to take medication. Laxatives such as senna or lactulose should be
commenced to avoid constipation when morphine or other potent opioids are prescribed,
nausea and vomiting should be treated with metoclopramide or haloperidol as required.
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The parenteral route and that is the administration of opioids by intramuscular
intravenous or percutaneous injection is used where more rapid pain relief is required or
patients are unable to swallow as is commonly the case in patients who are receiving
palliative care and deteriorating. The parenteral route is also used if bowel obstruction is
present and absorption may be impaired or if patients express the desire not to take the
medication. Diamorphine is the preferred opioid to use for injection® because it is more
soluble than morphine and can be given in a smaller voiume. The equivalent intramuscular
or subcutaneous dose is approximately one third of the orat dose of morphine.

Syringe drivers are used to give a continuous subcutaneous infusion of a drug or
drugs. This avoids the problems of repeated intramuscular or subcutaneous injections which
can be a source of discomfort in older cachectic {frail, thin, muscle wasted) patients. The
BNF conflrms that indications for use of the parenteral route are patients unable to take
medicines by mouth because of nausea and vomiting, drowsiness or coma, bowel
obstruction and if the patient does not wish to take regular medication by mouth. Incorrect
use of syringe drivers are common cause of drug errors therefore it is important that staff
using syringe drivers are appropriately trained and the rate settings on syringe drivers are
clearly identified and differentiated?.

The BNF reports a number of potential problems with syringe drivers. If an infusion
runs too quickly patients may experience considerable toxicity and adverse effects. If an
infusion runs too slowly patients will not receive adequate analgesia. There may also be
injection site reactions. Infusions can run too quickly if the rate setting is set incorrectly, or
drug calculations have been incorrectly performed. Infusions can run too slowly if the start
button has not been used correctly, the batteries run out or there are problems with the
syringe driver or cannula connections. Use of a syringe driver is an important clinical
decision and the reasons why this is done should always be clearly documented in the
medical records.

The British National Formulary provides clear advice on the process of administering
equivalent doses of orally administered morphine and parentrally administered
diamorphine®. There are situations where it is appropriate to administer sedative drugs in
conjunction with opioid analgesics. However in these circumstances close monitoring is
required. Failing to adequately monitor patient may result in life-threatening respiratory
depression.

Issues in elderly patients

15.

16.

It is well described that older individuals are more sensitive to opioid drugs and older
individuals clear the drug less rapidly from the body and studies suggest the duration of pain
relief is 50% more in individuals over the age of 70 compared to those under the age of 30
years. It is usual to start with 5 mg rather than 10mg initial oral dose of morphine in frail
older people. If an older individual is in considerable acute severe pain or is not frail and
above average height and weight is not necessarily unreasonable to start with 10mg dose
but patients need to be closely monitored.

In the chapter on pain relief in ‘Drugs and the Older Person;’ Crome writes on the
treatment of acute pain; ‘Treat the underlying cause and give adequate pain relief. The
nature of the painful condition, the response of the patients and the presence of comorbidity
will dictate whether to start with a mild analgesic of or to go Immediately to a more patent
drug. In order to avoid the situation that patients remain in pain, “starting fow” must be
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followed by regular re-evaluation with, if necessary, frequent increases in drug dose. The
usual method of prescribing morphine for chronic pain Is to start with standard oral
morphine in a dose of 5-10mg every four hours. The dose should be halved in frail older
people.

17. The British National Formulary states in the ‘Prescribing for the Elderly’ section: The
ageing nervous system shows increased susceptibility to many commonly used drugs, such as
oploid analgesics, benzodiazepines, antipsychotics and anti parkinsonian drugs, all of which
must be used with caution’ (BNF 36 1998 page 15).

Medical Assessment

18, Doctors have a responsibility to provide good standards of care. GMC guidelines on
good medical practice (1995) state; Patients are entitled to good standards of practice and
care from their doctors. Essential elements of this are professional competence, good
relationships with patients and cofleagues and observarice of professional ethical
obligations.” The section on good clinical care states;

“You must take suitable and prompt action when necessary. This must inciude:
¢ An adequate assessment of the patient’s condition based on the history and cfinical
signs including, where necessary, an appropriate examination
s providing or arranging investigations or treatment where necessary
s Referring the patient to another practitioner, when indicated

In providing care you must:

s recognise the limits of your professlonal competence

e be willing to consult colleagues

s be competent when making diagnoses and when giving or arranging treatment

o keep clear, accurate, and contemporaneous patlent records which report the relevant
clinical findings the decisions made, information given to patients and any drugs or
other treatment prescribed

» keep colleagues informed when sharing the care of patients

* pay due regard to efficacy and the use of resources

o prescribe only the treatment, drugs, or appliances that serve patients’ needs

The 1995 GMC Guidelines state in the section on delegating care to non-medical staff and
students “You may delegate medical care to nurses and other health care staff who are not
registered medical practitioners if you believe it is best for the patient. But you must be sure
that the person to whom you delegate is competent to undertake the procedure or therapy
involved. When delegating care or treatment, you must always pass on enough information

* about the patient and the treatment needed. You will still be responsible for managing the
patient’s care.”

19. The 1995 GMC Guidelines state in the section on arranging cover “You must be
satisfied that, when you are off duty, suitable arrangements are made for your patients’
medical care. These arrangements should include effective handover procedures and clear
communication between doctors.” The 1998 GMC Guidelines on Good Medical Practice
which replaced the 1995 guidelines in July 1998 did not change any of the above
recommendations.
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There are important reasons why good medical practice places these responsibilities
on doctors. Failing to undertake an adequate assessment of the patient’s condition means
that an inaccurate diagnosis may be made and inappropriate treatment given. Similarly
failing to recognise limits of professional competence resulits in patients are put at risk from
potentially incompetent treatment decisions. Failure to keep clear, accurate and
contemporaneous patient records means there is no clear information in the notes
concerning the patient’s condition for other health professionals to refer to and
appropriately base their care. (f there are no entries in the medical notes that record the
thinking, diagnosis and treatment plan put in place at the time, the doctor relies entirely on
their memory for making future treatment decisions and for justifying treatment decisions if
these are challenged at a future date. Failure to record any adverse effects of treatment
means there is no record in the notes for health care professionals to avoid re-providing this
treatment.

A medical assessment is generally performed in any patient admitted to hospital
shortly after their arrival on a ward. In most cases unless clerical and nursing staff record
patient details and nursing assessments before a patient is seen by a doctor. Medical
assessment of a patient on arrival to a hospital ward to review their history and current
problems, perform a physical examination, arrange any appropriate investigations and
prescribe necessary drug and other treatments. This baseline assessment is important in
establishing a diagnosis, and implementing an appropriate management plan. It also
provides a baseline assessment against which future symptoms and problems can be
assessed.

A medical assessment is required when a patient is transferred from one hospital to
another for a number of reasons. The patient may develop new problems during transfer.
The referring hospital may not have recorded or transferred all necessary information. For
older patients transferring from an acute ward to a rehabilitation or continuing care
environment a medical assessment is important to confirm they are medically stable and
appropriate to stay in a ward environment where there is a lower level of medical and other
support setvices.

It is important that the results of an initial medical assessment are recorded in the
notes are available for other medical and health care staff to refer to if a patient has new
symptoms or problems. On call doctors are called to assess patients and information on
their baseline function active problems and level of intervention agreed to be appropriate, is
important in helping staff to make appropriate decisions about treatment.

A general principle well recognised in medical practice is that if a doctor does not
record the results of a history or clinical examination they undertake the assumption is that
no such assessment was undertaken. Given the busy nature and multiple patient contacts
doctors have, retrospective recall by doctors of the details of the assessment that they took
in an individual patients in the absence of a record in the medical notes, either by
themselves or another member of the medical team is unlikely to be reliable.

GMC guidance in 1995 and 1998 emphasised the importance that doctors recognise
limits of their professional competence and be willing to consult colleagues. This is a
particularly important for doctors who are trainees or non-specialists working under the

supervision of a consultant specialist as was the case withE Code A general practitioner

actingasa' Code A ! In a setting such as Gosport War Memorial Hospital it would be

appropriate to discuss and seek advice from the responsible consultant for any patient
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where the management plan was unclear, where there were complex or difficult
management issues where diagnosis or treatiment was not clear-cut it would have also been
appropriate to seek advice and discuss with the responsible consultants any major change in
a patient’s medical status particularly if there was unexpected deterioration. If a patient had
not been identified and admitted for palliative terminal care | would consider it important
any decision about palliative care was discussed with the responsible consuitant.

26. When patients deteriorate in a setting such as Gosport War Memorial Hospital where
modern diagnostic services and specialist advice is not easily available it may be necessary
for patients to return to the main district general hospital for further assessment. It would
be appropriate and expected for a!  Code A to discuss this with the responsible

Code A

i
............................... i

consultant or another consultant who was acting on behalf of the responsible consultant if
he/she was not available,

Medical records and Drug Prescription Charts

' 27. As previously mentioned GMC guidance places clear emphasis on importance of
keeping clear, accurate and contemporaneous patient records. Failing to follow this
approach results in the problems already outlined in section 6.

28, Drug charts play and important role in treatment prescribed by doctors the details of
the drug dose and time and route through the drug should be administered. It is important
that drug charts are clearly completed by medical staff as drugs are generally given by
nursing staff who need to be able to clearly identify the drug dose, date and time that drugs
should be administered to patients.

29, Many drugs are prescribed at a fixed dose on a regular basis. Sometimes drugs are
prescribed as a single dose or written on “as required” basis {often referred to as PRN pro re
nata meaning as necessary}. The administration of drug therapy is recorded in a column on
the drug chart relating to a specific day and time usually the initialled signature of the
member of nursing staff responsible for administering the medication. Treatment
instructions may be given to discontinue treatment on a certain date. This is commonly the
case for antibiotic prescriptions. if a drug is discontinued the prescription has a line put
through and the date of discontinuation inserted along the initials of the doctor making this

. treatment change.

30. When drugs are prescribed on an “as required” basis nursing staff are able to use
their judgement as to when the drug needs to be administered to the patient and to decide
on an appropriate dose if there is a range of doses written. It is common for patients to be
written up for a range of opiate doses when requiring potent anaigesia. This allows a
member of nursing staff to adjust the dose according to a response from previous doses.
Usually the range of doses prescribed is small for example 5-10mg of morphine or 2.5mg of
diamorphine. If a large dose range is written for a PRN drug there is a risk, unless the drugs
are being administered according to a clear protocol understood by all nursing staff, that a
patient may be administered an inappropriately high dose of opiate which could lead to
respiratory depression, coma and in some cases death.

Standards and Guidelines

31. The British National Formulary is the main reference text doctors should generally
refer to in obtaining information about drugs they prescribe to ensure an appropriate drug is
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chosen for the condition being treated and is given at the correct dose. The BNF has a
section on analgesics (4.7 BNF 36,September) with a section on the use of opioid analgesics.
This states that a reduced dose is recommended in elderly or debilitated patients. Side
effects are listed including respiratory depression, confusion and drowsiness.
Recommended doses for individual drugs are listed. The BNF also contains sections on
prescribing In the elderly and the use of syringe drivers in palliative care (see sections 8 and
9 of this report). ‘

32. | have also seen The Palliative care Handbook produced by Portsmouth Healthcare
NHS Trust known as the Wessex Protocols, produced to help GPs and other healthcare
professionals in managing problems in specialist care. The general principles of symptom
management in this document (page 4) state ‘Accurate and full assessment is essential for
both diagnosis and treatment’, ‘Be careful that drug side effects to not become worse than
the original problem’ and ‘continually reassess’. The WHO analgesic ladder is described. In
the use of morphine the recommend starting with a low dose and increase hy 30-50%
increments each day until pain is controlled or side effects prevent any further increase. In
' an older patient an appropriate low dose would be 5 mg morphine.

33. The ‘Wessex Protocols’ recommend that prn doses are prescribed at the same dose
as the 4 hourly dose and repeated as often as necessary (hourly if necessary) for
breakthrough pain and to review every 24 hours. A syringe drive is recommended when oral
administration Is not possible because of dysphagia, vomiting or weakness and the
conversion of oral morphine to subcutaneous diamorphine should be one third to one half
of the morphine dose i.e. a 24 hour oral dose of 30 mg morphine should be replaced with a
10-15 mg diamorphine infusion over 24hr.

34, In the management of anxiety, diazepam is recommended and if a patient is unable
to swallow midazolam 10-20mg per 24 hours by continuous subcutaneous infusion. Opicids
are not recommended as a treatment for anxiety. For terminal restlessness drug therapy
with diazepam (20-60mg per 24 hours orally or rectally), midazolam (10-60mg per 24 hours
orally or by subcutaneous infusion) are recommended as possible treatment options.

Matters specific to Gosport War Memorial Hospital
. . Code A position

35, ; Code A posts are non-training service, usually part time posts established by
hospitals generally undertaken by general practitioners. Theses posts generally work a
number of half days {(often referred to as sessions) and the person reports to a consultant

a new post of 5 sessions a week worked flexibly to provide a 24 hour Medical cover to the
Long stay patients in Gosport. The patients are slow stream or slow stream rehabilitation but
holiday relief and shared care patients are admitted.”

36. How many hours{” Code A ~shouid have worked on the ward during the usual working

week Monday - Friday 8am -5pm is unclear. | would estimate out of ours calls to the wards
would not account for more than 4 hours time in a working week on average so it might be

reasonably expected thati_Code A }in her position as | Code A iwas present on the

wards for 16 hours a week l.e. about 3 hours per day.
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37. The job description suggests the post had responsibility for 11 patients at Gosport
War Memorial Hospital, 12 patients at Northcott Annexe and 23 patients at Redclyffe

Annexe. However the Commission for Healthcare Improvement report states that in icosi

newly admitted patients each week to assess. As many of the patients would be stable
continuing care or ‘slow stream’ rehabilitation patients | would consider this was adequate
time to assess new patients {which should take 30-40 minutes per patient to conduct a
comprehensive medical assessment) and assess any deterioration or major problems in
existing patients, to document such assessments in the medical notes and attend a weekly
consuftant ward round. It would be insufficient time to see all patients every day or
document every contact with patients and relatives.

38. The Duties described include “To visit the units on a regular basis and to be avallable
‘on call’ as necessary. To ensure that all new patients are seen promptly after admission. To
. be responsible for the day to day Medical management of the patients. To be responsible for
the writing up of the initial case notes and to ensure that follow up notes are kept up to date.
To take part in weekly consultant rounds. To prescribe, as required, drugs for the patients
under the care of the consultant Physicians in Geriatric Medicine. To provide clinical advice
and professional support to other members of the caring team.” The job description states
that the sessions may be split between two separate general Practitioners, ideally from the
same Practice.

39. E Code A iare usually not required to have any specialist training in the
specialty they are working in. Many Code A iwould not have had specialist training
as a trainee in the area of practice they work in as a general practitioner. My understanding

such as the Diploma in Geriatric Medicine that some general practitioners take. Because of
the lack of specialist training it is important that they seek advice from Consultant colleagues
for any aspect of patient care where they lack specialist expertise or where decisions might
be seen to be contentious with patients, relatives or other health care professionals,

. Continuing Care, Slow Stream Rehabilitation and Palliative Care at Gosport War Memorial Hospital

40. There appears to have been some lack of clarity of the role of the wards at Gosport
War Memorial Hospital. Although the wards were continuing care wards in practice patients
who required a period of rehabilitation or further assessment prior or returning to their own
home or entering residential or nursing home care were admitted to these wards.
Transcribed interviews with nursing staff suggest there may have been insufficient
rehabilitation and nursing staff to adequately meet the needs of such patients at all times.

41. A further problem is that having two different groups of elderly patients in the wards,
those requiring continuing medical and nursing care with others requiring rehabilitation
patients, may lead to confusion amongst staff about the management of individual patients
unless patient management plans are very ciearly understood by all staff. For some of the
patients transferred to Gosport War Memorial Hospital it appears to have been unclear to
all staff whether individuai patients were for continuing care or a period of rehabilitation.
Most elderly care services in the 1990s separated out continuing care from rehabilitation
beds and often changed continuing care wards into rehabilitation wards and this process
appears to have been eventually completed after 2000 at Gosport War Memorial Hospital.
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42, Palliative care is a very Important aspect of management in frail older people who
develop acute illness they are unlikely to survive or have progressive disabling disease. By
definition patients In NHS continuing care beds are very dependent and are expected to die
on the ward. A significant number of older frail patients in rehabilitation beds will
deteriorate and palliation of symptoms prior to death will be necessary. There is no
generally agreed definition of palliative care but palliative care is not confined to end-of life
care. NICE has defined palliative care as ‘the holistic care of patients with advanced
progressive iliness.  Management of pain and other symptoms and provision of
psychological, social and spiritual support is paramount. The goal of palliative care is
achievement of the best quality of life for patients and their families’. Many frail older
people require and benefit from such an approach.

43, In many frail older patients receiving palliative care a decision will have been made to
limit the extent of other medical interventions, for example surgery, ventilation, and
antibiotics. However treatment of active medical problems is compatible and often
appropriate in patients receiving palliative care. Prediction of death in frail older people is
difficult. Experienced clinicians recognise that patients may die and deteriorate mote
quickly than anticipated or alternatively that patients who are deteriorating may improve.
For these reasons management plans need to be reviewed if a patients’ condition changes
significantly.

Use of Drug Charts in the Gosport War Memorial Hospital

44, The drug charts in use in Gosport War Memarial Hospital have a format used in most
hospitals with a section for drugs given as a single dose, a section for regular drug
prescriptions, a section for ‘prn’ drugs to be taken as required and a section for prescribing
of infusions and fluid management. Drug therapy for the patients under the care of
Consultant Geriatricians at Gosport War Memorial Hospital would usually be written up by

i Code A linherrole asi Code A and sometimes by one of the consultant physicians

with patients on the wards.

45, A legal prescription requires a clear written record usually placed in a drug chart of
the drug dose (usually in mg or other units), frequency (e.g. once, twice daily) and route of
administration (oral, intramuscular etc), start and end date to be written with the signature
and date of the prescribing doctor. The responsibility for the appropriateness, accuracy and
legibility of a prescription lies with the prescribing doctor. When a drug is discontinued the
doctor must draw a line through the prescription and sign their initials and date. The drug
chart must have the name and hospital number of the patient inserted.

46. The term ‘written up’ indicates that a drug prescription has been written by a doctor
in the notes. The term ‘prescribed’ means that the drug involved has been written in the
drug chart and should be given to the patient as instructed; this may be a drug administered
once, regularly or ‘as required’ where the drug is administered by the nursing staff is specific
symptoms are present. A prescription is usually made by the writing up of a prescription by
the responsible doctor or sometimes by a verbal order taken by a member of nursing staff.
The term administered means that a drug has been given to the patient. This might be
through oral, intravenous, intramuscular injection or infusion or other routes of
administration.
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47. It Is the responsibility of registered nursing staff to administer prescribed drugs
according to the instructions written in the drug chart. Registered nursing staff work within
a code of professional practice and are expected to carry out administration of medicines to
certain standards. Nurses are required to act in the best interest of their patients and this
may require nursing staff to challenge prescribing decisions by medical staff.

48. As required or prn prescriptions are usually expected to include a specific instruction
by doctors as to the circumstances under which the prescribed drug should be administered
including how frequently the drug may be administered e.g. paracetamol up to 4g /24 hours.
A prn prescription of GTN might include an instruction ‘for angina’ or for chest pain’. Prn
prescriptions do not always include instructions for drugs which have a good safety profile
where it would be expected nursing staff would understand the circumstances under which
drugs should be administered e.g. senna or paracetamo! where it wouid be expected nursing
staff would understand that the drugs are indicated for constipation and mild pain
respectively.

49, It is important that prn “as required” prescriptions for controlied drugs, such as
opioids, and other drugs with potentially severe adverse effects, such as midazolam and
haloperidol, include clear instructions of the circumstances under which the drugs should be
administered. This can be done through the prescriber writing instructions such as ‘for
severe pain’ for diamorphine or by nurses using an agreed protocols or policies for the drugs
or the symptoms being managed. There were no unit policies or protocols for the use of
opioids and other drugs or the management of pain in the late 1990s at Gosport War
Memorial Hospital. Staff at the hospital did refer to the ‘Wessex protocols’ but these did not
appear to he followed in all patients.

50. It is possible; Code A itrusted nursing staff to know the circumstances under which
prescriptions for morphine, diamorphine and midazolam were appropriately administered
and the appropriate dose that should be used. However this appears not to have been clear
to nursing staff in some patients. For example patient F was prescribed prn morphine
without any instructions that this was for pain. Patient F was then administered oral
morphine for anxiety and distress when not in pain by nursing staff when this is not an

appropriate indication.

51. If wide dose ranges are prescribe for prn drugs there needs to be clear instructions or
a policy in place to ensure an appropriate starting dose is commenced by nursing staff. In
many patients prn prescriptions of diamorphine and midazolam were very wide e.g. 20-200
mg/24 hr and 20-80mg/24hr. Without clear instructions in the medical notes and drug chart
or a policy in place which details appropriate staring dose there is a risk that patients will be
administered an inappropriately high dose of a prn drug by nursing staff.

52. Out of hours or when Code A iwas on leave, other general practitioners covering
how often on call doctors visited the wards out of hours and in some cases drugs were
prescribed by a ‘verbal order’. In such a system the nurse writes down the drug prescribed
over the phone by the doctor and this is usually confirmed by a second nurse to reduce the
chances of any error on the drug or dose prescribed. The potential problem with ‘verbal
orders’ for drug prescriptions is that they involve the prescription of a drug for a problem
that may not have been assessed by a doctor taking a history, examining and investigating
the patient where this might be required.

10
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Review of the notes and interviews suggest that ‘anticipatory prescribing’ was
undertaken where drugs were prescribed for problems that patients might develop. This is
sometimes done to avoid the need for a doctor to come to a ward out of hours to prescribe
for a simple complaint that does not require urgent medical evaluation.

It was common practice in many wards in the 1980s and 1990s for mild analgesics
such as paracetamol, laxatives and hypnotic drugs such as temazepam. In recent years
anticipatory prescribing of hypnotic drugs in patients who are not already receiving them is
now not advised because of the risk of patients developing long term dependence on
benzodiazepines as these may be continued after discharge. Because the use of
benzodiazepines in older people is associated with falls and hip fracture, and may produce
confusion and cognitive impairment, many geriatricians avoid and limit the use of
benzodiazepines in older people.

Anticipatory prescribing of powerful opioids and sedatives in patients who do not
require them when assessed is potentially highly dangerous as the prescribing of such drugs
requires careful evaluation of the patient because of the risk of serious adverse effects such
as respiratory depression and coma.

In the late 1990s the General Medical Council had not produced guidance on
prescribing. However Good Practice in Prescribing Medicines was published by the GMC in
2006 and the principles applied in the 1990s. The Guidance refers to the importance of
ensuring familiarity with guidance published in the BNF, the need to be in possession of or
take an adequate history from the patient, to reach agreement with the patient on the use
of any proposed medication, establishing the patient’s priorities, preference and concerns,
to satisfy oneself that the patient has been given appropriate information in a way they can
understand about drug therapy. The guidance also states that doses should be prescribed
appropriate for the patient and their condition and that there must be a clear, accurate,
legible and contemporaneous record of all medicines prescribed.

Declaration

i understand that my overriding duty is to the panel, both in preparing reports and in
giving oral evidence. | have complied and will continue to comply with that duty.

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

I have done my best, in preparing this report, to be accurate and complete. [ have
mentioned all matters which | regard as relevant to the opinions | have expressed.

1 have drawn to the attention of the court all matters, of which | am aware which
might adversely affect my opinion.

Wherever | have no personal knowledge, | have indicated the source of factual
information.

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

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

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

11
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i) I understand that the report will be the evidence that { will give under oath, subject to
any correction or qualification | may make befare swearing to its veracity.
)] I have included in this and the supplementary reports a statement setting out the

substance of al acts and instructions given to me which are material to the opinions
expressed In this report or upon which those opinions are based.
k) I have read and understood the Civil Procedure Rules Part 35 —Experts and Assessors.

Statement of Truth

{ confirm insofar as the facts stated in my report are within my own knowledge | have made clear
which they are and | believe them to be true, and the opinions | have expressed represent my true
and complete professional opinion.

..................................................
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General Medical Counciland! Code A |
Report on Patient A

1. This report is provided at the instruction of Field Fisher Waterhouse solicitors. | have
been asked to prepare a report on the medical care of the above patient and comment
upon the care and treatment carried out by Code A |

expected from a medical practitioner in the circumstances that she was practicing. | note

the allegations presented to the panel that | Code A i prescribed diamorphine,

oramorphine, and midazolam in too wide a dose range that created a situation whereby
drugs could be administered to Patient A excessive to his needs; that the prescriptions of

inappropriate, potentially hazardous and not in the best interests of Patient A.

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

4. This report is based on my review of the following documents; medical records of

Patient A; statement of Code A re Patient A; witness statements ofi Code A
Code A
5 Code A i statement made by Code A iin relation to

5. Course of events.

5.1 Patient A was 82 years of age when he was admitted to Dryad ward for continuing
long-term care on the 5 January 1996 (p 152) and died on: Code A iHis past
medical history was notable for recurrent depression which had been treated with

electro convulsive therapy 1992. He was admitted under the care of i CodeA :

consultant psychiatrist in 1995 with depression he was noted to have a shuffling gait
and mobility difficulties. He was discharged to a rest home on the 24 October 1995.

5.2 Patient A was admitted under{ Code A | care again on the 13 December 1995 to
Mulberry Ward. The notes at this time (p 63) record he was verbally aggressive, not
mobilising, not eating well and felt hopeless and suicidal. On 22 December the notes
record he had developed diarrhoea and left basal crepitations (crackles, audible in

the lungs) and was thought to have a chest infection. This was treated with



5.3

5.4

5.5

5.6

5.7

GMC100896-0026

and that Patient A was “chesty, poorly, abusive, not himself at all’. He was
commenced on another antibiotic. He had been catheterised for urinary retention.
A Chest x-ray was obtained which showed no evidence of focal lung disease. An
abdominal x-ray recorded gaseous extension of the large bowel consistent with
pseudo obstruction; a condition when the bowel stops moving which can be due to
a number of different underlying medical conditions and is seen in frail older people
who are acutely unwell.

On 2 January a referral was made by | CodeA ’s team to i Code A | consultant

geriatrician (page 67) states ‘his mobility initially deteriorated dramat/cally and then
developed a chest infection which is now clearing but he remains bed bound
expressing the wish to just die’. The referral says “this may well be secondary to his
depression but we will be grateful for any suggestions as to how to improve his
physical health”.

noted the issue of quite recent depression, that he was completely dependent had
a urinary catheter in place which was bypassing, had ulceration of the left buttock
and hip and hypoproteinaemia (low blood protein). She suggested high protein
drinks, bladder wash-outs, dressing to buttock uicers with padding. She indicated
she would transfer him to a long-stay bed at Gosport War Memorial Hospital and
suggested that his residential home place be given up as he was unlikely to return to

his residential home. In a letter summarising her assessment (page 188) iCode A!

of the poor prognosis. The nursing records at psychiatry ward (page 152) record that
Patient A would transfer to Dryad ward for continuing long-term care.

War Memorial Hospital states ’Transfer to Dryad ward from Mulberry. Present
problems immobility, depression, broken sacrum, small superficial areas on right
buttock. Ankle dry lesion L ankle, both heels suspect. Catheterised. Transfers with
hoist. May help to feed himself, long standing depression on lithium and sertraline’.

The next entry in the medical notes is on the 9 January by i Code A land states

‘Painful R hand, held in flexion. Try arthrotec. Also increasing anxiety and agitation?
sufficient diazepam ? needs opiates.’

controll/ng symptoms try Nozinan.

The next entry in the medical notes is dated 20 January (p198) and is unsigned but
as it refers to a verbal order is likely to be by a member of nursing staff. Has been
unsettled on haloperidol in syringe driver. diamorphine (illegible) to higher dose
(illegible words), Nozinan 50mg to 100m in 24 hrs (verbal order). There is an entry
the following day dated 21 January 1996 (signature unclear) ‘much more settled,
quiet breathing, respiratory rate 6 / minute, not distressed continue’. There is an
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entry in the notes on i Code A iconfirming death at 1.45 am. The recorded
cause of death was bronchopneumonia.

5.8 Nursing assessment on the 5 January at Gosport on Dryad ward record Patient A had
a poor physical condition with broken pressure areas to his buttocks and hip, and
broken skin on scrotum. He was weight bearing to a very minimal degree, was low
in mood but settled in behaviour (page 195). His fluid and diet intake was noted to
be poor but that he was drinking supplement drinks (Fortisips).

5.9 An entry in the nursing notes on the 10 January states ‘condition remains poor. Seen
by CodeA iandi_CodeA i To commence on oramorph4 hourly this evening’. A

nursmg entry on the 15 January states ‘Seen by Code A has commenced syringe

the afternoon, and that he was now unresponsive and unable to take fluids and diet.

5.10 On the 16 January the nursing notes record ‘Condition remains very poor some

10mg to be added to the driver’. An entry Iater that day at 1300h states ‘previous
driver dose discarded. Driver recharged with diamorphine 80mg, midazolam 60mg,
hyoscine 400ug, and haloperidol 5mg given at a rate of 52mis hourly’. There was a
note to nurse him on his back and left side only.

5.11  Anentryin the nursing note on 17 January indicates Patient A was seen by Code A |

and that his medication was increased as he remained ‘tense and agltated chest
very “bubbly”. On the same day at 1430h the nursing notes record Patient A was

again seen by i code A i(page 210) his medication reviewed and altered, and that

his syringe driver renewed at 15:30 with two drivers. The nursing records note at
2030h that he had deteriorated further but appeared more settled.

5.12  An entry on the 18 January in the nursing notes record that he appears comfortable.
On 19 January ‘marked deterioration in already poor condition’ is reported (page
211). Over the next 3 days the notes record he is settled and that an infusion of
diamorphine, midazolam, Nozinan, haloperidol and hyoscine was continuing.

5.13  An entry in the medical notes dated 20 January records Patient A was unsettled and
that Nozinan was to be increased from 50mg/24hr to 100mg/24hr (page 198). The

Nozinan and omit haloperidol.

5.14  The drug charts indicate on the 5 January that Patient A was prescribed the drugs he
had been receiving prior to his transfer which were sertraline Iithium diazepam and

subcutaneous infusions of diamorphine 40-80mg/24 hours, hyoscine 200-400ug/24
hours, and midazolam 20 40mg/ 24 hours which were not administered. It is

times a day) was prescribed on 10 January. Two doses were given at 2200h 10
January and 0600h on 11 January. On the 11 January a further prescription is

written by code A_ifor oramorphine 2.5ml (5mg) 4 times daily with 5Sml (10mg) at

2000h and this dose regimen of morphine is given until the morning of 15 January
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with a last dose administered at 0600h with Patient A receiving a total of 30mg
morphine daily (page 202).

5.15 On 11 January : Code A :prescribed diamorphine 80-120mg/24hr subcutaneous,
hyoscine 200-400ug/24hr, midazolam 40-80mg/24hr, and diamorphine 80mg/24hr,
hyoscine 400ug/24hr, midazolam 60mg/24hr are then commenced on 15 January
and the oramorphine discontinued.

5.16  On 16 January, haloperidol 5-10mg/24hr was prescribed by Code A Haloperidol

was administered on the 16 January (5mg/24hr) and 17 January (10mg/24hr) in
addition to the continuing infusions of diamorphine and midazolam. There is a

increased to diamorphine 120mg/24hr, midazolam 80mg/24hr, hyoscine
1200ucg/24hr, and haloperidol 20mg 24 hours and these were administered from 17
January onwards, until Patient A’s death with the exception of haloperido! which
was stopped on 20 January. It is unclear if this prescription was incorrectly dated by

i
i
| i

5.17 On 18 January Nozinan 50mg/24hr was prescribed by i Code A ‘and commenced

entry in the nursing notes on 20 January (page 211) states ‘verbal order taken to
double nozinan and omit haloperidol’.

5.18 There is a prescription for diamorphine 120mg and hyoscine 600ug over 24 hours
dated 18 January although the nursing entries on the drug chart suggest these were
administered on 17 January.

Drug therapy received at Gosport War Memorial Hospital

6. Pages 189-191 and 199-204

Regular Prescriptions

Page 199 (5-10 Jan) and page 202 (11 Jan onwards)

Sertaline 50mg bd 5 Jan - 11 Jan {discontinued)

Lithium carbonate 40mg od 5Jan - 11 Jan {discontinued)

Diazepam 2mg tds 5 Jan -15 Jan (not administered after 0800h 15 Jan)
Thyroxine 50ucg od 5 Jan - 15 Jan (dose not administered after 15 Jan)
Illegible prescription tick mark 7 Jan

Arthrotec one tab bd 8 Jan - 10 Jan (discontinued after 0900 10 Jan)
Page 200

Oramorph (10mg/5ml) 5mg nocte 10Jan 5mg nocte

Oramorph (10mg/5ml) 5mg qds 11Jan One 5mg dose

Page 202

Oramorph (10mg/5ml) 10 mg nocte  11Jan Three 5 mg doses
11 Jan 10mg nocte
12 Jan Four 5 mg doses
12 Jan 10mg nocte



Page 200

Diamorphine subcut via syringe driver
40-? mg/24hr

Prescription date not marked

Hyoscine subcut via syringe driver
200-400ucg/24hr
Prescription date not marked

Midazolam subcut via syringe driver
20-40mg/24hr
Prescription date not marked

Page 203

Diamorphine subcut via syringe driver
120mg/24hr

Prescribed 18 Jan

Hyoscine subcut via syringe driver
600ucg/24hr
Prescribed 18 Jan

Haloperidol subcut via syringe driver
5-10mg/24hr
Prescribed 16 Jan

Page 190

Diamorphine subcut via syringe driver
120mg/24hr

Prescribed 18 Jan

Midazolam subcut via syringe driver
80mg/24hr
Prescribed 18 Jan

13 Jan
13 Jan
14 Jan
14 Jan
15 Jan

GMC100896-0029

Four 5mg doses

10mg nocte

Four 5 mg doses

10mg nocte

one 5mg dose then discontinued

None administered

None administered

None administered

17 Jan 0830h

17 Jan 0827h

16Jan ?h 5mg/24hr
17 Jan 08??h 10 mg/24hr

17 Jan 1530h
18 Jan 1615h
19Jan 1500h
20Jan Entry crossed out
20Jan 1800h
21Jan 1745h
22 Jan 1515h
23 Jan 1505h

17Jan ?h

18 Jan 1615h

19 Jan 1500h

20 Jan Entry crossed out
20 Jan 1800h

21Jan 1745h



Hyoscine subcut via syringe driver
1200ucg/24hr
Prescribed 18 Jan

Haloperidol subcut via syringe driver
20mg/24hr
Prescribed 18 Jan

Nozinan subcut
100mg/24hr
Prescribed 22 Jan

As required prescriptions
Page 201

Diamorphine subcut via syringe driver

80-120mg/24hr
Prescribed 11 Jan

Hyoscine subcut via syringe driver
200-400 ucg/24hr
Prescribed 11 Jan

Midazolam subcut via syringe driver
40-80mg/24hr
Prescribed 11 Jan

Midazolam subcut via syringe driver
80mg/24hr
Prescribed 16 Jan

Page 189

Nozinan subcut via syringe driver
50mg/24hr

Prescribed 18 Jan

Nozinan subcut via syringe driver
100mg/24hr

Prescribed verbal ordericode A:1720h

V
[ W frsbvhuir it

Opinion on Patient A’s management

22 Jan
23 Jan

17 Jan
18 Jan
19 Jan
20 Jan
20 Jan
21 Jan
22 Jan
23 Jan

17 Jan
18 Jan
19 Jan
20 Jan

23 Jan

15 Jan
16 Jan
17 Jan

15 Jan
16 Jan
17 Jan

15Jan
16 Jan
17 Jan
18 Jan
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1515h
1805h

?h

1615h

1500h

Entry crossed out
1800h

1745h

1515h

1500h

?h

1605h

1800h

Entry crossed out. Discontinued

1500h

?h 80mg/24hr
?h 80mg/24hr
?h 80mg/24hr

0825h 400 ucg/24hr
0825h 400 ucg/24hr
?h 400 ucg/24hr

?h 60mg/24hr
h 60mg/24hr
?h 60 mg/24hr
0825h 60 mg/24hr

None administered

18 Jan
19 Jan

20 Jan
21 Jan
22 Jan

?h
?h

?h
1745h
1615h
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Patient A had a long standing history of depression which was severe and appears to be
the most likely cause for his decline leading to his admission to a residential home in
1995. Immediately prior to his admission to Dryad ward he had developed when an
inpatient in a psychiatry ward, a chest infection and pseudo obstruction, and had

become immobile with malnutrition and bedsores. i code A i assessment indicates he

decided that at that stage it was not appropriate to consider finding a nursing home for
Patient A, presumably because he was at this stage very medically unwell. The decision
to transfer him to a long-stay ward suggests she had considered his medical condition
was severe and unstable enough that he shouid continue to be managed in a continuing
care bed.

There are limited entries in the medical notes during Patient A’s time on Dryad ward
where he spent 18 days prior to his death although the nursing records indicate Patient

summarised Patient A’s problems but there is no evidence in the medical notes that she
undertook a physical examination. The notes do not record what history, if any she
obtained from Patient A of his current symptoms and problems. Subsequent entries in
the medical records are brief and | consider the medical records at Dryad are inadequate
and not consistent with good medical practice. It is not clear from the admitting notes

frail, older man who was deteriorating rapidly and highly likely to die in the next few
weeks or months. Overall responsibility for the care of Patient A following his admission

Despite the limited medical documentation the decision of{__codeA_ _ito prescribe 5mg
of oramorph 4 hourly on 10 January was in my view reasonable given that Patient A was
likely to be in significant discomfort and pain from his pressure sores. It would be
difficult to determine whether restlessness and agitation in Patient A were due to pain

or his depression. A decision had been made that day that Patient A was for “TLC”

within days or weeks and the focus of treatment at this stage was towards palliating any
symptoms he might have rather than initiation of other medical interventions to treat or
prevent active ongoing problems. Given Patient A’s general condition this decision
appears reasonable and was appropriately discussed with his relatives.

I consider the discontinuation of sertaline and lithium carbonate on 12 January was
reasonable as Patient A was deteriorating, although the medical records should have
recorded the rationale for this. When patients are rapidly deteriorating it is common
practice to withdraw routine drugs and it would be unlikely the withdrawal of these
drugs would lead to any major effects on Patient A’'s mood and general level of
functioning when he was deteriorating.

The change on 15 January from regular oral doses of morphine to syringe driver
subcutaneous infusion of a much higher dose of opioid (80mg diamorphine/24hr) in
addition of midazolam 60mg/24hr is in my opinion not justified by any information
recorded in the medical notes. The nursing notes suggest Patient A was agitated at
times but there is no record that he was in pain. The medical records contain no
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information that justifies the need to change from oral morphine to subcutaneous
diamorphine infusion.

The diamorphine dose prescribed was not justified and was excessively high. Patient A
was receiving 30mg oral morphine/24 hour on 14 January. The equivalent dose of
subcutaneous diamorphine would have been 15-20mg/24hr. The prescription of
diamorphine 80-120mg/24hr was at least a four-fold increase in the equivalent opioid
dose he had been receiving. An appropriate dose to commence with if a diamorphine
infusion had been justified would have been 15-20mg/24hr and up to 30mg/hr if Patient
A was showing signs of still being in pain. The prescribed dose of midazolam of 40-

such a high starting dose. An appropriate starting dose in a frail o|der man if a
subcutaneous infusion had been indicated would have been 10mg/24hr particularly
when a diamorphine infusion was also being administered. The prescription of
diamorphine at an infusion rate of 80mg/24hr with midazolam at an infusion rate of 60
mg/24hr on 15 January carried a very high risk of producing respiratory depression
and/or coma.

evidence in the notes that this took place. __9299__5___. does not appear to have

considered the possibility that Patient A’s agltatlon might be secondary to or
exacerbated by the morphine he had received. As Patient A was deteriorating and

discussed Patient A’s problems with the! c°deA ibut she should have
examined patient A, documented her findings in the medical notes and explained her
rationale for prescribing subcutaneous infusions of diamorphine, midazolam and
hyoscine on 11 January when Patient A was able to swallow.

The medical notes contain no justification for the prescription by |
haloperidol on 16 January of 5-10mg/24hr.
agitated. In my opmion this should have Ied to a medical assessment by "Code A ito

addition to midazolam.

On 17 January the drug chart is difficult to interpret. The administered doses of
diamorphine, midazolam and haloperidol were all increased; diamorphine from 80 to
120mg/24hr, midazolam from 60 to 80 mg/24hr and haloperidol from 10-20mg/24h.
Patient A received an ‘as required’ infusion of diamorphine 80mg/24hr under the 11

January prescription by: Code A : There is a further prescriptions byi Code A dated 17

January of regular dlamorphme 120mg/24hr which was administered (page 203).
Confusingly there is another prescription dated 18 January for a for regular diamorphine
120 mg/24hr infusion which is administered at 1530h (page 190).

There are a number of possible explanations for the administration of drugs before the
prescribed date but | consider the most likely explanation is that Dr Barton misdated the
prescription and wrote it on 17 December intending the drugs be administered that day.
This is supported by a statement in the nursing notes (page 210) dated 17 January 1430h

that states ‘s/bi Code A Medication reviewed and altered. Syringe driver renewed at
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1530’ which equates to the recorded administration time. Similar discrepancies are
present for midazolam and haloperidol.

In my opinion the entry in the nursing notes that Patient A was ‘tense and agitated’ does
not justify the combined increases in diamorphine (50%; 80 to 120mg/24h), midazolam
(33%; 60 to 80mg/24hr) and hanperidoI (400%, 5 to 20 mg/24hr). There was a further

been administered under the eX|st|ng 11 January as required prescription. | do not
understand why a prescription for 120mg/24hr diamorphine appears to have been

prescrlptlons (page 202 and 201) and did not cross out and discontinue two of these
prescriptions. This was in my opinion extremely hazardous as it could have led to
nursing staff administering two possibly three infusions of diamorphine to Patient A who
would have received a total dose of 240mg/24hr diamorphine if these were
administered as regular prescriptions.

of haloperidol (pages 190 and 203) which was hazardous and put Patient A at risk of
developing coma had both been administered. The risk also existed for midazolam to be
administered from two active prescriptions (page 201) aIthough these were ‘as required’

confusing, not consistent with good medical practice and was couId have easily been
misinterpreted by nursing staff There were no instructions recorded in the medical

mldazolam or haioperidol that was to be administered to Patient A. There was also the
possibility that the undated prescriptions (page 200) for diamorphine and midazolam
could have been administered in addition to the above.

recorded in the medical notes that there was difficulty controlling Patient A s symptoms
but does not state what symptoms these are. The failure to document which symptoms
were not controlled is not optimal but would appear to suggest that Patient A
experiencing agitation or other symptoms. The nursing records contain no information
suggesting Patient A was agitated or restless on 18 January but record that he was
deteriorating but comfortable. Whilst it would be a reasonable course of action if
Patient A had been agitated and restless to substitute Nozinan for haloperidol, | consider
the prescription of two neuroleptic drugs, haloperidol and Nozinan, in addition to
midazolam and diamorphine carried a high risk of producing coma and respiratory
depression. Overall | consider the prescribing of Nozinan was not consistent with good
medical practice because the notes do not suggest a sufficiently detailed medical
assessment was performed and the prescription of Nozinan in addition to the other
drugs was hazardous.

was agltated He did not assess the patient but increased the Nozinan and discontinued
the haloperidol. | would consider this was reasonable action to take and avoided the
potential interaction of using two neuroleptic drugs. Unless nursing staff specifically
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have attended the ward and assessed Patient A.

22. In my opinion the infusions of diamorphine, midazolam and haloperidol and then
Nozinan, very likely led to respiratory depression and shortened Patient A’s life span
although he would have been expected to die in the near future even if he had not
received these drugs.

Summary of Conclusions

23. Patient A was a frail, dependent man with a long history of severe depression who was
deteriorating prior to his admission to Dryad Ward who was expected to die within a few
weeks. The initial prescription of oral morphine was appropriate. The medical and
nursing notes are limited but document he had persistent symptoms of agitation which
merited treatment with a sedative such as diazepam or antipsychotic drug such as
doctor responsible for the day to day care of the patient with no clinical findings or other

‘ information recorded to justify the prescription of subcutaneous infusions of
diamorphine and midazolam. The prescriptions of both these drugs in the wide dose
ranges used were not justified and highly risky because of the risk of respiratory
depression. The prescribing of diamorphine and haloperidol on 17 January was
hazardous as more than one regular prescription for both these drugs was active on the

24. In my opinion: Code A iin her care of Patient A failed to meet the requirements of good
medical practice:

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

‘ 25. I understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

| believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.

10
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General Medical Council and Code A
Report on Patient A

1. This report is provided at the instruction of Field Fisher Waterhouse solicitors. | have
been asked to prepare a report on the medical care of the above patient and comment

the allegations presented to the panel that i Code A ' prescribed dlamorphlne
oramorphine, and midazolam in too wide a dose range that created a situation whereby
drugs could be administered to Patient A excessive to his needs; that the prescriptions of

diamorphine were excessive to Patient A’s needS‘ that the prescriptions of nozinan in

prescriblng was inappropriate, potentially hazardous and not in the best |nterests of

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

4. This report is based on my review of the following documents; medical records of

Patient A; statement of | "Code A ire Patient A; witness statements ofi Code A |
Code A
; Code A i statement made by CodeA |in relation to

Patient A, interview of i Code A dated 23 March 2005.

5. Course of events.

5.1 Patient A was 82 years of age when he was admitted to Dryad ward for continuing
long-term care on the 5 January 1996 (p 152) and died on Code A i His past
medical history was notable for recurrent depression which had been treated with

electro convulsive therapy 1992. He was admitted under the care of i CodeA |

consultant psychiatrist in 1995 with depression he was noted to have a shuffling gait
and mobility difficulties. He was discharged to a rest home on the 24 October 1995.

5.2 Patient A was admitted under { Code A : care again on the 13 December 1995 to

Mulberry Ward. The notes at this time (p 63) record he was verbally aggressive, not
mobilising, not eating well and felt hopeless and suicidal. On 22 December the notes

1
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record he had developed diarrhoea and left basal crepitations {(crackles, audible in
the Iungs) and was thought to have a chest infection. This was treated with

and that Pat|ent A was “chesty, poorly, abusive, not himself at all’. He was
commenced on another antibiotic. He had been catheterised for urinary retention.
A Chest x-ray was obtained which showed no evidence of focal lung disease. An
abdominal x-ray recorded gaseous extension of the large bowel consistent with
pseudo obstruction; a condition when the bowel stops moving which can be due to
a number of different underlying medical conditions and is seen in frail older people
who are acutely unwell.

On 2 January a referral was made by [_CodeA s team to | i Code A :
geriatrician (page 67) states ‘his mobility initially deteriorated dramatically and then
developed a chest infection which is now clearing but he remains bed bound
expressing the wish to just die’. The referral says “this may well be secondary to his
depression but we will be grateful for any suggestions as to how to improve his

physical health”.

noted the issue of quite recent depression, that he was completely dependent had
a urinary catheter in place which was bypassing, had ulceration of the left buttock
and hip and hypoproteinaemia (low blood protein). She suggested high protein
drinks, bladder wash-outs, dressing to buttock ulcers with padding. She indicated
she would transfer him to a long-stay bed at Gosport War Memorial Hospital and
suggested that his residential home place be given up as he was unlikely to return to

his residential home. In a letter summarising her assessment (page 188) Code A

of the poor prognosis. The nursing records at psychiatry ward (page 152) record that
Patient A would transfer to Dryad ward for continuing long-term care.

On the 5 January (page 196) an entry by Code A _iin the medical notes at Gosport
War Memorial Hospital states ‘Transfer to Dryad ward from Mulberry. Present
problems immobility, depression, broken sacrum, small superficial areas on right
buttock. Ankle dry lesion L ankle, both heels suspect. Catheterised. Transfers with

hoist. May help to feed himself fong standing depression on Iithium and sertraline’.

‘Painful R hand, held in flexion. Try arthrotec. Also increasing anx:ety and agitation ?
sufficient diazepam ? needs opiates.’

The next entry in the medical notes is dated 20 January (p198) and is unsigned but
as it refers to a verbal order is likely to be by a member of nursing staff. Has been
unsettled on haloperidol in syringe drive diamorphine (illegible) to higher dose
(illegible words), nozinan 50mg to 100m in 24 hrs (verbal order). There is an entry
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the following day dated 21 January 1996 (signature unclear) ‘much more settled,
quiet breathing, respiratory rate 6 / minute, not distressed continue’. There is an
entry in the notes on Code A confirming death at 1.45 am. The recorded
cause of death was bronchopneumonia.

5.8 Nursing assessment on the 5 January at Gosport on Dryad ward record Patient A had
a poor physical condition with broken pressure areas to his buttocks and hip, and
broken skin on scrotum. He was weight bearing to a very minimal degree, was low
in mood but settled in behaviour (page 195). His fluid and diet intake was noted to
be poor but that he was drinking supplement drinks (Fortisips).

5.9 An entry in the nursing notes on the 10 January states ‘condition remains poor. Seen

the afternoon, and that he was now unresponsive and unable to take fluids and diet.
On the 16 January the nursing notes record ‘Condition remains very poor, some

10mgq to be added to the driver’.

5.10 An entry later that day at 1300h states ‘previous driver dose discarded. Driver
recharged with diamorphine 80mg, midazolam 60mg, hyoscine 400ug, and
haloperidol 5mg given at a rate of 52mis hourly’. There was a note to nurse him on
his back and left side only. An entry in the nursing note on 17 January indicates

medication reviewed and altered, and that his syringe driver renewed at 15:30 with
two drivers. Further deterioration is noted at 2030h. On the 17 January he appears
more settled.

5.11  An entry on the 18 January in the nursing notes record that he appears comfortable.
On 19 January ‘marked deterioration in already poor condition’ is reported. Over
the next 3 days the notes record he is settled and that an infusion of diamorphine,
midazolam, nozinan, haloperidol and hyoscine was continuing.

5.12  The drug charts indicate on the 5 January that Patient A was prescribed the drugs he
had been receiving prior to his transfer which were sertraline, lithium, diazepam and

subcutaneous infusions of diamorphine 40-80mg/24 hours, hyoscine 200-400ug/24
hours, and midazolam 20-40mg/ 24 hours which were not administered. It is

Regular oramorph (5mg 5 times a day) was prescribed on 10 January. Two doses
were given at 2200h 10 January and 0600h on 11 January. On the 11 January the
prescription is changed to 2ml (4mg) 4 hourly with 5mi {10mg) at 2000 at this dose
regimen of morphine is given until the morning of 15 January 1996 with a last dose
administered at 0600h with Patient A receiving a total of 26mg morphine daily (page
202).
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hysoscine 200-400ug subcutaneous 24 hours, midazolam 40-80mg subcutaneous 24
hours , 80 mg of diamorphine, hyoscine 400ug, midazolam 60mg are then
administered over 24 hour periods during the 15, 16 and 17 January (page 201).

On 16 January, haloperidol 5-10mg/24hr was prescribed. Haloperidol was
administered on the 16 January (5mg/24hr) and 17 January (10mg/24hr). On the 17

120mg/24hr, midazolam 80mg/24hr, hyoscine 1200ucg/24hr, haloperidol 20mg 24
hours and these were administered from 17 January onwards, until Patient A’s death
with the exception of haloperidol which was stopped on 20 January. On 18 January

this was then increased to 100mg on 20 January and this appears to be administered
subcutaneously each 24 hours over the following 3 days. An entry in the nursing
notes on 20 January (page 211) states ‘verbal order taken to double nozinan and
omit halopeirdol’.

There is a prescription for diamorphine 120mg and hyoscine 600ug over 24 hours
dated 18 January although the nursing entries on the drug chart suggest these were
administered on 17 January. | cannot find the drug charts for the period 18-24
January in the copies of the medical records provided to me.

Drug therapy received at Gosport War Memorial Hospital

6.

Pages 189-191 and 199-204

All prescriptions written byi Code A ‘unless otherwise marked.

Regular Prescrptions

Sertaline 50mg bd 5 Jan - 11 Jan (discontinued)

Lithium carbonate 40mg od 5 Jan - 11 Jan (discontinued)

Diazepam 2mg tds 5 Jan -15 Jan (not administered after 0800h 15 Jan)
Thyroxine 50ucg od 5 Jan — 15 Jan (dose not administered after 15 Jan)
lllegible prescription tick mark 7 Jan

Arthrotec one tab bd 8 Jan — 10 Jan (discontinued after 0900 10 Jan)

Oramorph (10mg/5ml) 5mg nocte 10 Jan 5mg nocte
Oramorph (10mg/5ml) 5mg qds 11Jan Four 5mg doses
Oramoprh (10mg/5ml) 10 mg nocte 11 Jan 10mg nocte

12 Jan Four 5 mg doses

12 Jan 10mg nocte

13 Jan Four 5mg doses

13 Jan 10mg nocte

14 Jan Four 5 mg doses

14 Jan 10mg nocte

15 Jan one 5mg dose then discontinued

Diamorphine subcut via syringe driver 17 Jan 120 mg/24hr
120mg/24hr
Prescribed 18 Jan

Hyoscine subcut via syringe driver 17 Jan 600ucg/24hr



600ucg/24hr
Prescribed 18 Jan

Haloperidol subcut via syringe driver
5-10mg/24hr
Prescribed 16 Jan

Diamorphine subcut via syringe driver
120mg/24hr
Prescribed 18 Jan

Midazolam subcut via syringe driver
80mg/24hr
Prescribed 18 Jan

Hyoscine subcut via syringe driver
1200ucg/24hr
Prescribed ? Jan

Haloperidol subcut via syringe driver
20mg/24hr
Prescribed 16 Jan

Nozinan subcut
100mg/24hr
Prescribed 22 Jan

As required prescriptions
Diamorphine subcut via syringe driver
80-120mg/24hr

Prescribed 11 Jan

Hysoscine subcut via syringe driver
200-400 ucg/24hr
Prescribed 11 Jan

Midazolam subcut via syringe driver
40-80mg/24hr

16 Jan
17 Jan

17 Jan
18 Jan
19 Jan
20 Jan
21 Jan
22 Jan
23 Jan

17 Jan
18 Jan
19 Jan
20 Jan
21 Jan
22 Jan
23 Jan

17 Jan
18 Jan
19 Jan
20 Jan
21 Jan
22 Jan
23 Jan

17 Jan
18 Jan
19 Jan
20 Jan

23 Jan

15 Jan
16 Jan
17 Jan

15 Jan
16 Jan
17 Jan

15 Jan
16 Jan

5mg/24hr
10 mg/24hr

120 mg/24hr
120 mg/24hr
120 mg/24hr
120 mg/24hr
120 mg/24hr
120 mg/24hr
120 mg/24hr

80 mg/24hr
80 mg/24hr
80 mg/24hr
80 mg/24hr
80 mg/24hr
80 mg/24hr
80 mg/24hr

1200ucg/24hr
1200ucg/24hr
1200ucg/24hr
1200ucg/24hr
1200ucg/24hr
1200ucg/24hr
1200ucg/24hr

20 mg/24hr
20 mg/24hr
20mg /24hr

20 mg/24hr discontinued

100mg/24hr

80mg/24hr
80mg/24hr
80mg/24hr

400 ucg/24hr
400 ucg/24hr
400 ucg/24hr

60mg/24hr
60mg/24hr

GMC100896-0040
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Prescribed 11 Jan 17 Jan 60 mg/24hr
18 Jan 80 mg/24hr

Midazolam subcut via syringe driver None administered
80mg/24hr
Prescribed 16 Jan

Nozinan subcut via syringe driver 18 Jan 50mg/24hr
50mg/24hr 19 Jan 50mg/24hr
Prescribed 18 Jan

Nozinan subcut via syringe driver 20 Jan 100mg/24hr
100mg/24hr 21Jan 100mg/24hr
Prescribed Dr Brigg ? 100mg/24hr

Opinion on Patient A’s management

. 7. Patient A had a long standing history of depression which was severe and appears to be
the most likely cause for his decline leading to his admission to a residential home in
1995. Immediately prior to his admission to Dryad ward he had developed when an
inpatient in a psychiatry ward, a chest infection and pseudo obstruction and had become

at that stage it was not appropriate to consider finding a nursing home for Patient A,
presumably because he was at this stage very medically unwell. The decision to transfer
him to a long-stay ward suggests she had considered his medical condition was severe
and unstable enough that he should continue to be managed in a continuing care bed.

8. There are limited entries in the medical notes during Patient A’s time on Dryad ward
where he spent 18 days prior to his death although the nursing records indicate Patient

summarised Patient A’s problems but there is no evidence in the medical notes that she
undertook a physical examination. The notes do not record what history, if any she
obtained from Patient A of his current symptoms and problems. Subsequent entries in
. the medical records are brief and | consider the medical records at Dryad are inadequate
and not consistent with good medical practice. It is not clear from the admitting notes

whether{ Code A | considered Patient A was for palliative care only.

| I rheghyishiieff

of oramorph 4 hourly on 10 January was in my view reasonable given that Patient A was
likely to be in significant discomfort and pain from his pressure sores. It would be
difficult to determine whether restlessness and agitation in Patient A were due to pain
or his depression. A decision had been made that day that Patient A was for “TLC”

within days or weeks and the focus of treatment at this stage was towards palliating any
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symptoms he might have rather than initiation of other medical interventions to treat or
prevent active ongoing problems. Given Patient A’s general condition this decision
appears reasonable and was appropriately discussed with his relatives.

| consider the discontinuation of sertaline and lithium carbonate on 12 January was
reasonable as Patient A was deteriorating, although the medical records should have
recorded the rationale for this. When patients are rapidly deteriorating it is common
practice to withdraw routine drugs and it would be unlikely the withdrawal of these
drugs would lead to any major effects on Patient A’s mood and general level of
functioning when he was deteriorating.

The change on 15 January from regular oral doses of morphine to syringe driver
subcutaneous infusion of a much higher dose of opioid (80mg diamorphine/24hr) in
addition of midazolam 60mg/24hr is in my opinion is not justified by any information
recorded in the medical notes. The nursing notes suggest Patient A was agitated at
times but there is no record that he was in pain.

The diamorphine dose prescribed was not justified and was excessively high. Patient A
was receiving 30mg oral morphine/24 hour on 14 January. The equivalent dose of
subcutaneous diamorphine would have been 15-20mg/24hr. The prescription of
diamorphine 80-120mg/24hr was at least a four-fold increase in the equivalent opioid
dose he had been receiving. An appropriate dose to commence with if a diamorphine
infusion had been justified would have been 15-20mg/24hr and up to 30mg/hr if Patient
A was showing signs of still being in pain. The prescribed dose of midazolam of 40-

such a high starting dose. An appropriate starting dose in a frail older man if a
subcutaneous infusion had been indicated would have been 10mg/24hr particularly
when a diamorphine infusion was also being administered. The prescription of
diamorphine at an infusion rate of 80mg/24hr with midazolam at an infusion rate of 60
mg/24hr on 15 January carried a very high risk of producing respiratory depression
and/or coma.

appear to have considered the possibility that Patient A’s agitation might be secondary
to or exacerbated by the morphine he had received. As Patient A was deteriorating and

discussed Patient A’s problems with the | Code A i but she should have
examined patient A, documented her findings in the medical notes and explained her
rationale for prescribing subcutaneous infusions of diamorphine, midazolam, haloperidol
and nozinan. The medical notes contain no justification for the commencement of
haloperidol and then nozinan, a more sedating neuroleptic drug. However the
prescription of haloperidol would have been reasonable if agitation was a continuing
problem in Patient A.

The prescription of nozinan on 18 January was not justified by any information
presented in the nursing or medical records as at this point as Patient A was reported to
be comfortable. The combination of diamorphine midazolam, haloperidol and nozinan
very likely shortened Patient A’s life although he would not have been expected to live
more than a few week following his admission to Dryad ward.
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16. In my opinion the infusions of diamorphine, midazolam and haloperidol and then
nozinan, very likely led to respiratory depression and shortened Patient A’s life span
although he would have been expected to die in the near future even if he had not
received these drugs.

Summary of Conclusions

17. Patient A was a frail, dependent man with a long history of severe depression who was
deteriorating prior to his admission to Dryad Ward who was expected to die within a few
weeks. The initial prescription of oral morphine was appropriate. The medical and
nursing notes are limited but document he had persistent symptoms of agitation which
merited treatment with a sedative such as diazepam or antipsychotic drug such as

doctor responsible for the day to day care of the patient with no clinical findings or other
information recorded to justify the prescription of subcutaneous infusions of
diamorphine and midazolam. The prescriptions of both these drugs in the wide dose
ranges used were not justified and highly risky because of the risk of respiratory
depression. There was no justification in the medical or nursing notes for the
prescription of nozinan by | Code A | However the very poor quality of the medical and
nursing notes make it difficult for me to be certain that these drugs were not justified
given Patient A’s clinical condition and reported pain and agitation.

18. In my opinion: Code A !in her care of Patient A failed to meet the requirements of good
medical practice:
e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;
e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

19. 1 understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

| believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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General Medical Council and: Code A
Report on ! Code A i (Patient A)

Code A
Consultant Physician

13 April 2009
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General Medical Counciland! Code A
Report on Patient A

This report is provided at the instruction of Field Fisher Waterhouse solicitors. | have been
asked to prepare a report on the medical care of the above patient and comment upon the

________________________ prescribed diamorphine, oramorphine, and
midazolam in too wide a dose range that created a situation whereby drugs could be
administered to Patient A excessive to his needs; that the prescriptions of diamorphine were
excessive to Patient A’s needs; that the prescriptions of Nozinan in combination with other

drugs wre excessive to his needs; and that{ Code A Is prescribing was inappropriate,

| I e trvotiie S

potentially hazardous and not in the best interests of Patient A.

Code A

This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

This report is based on my review of the following documents; medical records of Patient A;

statementof.  Code A ire Patient A; witness statements of Code A g
Code A

dated 23 March 2005.

Course of events.

51 Patient A was 82 years of age when he was admitted to Dryad ward for continuing
long-term care on the 5 January 1996 (p 152). His past medical history was notable
for recurrent depression which had been treated with electro convulsive therapy

5.2 Patient A was admitted under { Code A icare again on the 13 December 1995 to
Mulberry Ward. The notes at this time (p 63) record he was verbally aggressive, not
mobilising, not eating well and felt hopeless and suicidal. On 22 December 1995 the
notes record he had developed diarrhoea and left basal crepitations (crackles,

audible in the lungs) and was thought to have a chest infection. This was treated

2
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55

5.6
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with antibiotics. On the 27 December 1995 the notes record (p66) a ward round by

i code A iand that Patient A was “chesty, poorly, abusive, not himself at all’. He was
commenced on another antibiotic. He had been catheterised for urinary retention.
A Chest x-ray was obtained which showed no evidence of focal lung disease. An
abdominal x-ray recorded gaseous extension of the large bowel consistent with
pseudo obstruction; a condition when the bowel stops moving which can be due to
a number of different underlying medical conditions and is seen in frail older people
who are acutely unwell.

On 2 January 1996 a referral was made by Code A i team to | Code A
geriatrician (page 67) states ‘his mobility initially deteriorated dramatically and then
developed a chest infection which is now clearing but he remains bed bound
expressing the wish to just die’. The referral says “this may well be secondary to his
depression but we will be grateful for any suggestions as to how to improve his

physical health”.

i Code A i noted the issue of quite recent depression, that he was completely
dependent, had a urinary catheter in place which was bypassing, had ulceration of
the left buttock and hip and hypoproteinaemia (low blood protein). She suggested
high protein drinks, bladder wash-outs, dressing to buttock ulcers with padding. She
indicated she would transfer him to a long-stay bed at Gosport War Memorial
Hospital and suggested that his residential home place be given up as he was

unlikely to return to his residential home. In a letter summarising her assessment

(page 152) record that Patient A would transfer to Dryad ward for continuing long-
term care.

Gosport War Memorial Hospital states ‘Transfer to Dryad ward from Mulberry.
Present problems immobility, depression, broken sacrum, small superficial areas on
right buttock. Ankle dry lesion L ankle, both heels suspect. Catheterised. Transfers
with hoist. May help to feed himself, long standing depression on lithium and

The next entry in the medical notes is dated 20 January 1996 (p198) and is unsigned
but as it refers to a verbal order is likely to be a member of nursing staff. Has been
unsettled on haloperidol in syringe drive diamorphine (illegible) to higher dose
(illegible words), nozinan 50mg to 100m in 24 hrs (verbal order). There is an entry
the following day dated 21 January 1996 (signature unclear) ‘much more settled,
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Prescribed 80-120mg/ 24hr 16 Jan 80mg/24hr
17 Jan 80mg/24hr

Dlamorphine sc via syringe driver 17 Jan 120 mg/24hr
Prescribed 120mg/24hr

Hysoscine sc via syringe driver 15 Jan 400 ucg/24hr
Prescribed 200-400 ucg/24hr 16 Jan 400 ucg/24hr
17 Jan 400 ucg/24hr

Midazolam sc via syringe driver 15 Jan 60mg/24hr
Prescribed 40-60 (unclear) mg / 24hr 16 Jan 60mg/24hr
17 Jan 60 mg/24hr
18 Jan 80 mg/24hr

Haloperidol via syringe driver 16 Jan 5mg/24hr
Prescribed 5-10mg/24hr 17 Jan 10 mg/24hr

Opinion on Patient A’s management

7. Patient A had a long standing history of depression which was severe and appears to be the
most likely cause for his decline leading to his admission to a residential home in 1995.
Immediately prior to his admission to Dryad ward he had developed when an inpatient in a
psychiatry ward, a chest infection and pseudo obstruction and had become immobile with

malnutrition and bedsores. | Code A s assessment indicates he was very ill and would

was not appropriate to consider finding a nursing home for Patient A, presumably because
he was at this stage very medically unwell. The decision to transfer him to a long-stay ward
suggests she had considered his medical condition was severe and unstable enough that he
should continue to be managed in a continuing care bed.

8. There are limited entries in the medical notes during Patient A’s time on Dryad ward where
he spent 18 days prior to his death although the nursing records indicate Patient A was seen

physical examination. The notes do not record what history, if any she obtained from
Patient A of his current symptoms and problems. Subsequent entries in the medical records
are brief and | consider the medical records at Dryad are inadequate and not consistent with

good medical practice. It is not clear from the admitting notes whether | Code A :
considered Patient A was for palliative care only.

older man who was deteriorating rapidly and highly likely to die in the next few weeks or
months. Overall responsibility for the care of Patient A following his admission to Dryad
Day to day medical care was the

10. Despite the limited medical documentation the decision of| Code A ito prescribe 5mg of

Oramorph 4 hourly on 10 January 1996 was in my view reasonable given that Patient A was
likely to be in significant discomfort and pain from his pressure sores. It would be difficult to
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point as Patient A was reported to be comfortable. The combination of diamorphine
midazolam, haloperidol and nozinan very likely shortened Patient A’s life although he would
not have been expected to live more than a few week following his admission to Dryad
ward. However the very poor quality of the medical and nursing notes make it difficult for
me to be certain that these drugs were not justified given Patient A’s clinical condition and
reported pain and agitation.

16. In my opinion . _Code A_1in her care of Patient A failed to meet the requirements of good
medical practice:
e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;
e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.
Declaration
. 17. | believe that the facts | have stated in this report are true and that the opinions | have

expressed are correct.

18. | have read and understood the Civil Procedure Rules Part 35 —Experts and Assessors.
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Reporton{ cCode A ((Patient B)

Code A
Consultant Physician

21 April 2009
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GMCand ! Code A
Patient B

This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of Patient B commenting on the care and
treatment carried out by

determining whether{ Code A ihas fallen short of what is reasonably expected from a
medical practitioner in the circumstances that she was practicing. 1 note the allegations
presented to the Fitness to Practise Panel that the prescriptions for diamorphine on 26
February and for diamorphine and midazolam on 5 March were too wide; that the iowest
commencing dose of diamorphine on 5 March of 100mg per 24 hours was excessive to
Patient B’s needs; that these prescriptions created a situation whereby drugs could be
administered to Patient B which were excessive to her needs; that these prescriptions and

the prescription of Morphine Slow Release (MST) tables on 24 February were inappropriate,

perform an appropriate examination or assessment of Patient B on admission or an
adequate assessment when Patient B’s condition deteriorated; did not provide a plan
treatment or obtain the advice of a specialist when Patient B’s condition deteriorated and

and not in the best interests of Patient B.

Code A

This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

This report is based on my review of the following documents; medical records of Patient B;
statements of | Code A

5 Code A istatement made by | Code A } in relation to Patient B; i--:

Course of events

Patient B was 83 years of age when she was admitted to the Royal Hospital Haslar on 5
February 1996 following a fall, was transferred to Daedalus Ward, Gosport War Memorial
Hospital on 22 February 1996. Patient B died on Daedalus Ward, Gosport War Memorial

Hospital on Code A | Prior to her fall and admission on 5 February 1996, Patient B

O vutfngfhot e PO

lived alone at home with her bed downstairs. She had a history of long-standing insulin
dependent diabetes and was registered blind due to cataracts (page 79). The admission
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~ her shopping and she was supported with daily home help and nurse visits to administer her
insulin.

5.2  On 5 February 1996, Patient B had been found at home, lying at the bottom of her stairs by
her home help. Patient B was unable to recall events but it seemed clear that she had falien
down the stairs as she was complaining of pain in both shoulders and a sore head. She was
taken to the Accident & Emergency Department at Royal Hospital Haslar where she was
found to have a laceration on the scalp, laceration on the right lower leg and tenderness
over the acromioclavicular region of the right shoulder and tenderness over the left
humerus (page 130). X-rays were obtained of the skull and left and right shoulder. The
notes record (page 134) that there was no bony injury evident. I could not find a formal
report of these x-rays in the medical notes. On neurological examination she was found to
have general weakness and was unable to move her right fingers. The impression of the
assessing doctor in Accident & Emergency was that she had had a fall either due to a slip or

‘ stroke (CVA). She noted she was a little drowsy and arranged for admission.

5.3  On admission (page 140) the admitting doctor noted she looked frail but was fully alert and
orientated. No focal arm or leg weakness was noted although power was generally weak
throughout and an upgoing right plantar reflex was observed. Other findings were of a
laceration (now sutured) and cut on the right leg with a small ulcer over the left tibia. Blood
tests on admission were unremarkable and the electrocardiogram (ECG) showed atrial
fibrillation (p143). Further enquiry into her history indicated she had had an episode of
hypoglycaemia one month previously (page 143). The notes record (page 144} that she was
independent but could only walk a few yards and went out of the house once a week when

5.4 On 6 February the medical notes record that Patient B was complaining of pain in the right
arm and had tenderness over the humerus and that the x-rays were not on the ward. Later
that evening the medical notes record (page 145) that Patient B developed a temperature of
38.5°C. Examination reports chest and abdomen were normal and there was no obvious
source of infection, however she was commenced on amoxicillin most likely to cover the
possibility of a chest or urinary tract infection.

‘ 5.5 On 7 February the notes record that she still had left shoulder and upper arm pain and her
hands were a problem (p145). On 8 February she was seen by ! Code A ;
physiotherapist (page 146) who noted that Patient B was complaining of shoulder/upper
limb tenderness and abdominal pain that she required the assistance of two people to move
from sitting to standing with full support for a few steps. She noted the pain Patient B was
having in her shoulder was a major problem leading her to require assistance with feeding,
washing and dressing when she had previously been independent in these activities. An
entry later that day indicates the need for analgesia. On 12 February the medical records

Code A lin Elderly Medicine. I have not been able to find a record of the analgesia
and other drug therapy Patient B received at Royal Hospita! Haslar in the medical notes.

5.6 The referral to | Code A (page 146} state that x-rays showed no fractures, that her diabetes

to walk. The medical records on 14 February record that “Patient B was still not able to do
much for herself because of pain in her arms” {page 150).
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5.7  On 16 February Patient B was seen by Code A i Geriatrician in response to the
referral made to: Code A inoted the history of the fall on 5 February. That her full
blood count suggested the presence of iron deficient anaemia and that Patient B still had

5.8 i Code A is examination of Patient B at this time indicated she had 4/5 weakness of the

fingers and wrists in both arms and a decreased measurement in both shoulders. QOn
sensory examination there was a possible loss of sensation in the median nerve territory of

the right hand which i Code A | thought was long-standing. Reflexes were generally

| Iyt

impression was of a probable brain stem stroke (b. stem CVA page 152}. | Code :
the medical notes “she had her neck x-rayed — I assume it was normal”. Her notes record
“sounds as though only just managing at home prior — but would like to get back. Therefore

to Daedalus GWMH?”. She requested (page 153) that notes and x-rays be sent with Patient B

not sure whether we’ll be able to get her home, but we will try”.

5.9 Anentryin the medical notes on 20 February stating mobility was improving in her arms and

assessment is summarised in a letter dated 16 February 1996 (pages 242, 244).

5.10 Patient B was transferred to Daedalus Ward, Gosport War Memorial Hospital on 22 February

1996, under the care of Code A ! Geriatrician. An entry fromi{_Code A iin the
medical notes on 22 February 1996 {(p175) states “Transfer to Daedalus Ward, GWMH. Past
medical history fall at home top to bottom of stairs, laceration on head. Leg ulcers. Severe
incontinence, needs a catheter. Insulin dependent diabetes mellitus. Needs Mixtard insulin
bd. Regular series blood sugar. Transfers with two. Incontinent of urine. Help to feed and

dress. Barthel 2. Assess general mobility. ? suitable rest home if home found for cat”.

5.11 The next entry from: Code A in the medical notes on 23 February states “catheterised last

of prognosis and treatment plan. Bottom very sore, needs Pegasus mattress. Institute
subcutaneous analgesia if necessary”. As required prescriptions for subcutaneous infusions
of diamorphine 80-160 mg/24hr, midazolam 40-80mg/24 hr and hyoscine 400-800ucg/24hr

5.12 The next entry is on 5 March 1996 by Code A iin the medical notes and states “has

medical notes (page 975) “further deterioration. Subcutaneous analgesia commenced.
Comfortable and peaceful, | am happy for medical staff to confirm death”. There is an entry

staff. The death certificate records cause of death as ‘CVA’ with diabetes mellitus as a
contributory factor (CVA is an abbreviation for cerebrovascular accident i.e. stroke}.

5.13 The nursing summary records (page 1021) state “patient having problems with grip in both
hands and pain in her arms and shoulders”. On 20 February the nursing summary states she
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was referred to physiatherapy. On 24 February the nursing notes state “Patient B’s pain was

make Patient B comfortable and pain-free. Syringe driver explained”.

On 4 March 1996 the notes record patient B was complaining of pain and of having extra as
required doses of analgesia. Morphine sustained release tablets were increased to 30mg

twice daily by

1 On 5 March the nursing summary records Patient’s B pain was

uncontrolled and a syringe driver was commenced at 0930h with diamorphine 100mg/24hr
and midazolam 40mg/24hr. On 6 March 1996 the nursing records state that patient B was

discontinued as Patient B was not unrousable.

Drug therapy prescribed and received at Gosport War Memorial Hospital,

Page 832-848. All prescriptions written by Dr Barton unless otherwise marked.

Regular prescriptions

Digoxin 125ug od 23 Feb — 4 Mar then discontinued
Prescribed 22 Feb

Digoxin 125ug od 5 Mar no further doses
Prescribed 4 Mar

Co-amilofruse 1 tablet once daily 23 Feb — 4 Mar then discontinued
Prescribed 22 Feb

Co-amilofruse 1 tablet once daily 4 Mar then no further doses
Prescribed 4 Mar

Ferrous sulphate 200mg bd 23 Feb — 4 Mar then discontinued

Prescribed 22 Feb and further continuation prescription 4 Mar
Beclomethasone inhaler 2 puffs twice daily

Prescribed 22 Feb 22 Feb — 4 Mar then discontinued
Salbutamol inhaler 2 puffs four times daily
Prescribed 22 Feb 22 Feb — 4 Mar then discontinued

Insulin mixtard 50 units once daily 0730h

Prescribed 22 February 1996 23-26 Feb

Insulin mixtard 50 units once daily 1800h

Prescribed 22 February 1996 22-25 Feb

Insulin mixtard dose unclear 23 Feb — 4 Mar {omitted 28 Feb)
Insulin mixtard dose unclear

Insulin mixtard 30 units morning 4-5 March

Prescribed 4 March

Insulin mixtard 20 units evening No doses administered
Prescribed 4 March

Trimethoprim 200mg bd 23-27 Feb then discontinued.
Prescribed 23 Feb

MST 10mg bd 0600h, 1800h 24-26 Feb discontinued after morning dose
Prescribed 24 Feb
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MST 20mg bd 26 Feb 2200h — 3 Mar 2200h then discontinued
Prescribed date unclear

MST 30mg bd 4 Mar 2 doses then discontinued

Prescribed 4 Mar

Diamorphine subcut via syringe driver 5 Mar 100mg/24hr
100-200mg/24hr 6 Mar 100mg/24hr
Prescribed 5 Mar

Midazolam subcut via syringe driver 5 Mar 40mg/24hr
40-80mg/24h 6 Mar 40mg/24hr
Prescribed 5 March 1996

As required prescriptions
Dihydrocodeine ? dose 9 doses, 2 tablets received dates and times unclear
Prescribed 22 Feb

Diamorphine subcut via syringe driver None administered
80-160mg/24hr
Prescribed 26 Feb

Midazolam subcut via syringe driver ~ None administered
40-80mg/24hr
Prescribed 26 Feb

Hyoscine sub-cut via syringe driver None administered
400-800ug/24hr
Prescribed 26 Feb

Opinion on Patient Management

7. Patient B was an elderly lady with long standing diabetes who had significant impairments

and comorbidites prior to her fall and admission to hospital in February 1996. Aithough she

. was registered blind and had previous falis at home she was living alone at home with
support, Following the fall her functional abilities were significantly impaired because she

was unable to use her hands. This was attributed to a brain stem stroke although | consider

the clinical evidence does not support this diagnosis. Bilateral hand weakness and arm and

shoulder pain would be an unusual presentation for a brain stem stroke. No radiological

brain imaging was undertaken which might have helped confirm the diagnosis. However as

unlikely to have demonstrated a brain stem stroke.

8. In a patient who has had a significant fall downstairs it is crucial to exclude injury to the head

whether the medical team responsible for her care had obtained and reviewed neck X-rays.
I have been unable to find a record of any X-rays of Patient B’s neck in the medical records
and it is not clear that any X-rays of Patient B’s cervical spine were obtained. In this context
I think it is much more likely Patient B's symptoms were related to cervical spine cord injury,
Her clinical symptoms are more in keeping with this diagnosis than a stroke. ldeally MR
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scanning of the brain and cervical spine would have been requested to assess whether this
was present and consideration given to obtaining a neurological or neurosurgical opinion.
Not withstanding the possible presence of cervical spine and cord injury Patient B eventually
started to gain Improved function of her hands although her general function was
significantly reduced to that prior to her fall.

At the time of her transfer to Daedalus Ward the plan was to attempt to maobilise Patient B.

assessment of her pain and no neurological examination. The latter should have been
performed because of the continuing arm weakness and the working diagnosis of a possible
brain stem stroke. There was no record of the analigesia she had received prior to transfer
to Daedalus Ward. The prescription of mild opioid drug dihydrocodeine for her pain was in
my vlew reasonable and appropriate. It seems likely that her pain was attributed to

in the absence of fracture more than two weeks after a fall should have prompted a clinical
review inciuding a detailed history and re-examination of the patient with consideration of
alternative causes of the pain.

The prescription by Code A |

my view not justified or best practice by the information available in the medical records.
The response to dihydrocodeine was not recorded. it would have been more appropriate to
prescribe as required oral morphine before prescribing a sustained release preparation. Both
the medical and nursing notes fack information on Patient B's symptoms of pain although it
seems likely that she was having persisting pain as the MST dose was increased to a total of
60mg daily. However the medical and records do not record that Patient B remained in pain
on the initial dose of MST and do not provide any justification for the increase in dose to 60
mg daily over the following days.

The prescriptions on 26 February of as required prescriptions for subcutaneous infusions of
diamorphine 80-160 mg/24hr, midazolam 40-80mg/24 hr and hyoscine 400-800ucg/24hr
were in my opinion, not justified, reckless and potentially very dangerous. In the event none
of these were administered by nursing staff. At this time there was no evidence in the notes
that Patient B was unable to swallow. She was receiving 40mg oral morphine in a 24 hour
period and the equivalent dose of subcutaneous diamorphine would have been
approximately 15-20mg/24hr. Had the diamorphine been administered this would have
been 4-8 fold increase and would have been highly likely to cause respiratory depression and
coma. Had the midazolam infusion been commenced this would have even more powerfully
suppressed Patient B's respiration and conscious level.

cause of this deterioration. In particular she does not appear to have considered that the
deterioration in patient B may have been due to adverse effects of the morphine prescribed
to her. In this context it is difficult to know whether continuing opioid drugs was
appropriate in Patient B. If Patient B’s deterioration was not due to opiates it was
appropriate to continue an equivalent opioid dose by the subcutaneous route. The
equivalent diamorphine subcutaneous dose is one third to one half of the oral morphine
dose received over a 24 hour period. Patient B was receiving 60mg/24hr of oral morphine.
Therefore an equivalent dose of subcutaneous diamorphine would have been 20-

30mg/24hr.
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13, The prescription of a subcutaneous infusion of diamorphine that was 3-5 times higher than
the oral morphine she had received was in my view reckless and dangerous and highly likely
to precipitate respiratory depression and coma in Patient B. The prescription of 40mg/24hr
midazolam was in my opinion also not justified as the medical and nursing notes do not
record and agitation or other symptoms justifying the prescription of a sedative drug. The
dose range prescribed was in my view excessive and reckless and likely to cause further
respiratory depression and coma. If agitation or restlessness was present a single dose of
hatoperidol or other sedative would have been appropriate initial therapy. Close monitoring
of Patient B was required once the combination of diamorphine and midazolam was infused
with the nursing and medical staff understanding the high risk of respiratory depression and
coma that these drugs can produce.

14, The subsequent deterioration of Patient B on 6 March is in my view most likely due to the
combined effects of the diamorphine and midazolam infusions. The description of Patient B
being comfortable and peaceful most likely reflects Patient B was in a drug induced coma at
this stage. In my opinion the diamorphine infusion was inappropriately high and the
midazolam infusion was not indicated in Patient B, | consider these drugs very likely
produced respiratory depression and coma in Patient B and hastened her death.

Summary of Conclusions

15, Patient B was an elderly lady with diabetes who developed persisting bilateral hand
weakness and shoulder and arm pain following a fall. The underlying cause of her persisting
weakness and pain was in my opinion not clearly established. Patient B was transferred to
Daedalus ward with the Intent to try and mobilise her, The information in the notes
suggests there was inadequate assessment of patient B by |
responsible for the day to day medical care of the patient. | Code A s prescription of
Morphine Slow Release Tablets on 24 February was inappropriate because an adequate
clinical assessment had not been performed and the response tc paracetamol and moderate

analgesia had not been assessed. The prescriptions of subcutaneous diamorphine and

hazardous. The prescriptions of subcutaneous diamorphine and midazolam on 5 March
were not justified, reckless and in my opinion led to deterioration in Patient B contributing
to her death.

16, In my opinioni Code A :in her care of Patient B failed to meet the requirements of good
medical practiéé_: '''''''''''''''''

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

& to consult colleagues;
to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

17. 1 understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

I believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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Report on! Code A Patient B)

Code A
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Patient B
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perform an appropriate examination or asseszment of Patient 8 on admission of an
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Wapproprizie,
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MST 10mg bd 0600h, 1800h 24-26 Feb discontinued after morning dose
Prescribed 24 February 1996

MST 20mg bd 26 Feb 2200h — 3 Mar 2200h then discontinued
Prescribed date unclear

MST 30mg bd 4 Mar 2 doses then discontinued

Prescribed 4 March 1996
Diamorphine subcut via syringe driver 5 Mar 100mg / 24 hours
100-200mg/24 hr 6 Mar 100mg / 24 hours
Prescribed 5 March 1996

Midazolam sub-cut via syringe driver 5 Mar 40mg/24h
40-80mg/24h 6 Mar 40mg/24h
Prescribed 5 March 1996

As required prescriptions

Dihydrocodeine ?dose 9 doses, 2 tablets received dates and times unclear
Prescribed 22 February 1996

Diamorpine 80-160mg/24h sub-cut via syringe driver

Prescribed 26 February 1996 None administered

Midazolam 40-80mg/24h sub-cut via syringe driver

Prescribed 26 February 1996 None administered

Hyoscine 400-800ug sub-cut via syringe driver

Prescribed 26 February 1996 None administered

Opinion on Patient Management

7. Patient B was an elderly lady with long standing diabetes who had significant impairments
and comorbidites prior to her fall and admission to hospital in February 1996. Although she
was registered blind and had previous falls at home she was living alone at home with
support. Following the fall her functional abilities were significantly impaired because she
was unable to use her hands. This was attributed to a brain stem stroke although | consider
the clinical evidence does not support this diagnosis. Bilateral hand weakness and arm and
shoulder pain would be an unusual presentation for a brain stem stroke. No radiological
brain imaging was undertaken which might have helped confirm the diagnosis. However as

unlikely to have demonstrated a brain stem stroke.

8. In a patient who has had a significant fall down stairs it is crucial to exclude injury to the
head or cervical spine and in particular in patients with neurological deficits to exclude

cervical cord compression. | Code A irecognised the importance of this through her
comment asking whether the medical team responsible for her care had obtained and
reviewed neck XRays. | have been unable to find a record of any Xrays of Patient B’s neck in
the medical records and it is not clear that any Xrays of Patient B’s cervical spine were
obtained. In this context ! think it is much more likely Patient B’s symptoms were related to
cervical spine cord injury. Her clinical symptoms are more in keeping with this diagnosis
than a stroke. Ideally MR scanning would have been requested to assess whether this was
present and consideration given to obtaining a neurological or neurosurgical opinion. Not
withstanding the possible presence of cervical spine and cord injury Patient B eventually
started to gain improved function of her hands although her general function was

significantly reduced to that prior to her fall.
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were infused with the nursing and medical staff understanding the high risk of respiratory
depression and coma that these drugs can produce.

14. The subsequent deterioration of Patient B on 6 March is in my view most likely due to the
combined effects of the diamorphine and midazolam infusions. The description of Patient B
being comfortable and peaceful most likely reflects Patient B was in a drug induced coma at
this stage. In my opinion the diamorphine infusion was inappropriately high and the
midazolam infusion was not indicated in Patient B. | consider these drugs very likely
produced respiratory depression and coma in Patient B and hastened her death.

Summary of Conclusions

15. Patient B was an elderly lady with diabetes who developed persisting bilateral hand
weakness and shoulder and arm pain following a fall. The underlying cause of her persisting
weakness and pain was in my opinion not clearly established. Patient B was transferred to

February was inappropriate because an adequate clinical assessment had not been
performed and the response to paracetamol and moderate analgesia had not been

26 February were too wide a dose range and potentially hazardous. The prescriptions of
subcutaneous diamorphine and midazolam on 5 March were not justified, reckless and in my
opinion led to deterioration in Patient B contributing to her death.

16. In my opinioni code A !in her care of Patient B failed to meet the requirements of good
medical practice:

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to consult colleagues;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.
Declaration
17. | believe that the facts | have stated in this report are true and that the opinions | have

EXPTESSEd are correct.

18. I have read and understood the Civil Procedure Rules Part 35 — Experts and Assessors.
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21 April 2009
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Patient C

This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of patient C, commenting on the care and

medical practitioner in the circumstances that she was practising. | note the allegation
presented to the Fitness to Practice Panel that the prescriptions of diamorphine and
midazolam were made with too wide a dose range and were there inappropriate and

This report should be read in the context of the general repert | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital and the
medico-legal report | provided to Hampshire Constabulary dated 12 December 2001. In that
report pages 30-34 | described the course of events relating to! Code A s admission to the
Department of Medicine for Elderly People at Queen Alexandra Hospital on 6 February 1998

Course of events

| have described these in my report to Hampshire Constabulary dated 12 December 2001
and have no changes or corrections to make to my statement in that report.

Drug therapy prescribed and received at Gosport War Memorial Hospital.

Once only prescription
Diamorphine im S5mg administered twice. First date unclear, 0800 h
Second date unclear, 1500 h



As required prescriptions
Thioridazine 25mg 28 Mar 1300h
Prescribed 27 Feb

Oramorph 10mg per 5mls, 5mg 28 Feb 1620h
Prescribed 27 Feb

Fentanyl ‘25’ patch x 3 days 2 Mar 0800h
Prescribed 2 Mar

Regular prescriptions
Digoxin 125ug od
Frusemide 40mg od
Ramipril 5mg od
Sotalo! 40mg od
Sertraline 50mg od

All 5 drugs above prescribed 27 Feb
No drugs administered, discontinued date unclear

Lactulose 10ml bd 27 Feb 1 dose
Prescribed 27 Feb 28 Feb 2 doses
29 Feb 1 dose

Thioridazine dose unclear tds 1Mar 2doses

Prescribed 28 Feb 2 Mar 1 dose then discontinued
Heminevrin dose unclear nocte 28 Feb 1 dose

Prescribed 28 Feb 1 Mar 1 dose then discontinued

Daily review prescriptions

Diamorphine sub cut via syringe driver 3 Mar 20mg/24hr 1050h
20-200mg/24hr

Prescription date unclear MARKED PRN

Hyoscine subcut via syringe driver None administered
200-800ug/24hr
Prescription date unclear

Midazolam subcut via syringe driver 3 Mar 20mg/24hr 1050h
20-80mg/24hr
Prescription date unclear

Opinion on Patient Management

7.

GMC100896-0105

| have already provided my opinion on patient management in my report to Hampshire
Constabulary. | am making additional comments which relate specifically to the allegations
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8. As previously stated | consider the prescription of oral morphine on 28 February was
probably appropriate. If this had failed to control her symptoms which the notes suggest
was the case by 2 March. Patient C had received oral morphine, thioridazine and
heminevrin and was reported to be unsettled following intra-muscular diamorphine and to
be spitting out oral medication. 1 would consider the decision to prescribe a transdermal

patch was appropriate. { Code A irecorded the rationale for prescribing a fentany! patch in

[ Iyt |

her entry to the medical notes on 2 March.

9. After the fentanyl patch (25ug per hour) was applied Patient C became more drowsy. The
fentanyl 25ug patch is equivalent to 90mg of oral morphine (ref BNF 36 September 1998
page 204). Patient C had received substantially less than the equivalent of 90mg oral
morphine in the previous 24 hours. It is difficult to determine how much opioid drugs she
had received because the dates of two administered 5 mg intramuscular doses of
diamorphine are unclear. However if it is assumed these two doses were administered on 1
least a three fold higher dose of opioid, and if the diamorphine doses were administered on
separate days the increase in opioid dose was even higher. There was a sigificant risk of
adverse effects from the fentanyl patch and this was the most likely cause of Patient C
developing drowsiness.

to recognise the deterioration could be due to adverse affects of oplates although she states
in her entry that patient C was receiving diamorphine when she was only receiving a
fentanyl patch at this point. 1t would have been appropriate for the fentanyl patch to be
removed although it is not clear if this was done.

11. 1 cannot find any justification of the subsequent commencement of midazolam and
this in the medical records. At this time the nursing records do not indicate patient was in
any pain or distress. In my view there was no indication to prescribe additional opiates or
sedative by continuous syringe driver infusion when patient C had already deteriorated
following the application of the fentanyl patch. The infusion of diamorphine and midazolam
would be expected to result in further depression of conscious level and respiratory
depression. These drugs likely contributed to her death.

12. In my opinion the prescription of subcutaneous diamorphine and midazolam in the wide
dose range was poor practice, potentially very hazardous and not consistent with good
medical practice. The medical notes should have recorded clear reasons why these powerful
drugs were being prescribed. In the absence of any clear protocol the prescription of such a
wide dose range was hazardous in a patient such as Patient C.

Summary of Conclusions

13. Patient C was a frail elderly lady with probable carcihoma of the bronchus who had
background problems of depression, dementia, ischaemic heart disease and congestive

...................

syringe driver. The dose ranges were inappropriate and potentially hazardous. In my
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opinion the prescription of these drugs in conjunction with the previous prescription of a
fentanyl patch at a much higher equivalent dose then the oral morphine may have
contributed to her death. However Patient C was a frail woman with probable carcinoma of
the bronchus who was deteriorating prior to her admission to Dryad ward and other medical
problems may have caused her deterioration and death.

14. In my opinion,; Code A iin her care of patient C failed to meet the requirements of good
medical practice to:
e provide an adequate assessment of the patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination
e keep clear accurate contemporaneous patient records to support the relevant clinical
findings, decisions made, information given to patients and any drugs or other
treatments prescribed

s prescribe only the treatment drugs or appliances that serve the patient’s needs.
14, 1 understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

I believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.

..........................................................
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Once only prescription
Diamorphine im 5mg

As required prescriptions
Thioridazine 25mg
prescribed 27 February 1998

Oramorph 10mg per 5mls
5mg prescribed 27 February 1998

Fentanyl ‘25’ patch x 3 days
Prescribed 2 March 1998

Regular prescriptions
Digoxin 125ug od
Frusemide 40mg od
Ramipril 5mg od
Sotalol 40mg od
Sertraline 50mg od

GMC100896-0109

administered twice. First date unclear, 0800 hours

Second date unclear, 1500 hours

28 March 1300 hours

28 February, 1620h

2 March 1998, 0800h

All 5 drugs above prescribed 27 February 1998
No drugs administered, discontinued date unclear

Lactulose 10mls bd
Prescribed 27 February 1998

Thioridazine dose unclear tds
Prescribed 28 February 1998

Heminevrin dose unclear nocte
Prescribed 28 February 1999

Daily review prescriptions
Diamorphine 20-200mg / 24 hours

marked prn Prescription date unclear

Hyoscine subcut 200-800ug / 24 hours

Prescription date unclear

Midazolam subcut 20-80mg / 24 hours

Prescription date unclear

Opinion on Patient Management

7.

| have already provided my opinion on patient management in my report to Hampshire

27 February 1 dose
28 February 2 doses
29 February 1 dose

1 March 2 doses
2 March 1 dose then discontinued

28 February 1 dose
1 March 1 dose then discontinued

3 March 20mg/ 24 hours 1050 h

None administered

3 March 20mis per 24 hours 1050 hours

Constabulary. | am making additional comments which relate specifically to the allegations
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medical practice to:

- provide an adequate assessment of the patient’s condition based on the history
and clinical findings and including where necessary an appropriate examination;

- keep clear accurate contemporaneous patient records to support the relevant
clinical findings, decisions made, information given to patients and any drugs or other
treatments prescribed;

- prescribe only the treatment drugs or appliances that serve the patient’s needs.

Declaration
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Code A
Consultant Physician

21 April 2009
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Report on Patient D

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of Patient D commenting on the care and

medical practitioner in the circumstances that she was practicing. | note the allegation
presented to the Fitness to Practice Panel that the prescriptions of diamorphine and
midazolam were in too wide a dose range, creating a situation whereby drugs could be
administered to Patient D which were excessive to her needs and were inappropriate,
potentially hazardous and not in the best interests of Patient D,

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital and the
medico-legal report | have provided to Hampshire Constabulary dated 12 December 2001.
in pages 21-24 of that report | describe the course of events relating to Patient D’s admission
to the Queen Alexandra Hospital on 31 July 1998, transfer to Daedalus Ward Gosport War

Memorial Hospital on 6 August 1998 prior to her deathoni” CodeA

4. This report is based on my review of the following documents; medical records of Patient D;
statements of | Code A i various nurse statements.

5. Course of events

5.11 have described the course of events in my report to Hampshire Constabulary dated 12
December 2001. A correction | have to that statement relates to section 4.4 where [ stated
the nursing care plan recorded no significant deterioration until 21 August 1998. The
nursing notes record a deterioration in Patient D’s condition over the weekend on 17
August 1998 (p635). Otherwise | have no changes or corrections to make to my statement
in that report.

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.
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Note the drug chart used at Queen Alexandra Hospital was used following transfer on 6
August 1998 to Daedalus Ward with the hospital and ward being changed from ‘Q.A. to

‘GWMH’ and ‘Philip’ to ‘Daedalus” ward.” {p139)

As required prescriptions
Promazine syrup 25mg
Prescribed 31 Jul 1998 by i "Code A |
Haloperidol subcut 2.5-10mg
maximum 60mg in 24 hours

Regular prescriptions
Fluoxetine (Prozac) 20mg od

Zopiclone 3.75mg
Prescribed 31 Juf 1998 { Code A
Lactulose 10mis

Daily review prescriptions
Diamorphine subcut via syringe driver
Prescribed date unclear
20-200mg/24hr

Hyoscine subcut via syringe driver
200-800ug/24hr
Prescribed date unclear

Midazalam subcut syringe driver
20-80mg/24hr
Prescribed date unclear

Opinion on Patient Management

7.

None administered

1 Aug 2045h 2.5mg

None administered

1-9 Aug then discontinued
31 Jul-19 Aug

3-19 Aug

1 - 4 Aug then discontinued
None administered

1 Aug 2 doses

Discontinued 2 August
2-9 Aug then discontinued

20 Aug 30mg /24hr 1350h
21 Aug 30mg /24hr

None administered

20 Aug 20mg /24hr 1350h
21 Aug 20mg /24hr

| have already provided my opinion on patient management in my report to Hampshire
Constabulary. | am making additional comments which relate specifically to the allegations



8.

10.

11.

12,

GMC100896-0116

Patient D was a frail elderly woman with dementia resident in a psychogeriatric care home

[ R

plan for Patient D on 4 Aug 1998 (p99A) with continuation of oral antibiotics to treat her
urinary tract infection, adrinistration of subcutaneous fluids and transfer to Daedalus NHS
Continuing Care Ward for 4-6 weeks for observation prior to a decision about placement. At
this stage Patient D could not return to her bed at Addenbrooke’s care home but her bed
was to be kept there until it became clear whether she would recover sufficiently to return
to the care home. A decision was made that Patient D was not for resuscitation in the event
of a cardiac arrest but active treatment was continuing. | would consider both these
decisions were appropriate and reasonable.

There are very few medical records following Patient D’s transfer to Daedalus ward. There is

should be given and Patient D reviewed in one month time to assess if she continued to have
specialist medical or nursing problems which would have meant long term care in an NHS
continuing care bed was appropriate.

The nursing notes indicated on 17 August that Patient D’s condition had deteriorated over
the weekend (p635). The nursing notes do not record Patient D was in pain or distress. The
next entry in the nursing records on 21 August after Patient D had been commenced on

subcutaneous analgesia was commenced the previous day.

The deterioration that occurred in Patient D required a medical assessment to be performed
to determine the cause of the deterioration such as infection or electrolyte disturbance.
However the information in the medical records suggests that no such assessment was

undertaken by !

of subcutaneous infusions of diamorphine and midazolam was not good medical practice
and the decision to commence these drugs was not justified or appropriate.

In my opinion the prescription of subcutaneous diamorphine and midazolam in the wide
dose range was poor practice, potentially very hazardous and not consistent with good
medical practice. The prescription of large dose ranges of these drugs in the absence of a
clear protocol understood by all nursing staff indicating the symptoms that should lead to
the administration of the drugs, doses to be used and monitoring undertaken, placed Patient
D at high risk of being administered an inappropriately high dose of opiate. In my opinion it
is likely that the administration of the diamorphine and midazolam infusions produced
depression of her respiration and conscious level. However as there are no clear
observations of Patient D’s respiratory rate it is difficult to assess whether significant
deterioration occurred before or after administration of the diamorphine and midazolam
and whether these drugs hastened death.
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Summary of Conclusions

13.  Patient D was a frail elderly woman with dementia who was transferred to Daedalus ward
for observation prior to a decision about appropriate long term placement. After initial
improvement following admissions to the ward Patient D deteriorated and was prescribed

diamorphine and midazolam by subcutaneous infusion were not justified by the information
recorded in the medical records, were in too wide a dose range and were potentially
hazardous.

14,  In my opinioni_ code A _iin her care of Patient D failed to meet the requirements of good
medical practice to:
¢ Provide an adequate assessment of the patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination
¢ Keep clear, accurate contemporaneous patient records which report the relevant clinical
findings the decisions made, information given to patients and any drugs or other
treatments prescribed

¢ Prescribe only the treatment, drugs or appliances that serve the patient’s need
13. lunderstand my duties as an expert, as set out at paragraph 57 of my Generic Report.

[ believe that the facts 1| have stated in this report are true and that the opinions | have
expressed are correct.

..........................................................
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respiratory depression, coma and in some cases death the day after these were
commenced.

12.  In my opinion: Code A iin her care of Code A :failed to meet the requirements of
good medical practice to:
- Provide an adequate assessment of the patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination
- Keep clear, accurate contemporaneous patient records which report the relevant clinical
findings the decisions made, information given to patients and any drugs or other
treatments prescribed

- Prescribe only the treatment, drugs or appliances that serve the patient’s need

Declaration
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Reporton | Code A {Patient E)

Code A
Consultant Physician

21 April 2009
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17. In my view it was appropriate to prescribe opioid analgesia for pain and haloperidol for
distress and agitation on 18 August. The medical notes do not record a clear indication for
using subcutaneous infusion rather than continuing oral adminstration. However the doses
of morphine and haloperidol that were commenced by subcutaneous infusion on 18 August
were in my view reasonable.

18. The medical notes provide no justification for the administration of midazolam to patient E
on 18 August. 1t would have been appropriate to observe the response of patient E to the
infusion of diamorphine and haloperidol. If patient E remained agitated and distressed and
this was not thought to be due to pain it would have been appropriate to increase the dose
of haloperido! infused to 10mg/24hr the upper limit of the haloperidol infusion dose range.
if this did not relieve Patient E’s symptoms it would have been appropriate to consider
replacing the haloperidol with midazolam. However as outlined in my report to Hampshire
Constabulary Il consider the prescription and administration of midazolam with haloperidol
and diamorphine in the doses prescribed to be inappropriate and highly risky because of the
combined risk of these three drugs to produce respiratory depression and coma. If patient E
had remained highly distressed on adequate doses of diamorphine analgesia and haloperidol
and substitution of midazolam for haloperidol had not improved control of symptoms of
distress and restlessness it would then have been reasonable to consider administering both
haloperidol and midazolam to patient E with careful monitoring to ensure patient E's
symptoms were controlied without unnecessary adverse effects.

19. | Code A stated that she used midazolam in patient E as a muscle relaxant (section 2.27
report to Hampshire Constabulary). This is not an appropriate use. The medical and nursing
notes at the time of the midazolam prescription and administration do not contain any

record of an assessment of tone or muscle stiffness in patient E. In my opinion the dose

patients are more susceptible to midazolam and at increased risk of developing respiratory
and central nervous system depression. The Wessex Protocols recommended a dose range
of 10-60mg/24hr. In an older frail patient an appropriate starting dose would have been
10mg/24hr particularly when diamorphine had also been prescribed. The dose of
40mg/24hr hat was administered was inappropriately high and the upper limit of the dose
range prescribed 80mg/24hr beyond that recommended. The prescribed dose range of
midazolam prescribed particularly in conjunction with the diamorphine and haioperidol
prescribed placed Patient E at high risk of developing life threatening complications.

20. | consider it likely that the diamorphine, midazolam and haloperidol infusions commenced
on 18 August very likely produced respiratory depression and coma that led to her dying
earlier than she would have done. However patient E required palliative care following her
and was likely to die within a few days or weeks after her transfer back to Daedalus ward on
17 August and was likely to die within a short time period. The doses of subcutaneous
diamorphine and haloperidol infusions administered were in my view appropriate but there
was no justification in the medical notes for the prescription and administration of
midazolam in addition to these drugs.

Summary of Conclusions

21. Patient E was a frail older lady with dementia who sustained a fractured neck of femur,
which was successfully surgically treated but then complicated by dislocation and continuing
pain following successful manipulation. She had a high risk of dying in hospital following
these events. She was initially transferred to Daedalus ward with the aim of improving her
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mobility before discharging her back to the nursing home she lived in. The information in

responsible for the day to day medical care of the patient when transferred to Deadalus
ward on 11 August 1998, The medical notes record no evidence of hip pain at this time and
no justification was provided for the prescriptions of oramorphine and subcutaneous
diamorphine and midazolam. The prescriptions of subcutaneous infusions of diamorphine
and midazolam in the wide dose ranges used were highly risky.

22. Patient E deteriorated rapidly after dislocating her hip on 14 August and treatment with
opioids and haloperidol was appropriate.  The medical records do not provide any
justification for the prescription of midazolam by subcutaneous infusion or is administration
on 18 August until Patient E’s death on 21 August. In my opinion the midazolam infusion at
the dose infused very likely led to respiratory depression and shortened patient E's life
although at this stage she required patliative care and was likely to die within a few days or
weeks.

23. In my opinion, | Code A !in her care of Patient E failed to meet the requirements of good
medical practice:
¢ to provide a adequate assessment of a patient’s condition bhased on the history and
clinical findings and including where necessary an appropriate examination;
* to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

¢ to prescribe only the treatment, drugs or appliances that serve patients’ needs.

24. lunderstand my duties as an expert, as set out at paragraph 57 of my Generic Report.

I believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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Report on' Code A (Patient E)

Code A
Consultant Physician

19 April 2009
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GMCand; CodeA

Report on Patient E

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medicaI care of Patient E commenting on the care and

of diamorphine and midazolam were in too wide a dose range and created a situation
whereby drugs could be administered to patient E which were excessive to her needs; that
prescriptions of oramorphine, diamorphine and midazolam were inappropriate, potentially
hazardous and not in the best interests of Patient E.

Code A

This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital and the
medico-legal report | provided to Hampshire Constabulary dated 12 December 2001. In that
report pages 4-13 | described the course of events relating to Patient E’s admission to the
Royal Hospital Haslar on 29 July 1998 subsequent care following her transfer to Daedalus

ward, Gosport War Memorial Hospital on 11 August 1998 prior to her death on{ Code A :
1998.

w

P

This report is based on my review of the following documents: medical records of Patient E;
statements of : Code A
Code A ! police statements

5. Course of events

| have described these in my report to Hampshire Constabulary dated 12 December 2001. |
have no changes or corrections to make to my statement of the course of events as outlined
in that report.

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.

In the next section | list all drug therapy received providing more detail of i Code A |

prescribing previously outlined in section 2.11 of my report to Hampshire Constabulary (12
December 2001).



As required prescriptions
Oramorphine 10mg/5ml

2.5-5ml

Prescribed 11 Aug

Diamorphine subcut via syringe driver
20-200mg/24hr
Prescribed 11 Aug

Hyoscine subcut via syringe driver
200-800 ucg/24hr
Prescribed 11 Aug

Midazolam subcut via syringe driver
20-80mg/ 24 hr
Prescribed 11 Aug

Regular prescriptions
Haloperidol 2mg/ml oral

0.5ml ‘If noisy’

11 Aug 1115h
1145h
12 Aug 0615h
13 Aug 2050h
14 Aug 1150h
17 Aug 1300h
?
1645h
2030h

18 Aug 0230h
?

10mg
10mg
10mg
10mg
10mg
5mg

5mg

5mg

10mg
10mg
10mg

None administered

19 Aug 1120h
20 Aug 1045h
21 Aug 1155h

18 Aug 1145h
19 Aug 1120h
20 Aug 1045h
21 Aug 1155h

13 Aug One dose administered

200ucg/24hr ? 400

400ucg/24hr
40ucg/24hr

20mg/24hr
20mg/24hr
20mg/24hr
20mg/24hr

GMC100896-0132

Heading ‘REGULAR PRESCRIPTION’ crossed out and replaced with ‘PRN’ for this prescription

Lactulose 10ml twice daily
Prescribed 11 Aug

Haloperidol 2mg/ml, | mg twice daily
Prescribed 11 Aug

Oramorphine 10mg/5mi

2.5 ml four time daily

Prescribed 12 Aug. Marked ‘PRN’
Oramorphine 10mg/5ml

5ml nocte

Prescribed 12 Aug. Marked ‘PRN’

Diamorphine subcut via syringe driver
40-200mg/24hr
Prescribed 17 Aug

11-14 Aug

17 Aug then none administered

11-14 Aug

17 Aug then none administered

None administered

None administered

18 Aug 1145h
19 Aug 1120h
20 Aug 1045h
21 Aug 1155h

40mg/24hr
40mg/24hr
40mg/24hr
40mg/24hr
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Haloperidol subcut via syringe driver 18 Aug 1145h 5mg/24hr
5-10mg/24hr 19 Aug 1120h 5mg/24hr
Prescribed 17 Aug 20 Aug 1045h 5mg/24hr

21 Aug 1155h 5mg/24hr

Opinion on Patient Management

7. | have already provided my opinion on patient management in my report to Hampshire
Constabulary. [ am making additional comments which relate specifically to the allegations

August. In this report | comment on the initial prescription of the two drugs in this
report and the prescription of haloperidol by subcutaneous infusion on 17 August.

i) 2.30 line 13 ‘In the absence of post-mortem. Radiological data (chest Xray) or
recordings of Mr respiratory rate...” should read ““In the absence of
post-mortem. Radiological data (chest Xray) or recordings of Patient E’s respiratory
rate...”.

8. Patient E was a frail elderly woman with dementia who was living in a nursing home prior to

(page 24,26 letter summarising assessment) on 3 Aug 1998 she was transferred to Daedalus
Ward, Gosport War Memorial Hospital with the aim to improve her mobility. Prior to her
transfer to Daedalus ward the orthopaedic nursing team documented on the 10 August that
she was fully weight bearing and walking with the aid of two nurses and a Zimmer Frame.

following her admission to Daedalus ward but indicate she was ‘not obviously in pain’. The
nursing records on 12 August also state that patient E did not appear to be in pain when she
awoke from sleep very agitated. Prior to her transfer to Daedalus ward patient E had been
taking cocodamol (paracetamol and codeine) as required. As | have previously commented
(section 2.21 report to Hampshire Constabulary) | do not consider it was appropriate to
prescribe oramorphine and a subcutaneous diamorphine infusion to patient E on 11 August.
The medical records contain no information suggesting patient E’s pain would not be
controlled by as required or regular cocodamol which she had already been receiving.

10. The oramorphine patient E received between 11-13 August may have contributed to her
confusion and agitation following admission to Daedalus ward and to her fall on 13 August
leading to dislocation of the hip. However she had dementia, had been agitated prior to
receiving the oramorphine and was also taking haloperidol, all of which increase the risk of
falls and hip dislocation.

11. The prescription by | Code A | of diamorphine in the dose range 20-200mg/24hr was

excessively wide and placed patient E at a high risk of developing respiratory depression and
coma if a higher infusion rate had been commenced. In my opinion from the information
available in the notes the prescriptions on 11 August of as required oramorphine and

diamorphine by subcutaneous infusion by CodeA :were inappropriate and potentially



12.

13.

14.

15.

16.

GMC100896-0134

instructions were recorded in the medical or nursing records as to the circumstances under
which oramorphine or diamorphine should be administered.

I can find no justification in the medical or nursing notes for the prescription and

August. Patient E had intermittent episodes of agitation and regular haloperidol with
additional as required doses was appropriate to manage these symptoms. Midazolam is
indicated for terminal restlessness and is also indicated in the Wessex Protocol’ for the
management of anxiety in a palliative care setting for patients already receiving drugs
through a syringe driver. None of these applied to patient E.

excessively high. Older patients are more susceptible to midazolam and at increased risk of
developing respiratory and central nervous system depression. In an older frail patient in
whom a midazolam infusion as indicated an appropriate starting dose would have been
10mg/24hr particularly when diamorphine had also been prescribed. The lower dose of
20mg/24hr was inappropriately high and the upper limit of the dose range prescribed
80mg/24hr unacceptably high. The prescribed dose range of midazolam particularly in
conjunction with the diamorphine prescribed placed Patient E at risk of developing life
threatening complications if these doses were administered by nursing staff.

Following patient E’s readmission to Daedalus ward on 17 August the medical and nursing
notes document that Patient E had hip pain. | consider the administration of opioids at this
point was reasonable and appropriate. The cause of the hip pain was unclear and it would

have been good practice for: Code A ito discuss patient E with the responsible consultant
and/or the orthopaedic team. However as no dislocation was present on the repeat XRay
the focus would have been on the provision of effective pain relief. The medical and nursing
notes Patient E was deteriorating rapidly at this stage. Hip fracture is often a pre-terminal
event in frail patients with dementia. | would consider the focus of care was appropriately

on palliating Patient E’'s symptoms of pain and agitation.

Oral morphine was initially used and a total of 45 mg morphine was administered to patient
E between 17 August 1300h and 18 August 1145h when a diamorphine infusion was
commenced. The medical notes do not record the justification for commencing a
subcutaneous infusion rather than continuing to administer drugs by the oral route. The
equivalent dose of subcutaneous diamorphine is one third to one half of the total oral
morphine dose received which would have equated to 15-23mg/24hr. Patient E was still in
pain so a further 50% increase in dose was reasonable which would equate to about
35mg/24hr subcutaneous diamorphine. | would consider the dose of diamorphine infused
was high but not unreasonably so, although careful monitoring of patient E’s conscious level
and respiratory rate was required.

The nursing and medical notes indicate patient E was in pain and distressed on 17 August
and it was appropriate to continue to administer haloperidol via a syringe driver which was
commenced on 18 August at an equivalent dose to that she had been receiving orally. On 16
August patient E received 6 mg oral haloperidol (section 2.10 report to Hampshire
Constabulary) whilst at Royal Hospital Haslar. Patient E received one dose of haloperidol on
17 August after transfer back to Daedalus ward and the medical notes record she was in pain
and distress. | consider the prescription of haloperidol 5mg/24hr by syringe driver on 17
August was reasonable as this equated to the total oral dose received on 16 August. The
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administration of diamorphine and haloperidol required careful monitoring because these
drugs alone or in combination may produce coma and/or respiratory depression.

17. In my view it was appropriate to prescribe opioid analgesia for pain and haloperidol for
distress and agitation on 18 August. The medical notes do not record a clear indication for
using subcutaneous infusion rather than continuing oral adminstration. However the doses
of morphine and haloperidol that were commenced by subcutaneous infusion on 18 August
were in my view reasonable.

18. The medical notes provide no justification for the administration of midazolam to patient E
on 18 August. It would have been appropriate to observe the response of patient E to the
infusion of diamorphine and haloperidol. If patient E remained agitated and distressed and
this was not thought to be due to pain it would have been appropriate to increase the dose
of haloperidol infused to 10mg/24hr the upper limit of the haloperidol infusion dose range.
If this did not relieve Patient E’s symptoms it would have been appropriate to consider
replacing the haloperidol with midazolam. However as outlined in my report to Hampshire
Constabulary Il consider the prescription and administration of midazolam with haloperidol
and diamorphine in the doses prescribed to be inappropriate and highly risky because of the
combined risk of these three drugs to produce respiratory depression and coma. If patient E
had remained highly distressed on adequate doses of diamorphine analgesia and haloperidol
and substitution of midazolam for haloperidol had not improved control of symptoms of
distress and restlessness it would then have been reasonable to consider administering both
haloperidol and midazolam to patient E with careful monitoring to ensure patient E’s
symptoms were controlled without unnecessary adverse effects.

report to Hampshire Constabulary). This is not an appropriate use. The medical and nursing
notes at the time of the midazolam prescription and administration do not contain any
record of an assessment of tone or muscle stiffness in patient E. In my opinion the dose

range of subcutaneous midazolam prescribed by | Code A iwas in excessively high. Older
patients are more susceptible to midazolam and at increased risk of developing respiratory
and central nervous system depression. The Wessex Protocols recommended a dose range
of 10-60mg/24hr. In an older frail patient an appropriate starting dose would have been
10mg/24hr particularly when diamorphine had also been prescribed. The dose of
40mg/24hr hat was administered was inappropriately high and the upper limit of the dose
range prescribed 80mg/24hr beyond that recommended. The prescribed dose range of
midazolam prescribed particularly in conjunction with the diamorphine and haloperidol

prescribed placed Patient E at high risk of developing life threatening complications.

20. | consider it likely that the diamorphine, midazolam and haloperidol infusions commenced
on 18 August very likely produced respiratory depression and coma that led to her dying
earlier than she would have done. However patient E required palliative care following her
and was likely to die within a few days or weeks after her transfer back to Daedalus ward on
17 August and was likely to die within a short time period. The doses of subcutaneous
diamorphine and haloperidol infusions administered were in my view appropriate but there
was no justification in the medical notes for the prescription and administration of
midazolam in addition to these drugs.

Summary of Conclusions
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21. Patient E was a frail older lady with dementia who sustained a fractured neck of femur,
which was successfully surgically treated but then complicated by dislocation and continuing
pain following successful manipulation. She had a high risk of dying in hospital following
these events. She was initially transferred to Daedalus ward with the aim of improving her
mobility before discharging her back to the nursing home she lived in The information in

ward on 11 August 1998. The medical notes record no evidence of hip pain at this time and
no justification was provided for the prescriptions of oramorphine and subcutaneous
diamorphine and midazolam. The prescriptions of subcutaneous infusions of diamorphine
and midazolam in the wide dose ranges used were highly risky.

22. Patient E deteriorated rapidly after dislocating her hip on 14 August and treatment with
opioids and haloperidol was appropriate. = The medical records do not provide any
justification far the prescription of midazolam by subcutaneous infusion or is administration

on 18 August until Patient E’s death on | code A _}In my opinion the midazolam infusion at
the dose infused very likely led to respiratory depression and shortened patient E’s life
although at this stage she required palliative care and was likely to die within a few days or
weeks.

23. In my opinion,i  Code A_iin her care of Patient E failed to meet the requirements of good
medical practice:
* to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;
¢ to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.
Declaration

24. | understand my duties as an expert, as set out at paragraph [ ] of my Generic Report.
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General Medical Counciland! Code A

..........................

Code A
Consultant Physician

21 April 2009
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used by some doctors to treat distress and anxiety in older people it is not an appropriate
first line treatment for a patient who develops distress and anxiety shortly after admission to
a rehabilitation ward. Although opiates usually more commonly produce drowsiness or
sedation that may cause or exacerbate anxiety or distress in older people. The development
of anxiety or distress in older people requires medical evaluation and assessment to
determine the underlying cause before the administration of any drug but particuiarly
opioids.

11. The prescription of diamorphine and midazolam and hyoscine (undated) by Code A was in
my opinion not justified, There is no evidence recorded in the notes that she was
experiencing significant pain or distress. The medicai records do not record the indication
for prescribing diamorphine and midazolam. It is possible this was prescribed as treatment
for her chest pain which is recorded in the nursing notes as occurring on the morning of 19
August. An electrocardiogram was not obtained which might have found evidence of
changes consistent with angina or a myocardial infarct. | can find no record of any
observations of Patient F’s pulse or heart rate or examination of her heart and lungs.

12. In my opinion there was an inadequate medical assessment of this problem. An adequate
medical assessment would have sought to determine a diagnosis responsible for the chest
pain and provided appropriate treatment. [f it was musculoskeletal a mild or moderate
analgesia therapy such as paracetamol or a non-steroidal anti- inflammatory drug would
have been appropriate. If it was cardiac pain appropriate treatment would have been with a
nitrate and possibly a dose of oral morphine if the pain failed to respond to nitrate therapy
and there was clear evidence pain was cardiac in nature. A 10mg dose of oramorphine was
administered at 1150h. No justification was given for the commencement of a continuous
infusion by syringe driver with the combination of diamorphine and midazolam. On 19
August and 20 August Patient F was able to take oral medication as evidenced by the
prescription chart recording the administration of oral bumetanide and allopurinol.

13. Patient F's condition deteriorated after the commencement of diamorphine and midazolam.
This deterioration should have led to a full medical assessment. It is highly likely her
deterioration was due to the combined sedative effects of diamorphine and midazolam and
if the infusion had been discontinued her drowsiness may have resolved. However her
deterioration was interpreted as requiring further sedative and drugs and the midazolam
dose was increased twofold to 40mg over 24 hours and hyoscine was also commenced.
These would have further contributed to Patient F's decline in my opinion. In my opinion
there is no clear evidence presented to support the diagnosis of a myocardial infarct or
cardiogenic shock as the cause of death in Patient F. It is much more likely she died from the
sedative and depressant effects of the diamorphine and midazolam infusion that she
received. There was nho justification provided in the notes for the syringe driver as Patient F
was able to swallow medication.

Summary of Conclusions

14. Patient F was a frail older lady who had a number of medical problems. Following her left
hip fracture she was making slow progress. When transferred to Dryad ward she was

inadequate medical assessment both when she was initially admitted and then a failure to
adequately assess Patient F when she developed agitation and then chest pain. The
prescription of opioids was in my opinion not justified and there was no justification
provided for the prescription of diamorphine and midazolam by subcutaneous. The
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prescription and administration of these drugs are the most likely cause of Patient F's

examination and investigations undertaken and recorded in medical notes.

15. In my opinioni Code A :in her care of Patient F failed to meet the requirements of good
medical practice to:

¢ Provide an adequate assessment of the patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination

¢ Consuit colleagues

e Keep clear, accurate contemporaneous patient records which report the relevant
clinical findings the decisions made, information given to patients and any drugs or
other treatments prescribed

e Provide or arranging necessary investigations

s Prescribe only the treatment, drugs or appliances that serve patient’s need

14. 1 understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

| believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.




GMC100896-0145

Code A
Consultant Physician

4 April 2009

This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been

medical practitioner in the circumstances that she was practicing. | note the allegation
presented to the Fitness to Practice Panel that the prescriptions of Oramorphine,
Diamporphine and Midazolam were inappropriate, potentially dangerous and not in the best

This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

statements of ! Code A :
b Code A i statement by Code A_in relation to i Code A ‘s police
interview 14™ july 2005.

Course of events

5.1i CodeA iwas 84 years of age when she was admitted to Royal Haslar Hospital Ward 3

on 5" August 1998 and transferred to Dryad ward, Gosport War Memorial Hospital on 18'

h

1998. Past medical history prior to this admission included inflammatory arthritis which
had been considered to be possibly rheumatoid arthritis or SLE. When assessed by a

shortness of breath chest pain, atrial fibrillation and a myocardial infarction. In June 1998
she was admitted from home for a treatment of leg ulcers. The medical records state
(p495) she had been ‘mobile, independent and self caring’ prior to admission on 5" August
1998.
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and there was response of the pain to due to GTN. The clinical impression was of a
musculoskeletal pain although a pulmonary embolus (clot to the lung) or angina were
considered as alternative diagnoses, and a comment was made that further investigation
with spiral CT or VQ scanning might be necessary. Codeine phosphate was prescribed as
an analgesic. On 17" August 1998 an entry in the medical notes (p519) by the SHO notes
she is well with no chest pain and was mobilising slowly and was awaiting transfer to

Gosport War Memorial Hospital.

states “HPC fracture neck of femur left 05/08/98 past medical history angina ,CCF
(Congestive Cardiac Failure). catheterised, transferring with 2, needs some help with ADL
(Actvities Daily Living), Barthel 6. Get to know, gentle rehabilitation. | am happy for nursing
staff to confirm death”. There is one other entry in the medical notes on Code A '
by nursing staff confirming death at 1825h that evening (page 78).

5.8Nursing notes on 18" August 1998 (page 394) recordi CodeA iis “for slow

mobilisation”. There is no documentation of any pain or discomfort in the initial nursing
assessment. Another entry on 18" August 1998 (p388) states “Settled and slept well from
2200 until midnight. Woke very distressed and anxious. Says she needs someone with her.
Oromorph 10mg given 0015 with little effect. Very anxious during the night. Confused at
times”. An entry on the 19™ August states “Comfortable night. settled well”. Drowsy but
rousable this am. Sips of oral fluid tolerated. Syringe driver satisfactory”.

5.90n 19™ August 1998 the nursing notes (p394) state “1150 ¢/o chest pain. Not radiating down
arm - no worse on exertion, pulse 96, grey around mouth. Oramorph 10mg/5ml given r
notified’. A further note states “pain only relieved for a short period, very anxious.
Diamorphine 20mg Midazolam 20mg commenced via syringe driver”. The next entry in the
nursing summary on 20" August 1998 12:15 states ‘Condition appears to have deteriorated
over night driver recharged 1010 Diamorphine 20mg, Midazolam 20mg, Hyoscine 400ug

states ‘General condition continued to deteriorated very “bubbly” suction attempted
without success’. An entry on 21 August 1998 in the nursing notes at 18:55 (page 395)
states “Condition continued to deteriorate slowly”.

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.

P368-369. All prescriptions written by

As required prescriptions
Temazepam 10-20mg
Oramorph 10mg/5ml sc 2.5-5mg

Regular prescriptions
Digoxin 62.5ug od
Slow K one tablet bd
Bumetanide 1mg od
Allopurinol 100mg od

not administered

18 Aug 1415h 5mg dose
19 Aug 0015  10mg dose
19 Aug 1150 10mg dose

18 -20 Aug
18 -19 Aug
19-20 Aug
18 -20Aug
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Daily review prescriptions

Diamorphine sc via syringe driver 19 Aug 20mg/24 hr 1600h
Prescribed (date unclear) 20 Aug 20mg/24hr
20-200mg/24 hr 21 Aug 60mg/24 hr 0735hr
Hyoscine sc via syringe driver 20 Aug 400ug/24 hr 0915hr
Prescribed (date unclear) increased to 800ug 1050hr
200-800ug/24 hr 21 Aug 800ug/ 24hr 0735hr
Midazolam sc via syringe driver 19 Aug 20ml/24 hr 1600hr
Prescribed (date unclear) 20 Aug 20mg/24hr 0915hr
20-80mg/24 hr increased to 40mg/24hr 1015hr

21 Aug 60 mg/24 hours 0735hr

Opinion on Patient Management

Management prior to admission to Dryad ward.

7. | Code A was making sIow progress at Royal Hospital Haslar following her left hip
hemiarthroplasty on 5™ August. She had a number of episodes of chest pain. Investigation
into these did not reveal any increase in her cardiac enzymes or change in her ECG.
Therefore the most likely cause of her episodes of chest pain was angina or possibly

musculoskeletal pain. At the time of her transfer she appeared to be stable the assessment

was a reasonable p055|b|I|ty she could i |mprove suf‘ﬁclently to return home. In my opinion
from the description of her problems it was appropriate and reasonable to transfer her to an
elderly care ward for continued assessment and rehabilitation with a view as to assessing
whether she would regain mobility and sufficient independence to be able to return to her
home.

history and current functlon. There is no record of any physical examination being
performed. It would be usual to expect a description of any current symptoms or
complaints a patient had and for a physical examination to be performed on admission ofa

failed to document episodes of chest pain or the problems with d|arrhoea An adequate
assessment wouId have noted these and recorded current bIood pressure and recent blood

someone to be with her and a more approprlate response would have been for a nurse to sit
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temazepam which had been prescribed or arrange for the prescription of another sedative
such as a small dose of haloperidol. The lack of clear instructions for the use of
Oramorphine may explain why the Oramorphine was given by the nursing staff. Although
Oramorphine is used by some doctors to treat distress and anxiety in older people it is not
an appropriate first line treatment for a patient who develops distress and anxiety shortly
after admission to a rehabilitation ward. The development of anxiety or distress requires
medical evaluation and assessment to determine the underlying cause before the
administration of opioids in older people.
10. The prescription of Diamorphine and Midazolam and Hyoscine (undated) by | Code A i
in my opinion not justified. There is no evidence recorded in the notes that she was
experiencing significant pain or distress. The medical records do not record the indication
for prescribing Diamorphine and Midazolam. It is possible this was prescribed as treatment
for her chest pain which is recorded in the nursing notes as occurring on the morning of 19"
August. An electrocardiogram was not obtained which might have found evidence of
changes consistent with angina or a myocardial infarct. | can find no record of any

opinion there was an inadequate medical assessment of this problem. An adequate medical
assessment would have sought to determine a diagnosis responsible for the chest pain and
provided appropriate treatment. If it was musculoskeletal a mild or moderate analgesia
therapy such as Paracetamol or a non-steroidal anti- inflammatory drug would have been
appropriate. If it was cardiac pain appropriate treatment would have been with a nitrate
and possibly a dose of oral morphine if the pain failed to respond to nitrate therapy and
there was clear evidence pain was cardiac in nature. A 10mg dose of Oramorphine was
administered at 11:50. No justification was given for the commencement of a continuous
infusion by syringe driver with the combination of Diamorphine and Midazolam. On 19" and

This deterioration should have led to a full medical assessment. It is highly likely her
deterioration was due to the combined sedative effects of Diamorphine and Midazolam and
if the infusion had been discontinued her drowsiness may have resolved. However her
deterioration was interpreted as requiring further sedative and drugs and the Midazolam
dose was increased twofold to 40mg over 24 hours and Hyoscine was also commenced.

received. There was no justification provided in the notes for the syringe driver asi Code A
was able to swallow medication.

Summary of Conclusions

prescription of opioids was in my opinion not justified there was no justification for the
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prescription of Diamorphine and Midazolam by syringe driver. The prescription and
administration of these drugs are the most likely cause of| Code A~

good medical practice to:
- Provide an adequate assessment of the patient’s condition based on the history
and clinical findings and including where necessary an appropriate examination
- Consult colleagues
- Keep clear, accurate contemporaneous patient records which report the relevant
clinical findings the decisions made, information given to patients and any drugs or other
treatments prescribed
- Provide or arranging necessary investigations
- Prescribe only the treatment, drugs or appliances that serve patient’s need
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Report on' Code A {Patient G)

Code A
Consultant Physician

21 April 2009



GMC100896-0153

Code A

Code A




GMC100896-0154

s
[

.
=)

vy

e AT
oy

Code A

Code A

A
A%



GMC100896-0155

facs

o



GMC100896-0156

g
WS

el

o

%
3
v

P
R TS5

>0

g
MRIED

e T

e 2

5 g S

g

SRR




GMC100896-0157

RS

bR

TN

>

PR

N

.

Fundata A
A0S tu.- I ]

arl

a5

<P



GMC100896-0158

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;
¢ to consult colleagues;
¢ to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;
e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

19. | understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

| believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.

..........................................................
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Report on Code A i (Patient G)

Code A
Consultant Physician

13 April 2009
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GMCand: Code A |
Patient G

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medica| care of Patient G commenting on the care and

medical practitioner in the c|rctimstances that she was practicing I note the allegations

presented to the Fitness to Practice Panel that | Code A : prescribed diamorphine and
midazolam subcutaneously over a 24 hour period in a dose range that was too wide, thereby
creating a situation whereby drugs could be administered to Patient G which were excessive
to the patient’s needs; that the prescribing of these drugs was inappropriate, potentially

hazardous, not in the best interests of Patient G.

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital, and the
medico-legal report | have provided to Hampshire Constabulary dated 12 December 2001.
In pages 14-20 of that report | describe the course of events relating to Patient G’s admission
to Dryad Ward, Gosport War Memorial Hospital on 21 September 1998 prior to his death on

i CodeA |
‘ .

4. This report is based on my review of the following documents; medical records of Patient G;

witness statements of Code A i
E Code A i
statement made by | Code A !in relation to Patient G; interview ofCodeA dated 21 April
2005.

Course of events

5. | have described these in my report to Hampshire Constabulary dated 12 December 2001.
have no major changes to make to that report. The statement in course of events ‘on 24

September iCode A has written “Remains unwell. -CodeA.hGS wsrted aga/n today...”. is incorrect.

sentence analges;cs prn” which on re-reading the medical notes | believe stated “prognosis
poor”. Otherwise | have no changes to make to the course of events as recorded in my
report to Hampshire Constabulary.
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6. Drug therapy prescribed and received at Gosport War Memorial Hospital.

marked.

As required prescription
Oramorph 2.5-10mg

Actrapid insulin sub-cut 10 units
Prescribed date unclear

Daily Review Prescriptions (written as prn)
Diamorphine sc via syringe driver
20-200mg/24h Prescribed date unclear

Midazolam sub-cut via syringe driver
20-80mg/24h
Prescribed date unclear

Hyoscine sub-cut via syringe driver
200-800ug/24h
Prescribed date unclear

Opinion on Patient Management

7.

21 Sept 14:15h 5mg
21 Sept 20:15h 10mg

None administered

21 Sept 20mg/24h 23:10h

22 Sept 20mg/24h 20:29h

23 Sept 20mg/24h 09:25h discarded
23 Sept 20mg 20:00h

24 Sept 40mg 10:55h

24 Sept 60mg time unclear

21 Sept 20mg/24h 23:10h
22 Sept 20mg/24h 20:20h
23 Sept 20mg/24h 09:25h discarded
23 Sept 60mg/24h 20:00h
24 Sept 80mg/24h 10:55h

23 Sept 400ug/24h 09:25h discarded
23 Sept 400ug/24h 20:00h
24 Sept 800ug/24h 10:55h

| have provided an opinion on the management of Patient G in my report to Hampshire
Constabulary. | have no changes to make to my opinions expressed in that report except to

correct my statement 3.9 where | state “when i‘_gggg_ﬁ__}_reviewed Patient G on 24

midazolam and diamorphine.

Although review of the notes suggests it was clear that Patient G was in pain from his sacral
sore, there is little information in the medical and nursing notes that describes the location
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14. There is no information presented in the nursing or medical notes to justify the three-fold
increase in the diamorphine infusion from 20mg/24h to 60mg/24h. The nursing records
record that Patient G had pain when attended to, especially in his knees. In my opinion, the
three-fold increase in diamorphine dose infused with the very high dose of midazolam
infused inevitably led to the further deterioration documented on 26 September 1998.

15. There were a number of time points between 21 and 25 September when the
appropriateness of continuing the infusion of diamorphine and midazolam should have been
questioned and discussed with the responsible consultant. In my view it is likely that Patient
G died from midazolam and diamorphine induced respiratory depression in combination
with bronco-pneumonia. In my opinion it is very likely that the administration of midazolam
and diamorphine at the doses used led to him dying earlier than would have been the case
had he not received these drugs.

Summary of Conclusions

16. Patient G was a frail older man with multiple medical problems. He was admitted to Dryad
Ward, Gosport War Memorial Hospital for treatment of his sacral sores. The medical and

reasonable to commence Patient G on as required oral morphine and then move
subsequently to regular administration of an opiate drug to control his pain, at a dose that
did not cause undue side effects. | consider the prescription and administration of
diamorphine and midazolam by subcutaneous infusion was not justified, and that there was
inadequate assessment of Patient G’s pain and the cause of his subsequent deterioration by

another Consultant when Patient G deteriorated. In my view the doses of diamorphine and
midazolam used were inappropriately high and were increased excessively without good
cause. These prescriptions likely led to the shortening of Patient G’s life.

medical practice:

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to consult colleagues;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

Declaration

18. | believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.

19. | have read and understood the Civil Procedure Rules Part 35 —Experts and Assessors.
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Code A

Version 2 of complete report 11% July 2005 — i

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

3. CURRICULUM VITAE
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Code A

4, DOCUMENTATION -

This Report is based on the following documents:

[1] Full paper set of medical records of ! Code A _

(2] Full set of medical records of! Gode & on CD-ROM.

[3]Operation Rochester Brieﬁhg Document Criminal Investigation Summary.

[4] Hampshire Constabulary Operation "Rochester Guidance for Medical

Experts.

[5] Commission for Health Improvement Investigation Report on
Portsmouth Health Care NHS Trust at Gosport War Memorial Hospital
(July 2002). "

[7] Palliative Care Handbook Guidelines on Clinical
Management, Third Edition, Salisbury Palliative Care Services (1995);

Also refer!'ed to as the ‘Wessex Protocols.’

5. CHRONOLOGY/CASE ABSTRACT. (The numbers in brackets refer to the
page of evidence).

5.1. During the 1980’s Code A ‘noted a tremor in his left hand and by
1987 a clinical diagnosis of Parkinson's disease had been made and he had
been started on Sinemet a drug specifically for the treatment of Parkinson’s
disease (445). He then remains on Sinemet in one form or another for the
rest of his life. In 1992 another drug called Selegiline is added to his
Sinemet (445). His only previous problem had been a lumbar spinal fusion
following a war accident (375) that left him with chronic back pain and foot
drop. ’

52 1n 1992 he had a percutaneous nephrolithotomy for kidney stones. (9).
During that admission he was written up for Omnopon 10 — 20 mgs and
received a dose of 20 mgs (12). There were no ill effects.

10
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53.He was assessed in December 1994 (439 and 441) for declining mobility.
He was noted to have a weight of 102 kgs, a mental test score of 10 out of
10,and a Waterlow score of 13 (391) suggesting some dependency. icces]
icoce athad died in 1989 (439). His Barthel was 17 (433) some help needed

‘was with dressing. The problems were assessed to be due to be
Parkinson's disease, a weak leg from his war injury and obesity.

54. He was followed up in 1995 with a diet and change to his Sinemet regime in
the Day Hospital. He was also treated with Ranitidine and Gaviscon,
presumably for acid reflux (425) and was on regular Co-proxamol for pain
(425). Subsequently Enalapril was started for hypertension (399 and 417).
In March 1995 his weight was 99.4 kgs (407) and he was discharged shortly

after from the Day Hospital (400).

5.5.1n September 1997 the GP requests a domiciliary visit (379). He notes that
he has been diagnosed with diabetes and was now losing weight (379).
The GP refers to diabetes being diagnosed in 1986 when this should have
been 1995 (555). His Parkinson’s disease has deteriorated and he is now
getting dystonic movements. Dystonic movements are writhing and jumpy
movement that occur as a side effect of drug therapy in people who have
had Parkinson’s disease for many years. These movements often occurs at
times of peak drug levels and may alternate with periods of severe stiffness
and immobility at times of low drug levels. It was also noted that he had lost
some lower body strength (379). He was now spending most of his time in
his chair (379). His drugs included the regular analgesia, Solpadol (381).

5.6.An assessment in September 1997 (375, 377) finds he has weak lower

" imbs and has difficulty in transfers. He can walk indoors slowly with sticks.
He has a poor appetite and daily home care. He is documented to have
very weak flexion and extension of the left hip, wasting of the left quadriceps
and left foot drop (377).. It is suggested that he comes to the Day Hospital
for physiotherapy. His weight in October. 1987 (629) is 84 kgs. However. in
November 1987 he cancels further appointments (355). In September 1997
his white cell count is 4.0 and his platelet count is 112. It is likely that his
haematological abnormalities date from this time. .

57.1n March 1998 he is seen again in outpatients with new episodes of
shortness of breath (139 — 141). The diagnosis is not clear but was thought
. possibly to be cardiac in nature. However a chest x-ray (519) was normal.
There is no further investigation of this problem. One note suggests that he
had just moved to a nursing home (141).

5.8.In June 1998 he is seen at the Merlin Park Residential Home byi_CodeA
following a GP request (345). Helis noted to have significant weight loss, is
transferring very unsteadily, is occasionally breathless and has had two falls
in the home. He remainsona five times a day dose of his Sinemet and is

11
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negligently or trivially contributed to death.

82.i Code A 's two main problems were lumbar spinal fusion as a
result of a war injury, which left him his weakness in his lower legs and
his progressive neurological disease, Parkinson’s disease. Parkinson’s
disease is a degenerative disease of the central nervous system, which
causes tremor, body rigidity and akinesia (stiffness in movement). It was
first noted in 1980 presenting with a tremor, he was certainly on
treatment by 1987. The natural history is often a good response to
treatment over 5 years and then gradual increasing problems. Late
Parkinson’s disease becomes increasingly difficult to controt with drugs;
the patients get difficulty in swallowing, severe constipation, and often in
later stages a dementing iliness.

6.3. There are complications with the drugs as-the disease progresses, as
the drugs are harder to keep in an effective therapeutic range. Too
much and the patients get marked writhing or shaking movements call
dystonias, too little and the patient may cease up completely. The
longer-term side effects of the drugs also include postural hypotension
(loss of blood pressure when standing, leading to falls) and mental state
deterioration, including hallucinations. To try and combat this, complex
regimes are used with multiple doses at different times of days,
sometimes combined with other drugs. There is no cure for the
condition. '

5.4.In 1992 he is troubled with kidney stones but has an un‘eventful
operation.

5.5.1n 1994 he has a decline in his conditions with reduced mobility. This is
‘a multiple factorial problem caused by his Parkinson's disease, weak
legs as a result.of his war injury and his obesity of 102 kgs. He is now
living alone as! Code A : He uses an electric wheelchair
effectively and his Barthel is 17 but most of the help he currently needs
is with dressing.

_ 6.6.Further problems occur include hypertension, which is treated in 1995,
and diabetes mellitus (high blood sugar), which is diagnosed later in the
year.

6.7.By September 1987 he is getting considerable problems in managing his
mobility as well as his Parkinsonian drug regime with significant dystonic
movements. He is now on multiple drugs to treat his various medical
conditions. He is referred to the Day Hospital for more physiotherapy to
try and support him and to change his drug regime but he cancels
further appointments in November 1997 (355).

16
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63.

6.9.

| 6.10.

6.11.

6.12.

By March 1998 (141) when he is seen in the Day Hospital within the
Outpatients it mentions that he was now in Solent Cliff Nursing Home,
though when seen in June 1998 (345) he has moved to the Merlin Park
Residential Home. Throughout this gentleman’s last illness there is a
pattern of him being persistently dissatisfied with the caré he receives,
either in hospital or in the various homes he is cared for in, leading to
multiple moves. This often complicates assessment as one institution
never gets entirely used to him, his management and his behaviour.

By June 1998 there is now a very marked change in his health. There
has been massive weight loss from 102 kgs in 1994 (441), 84 kgs in
October 1997 (629) to 68.7 kgs documented by July 1998 (339). Heis
walking very unsteadily, is having falls in the home, having hallucinations
at night, he is depressed and has marked dystonic movements. Heis
not happy with the suggestion that he actually needs less medication
rather than more to help manage his condition.

Whether the result of genuine unhappiness with the home or depression
on top of what is now probably becoming an early dementing iliness (his
mental test score on 22™ June (343) was 23/29), he refuses to stay at
Merlin Park. Social Services become involved and he is seen in the Day
Hospital when no new acute problems on top of his known chronic
problems are detected. Social Services manage to place him in the
Alvestoke Nursing Home (341).

However, he is not ha;l)py at all with this placement when he is seen in
the Day Hospital on g July 1998 (339). The planis to investigate his
weight loss and to reduce his Sinemet treatment. His Barthel is now
9/20. Afurther medical complication that has developed, probably since
early 1997 (68), is that he has an abnormality of his full blood count with
a reduced white cell count and a reduced platelet count. This suggests
a problem with his bone marrow. Although the blood film say thisis
likely to be myelodysplagia (a pre-malignant condition of the bone
marrow where there is partial bone marrow failure, but it has not
progressed to Leukaemia) no definitive haematological investigations
appear to have been undertaken. The main effect of this condition is he

is likely to be much more susceptible to infections.

He is seen by the psychiatric team on gth July (117) and then is admitted
to hospital on 21% July to Mulberry Ward with a primary diagnosis of
depression, probably on top of an underlying mild dementing iliness
(67). Forthe first time a bed-sore is noted in the nursing notes (293)
although this is not commented on in the thorough medical clerking that
was undertaken on admission (66).

17
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6.13.There is no doubt that there has been a very significant decline in this
gentleman’s general health. He has now lost over 40 kgs of weight,
including 25% of his body weight in the last year. He had rapidly
declining mobility, an early bedsore, he has started to develop mental
impairment and his Parkinson’s disease has become increasingly
difficult to manage. '

6.14. Admission is characterised by descriptions of restless and demanding
behaviour and occasionally aggression. | suspect he has a low-grade
delirium (delirium is acute confusion on top of, in this case, an early
underlying dementing illness). Probably being caused by a combination
of his drugs and the urinary tract infections that are documented on
serial urine samples. He is started on drugs for his (understandable)
depressive illness, which in themselves may complicate his drug
regime. Finally he is treated with major tranquillisers to try and control
his moods and behaviours.

6.45.The outcome of this admission is that he is now on multiple medications
to try and control multiple symptoms. Yet there is very little improvement
or change in his behaviour, as noted in the nursing cardex.

516.He is planned to the Thalassa Nursing home on ogth August as his 4"
residential move of the year. However, on the 25 August he is noted
to be passing less urine and a blood test on 26t August shows that he
has gone into quite significant acute renal failure. On examination he is
found to be in retention of urine and is catheterised and two litres of
urine is passed (91). '

6.17.The retention of urine in itself is likely to have had multi-factorial causes,
including the drugs he was on, his proven urinary tract infections and he
may also have had an undiagnosed prostatic problems based ona
raised PSA (179). However, he responds well to catheterisation and his
renal function is dramatically improved by 2g™ when he is discharged,
with a Urea of 15.6and a Creatinine of 144 (173).

5.18.Following discharge things appear to go not too badly, the CPN seeing
him on 11" September (99) states that his mood seems good and he is
settled well. On 14™ September when he is seen in the Day Hospital,
his weight remains unchanged on 68.6 kgs (323) “he is brighter and
says eating not too badly” (459). However, his blood pressure is rather
low on 14" September at 108/58 (323) and the pressure sore must be
causing concernas a swab is sent (317). '

6.19.He thenhas a routine review, for a therapist assessment on 17"

September. The nursing notes give a clue that he is quite unwell that
day (908 and 909), they refer to the pressure sore now exudating

18
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Version 2 of complete report 11" July 2005 - Code A

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

6. The Palliative Care Handbook. Guidelines on Clinical Management, 3™
Edition. Salisbury Palliative Care Services, May 1995.

9. EXPERTS' DECLARATION

1, ‘| understand that my overriding duty is to the court, both in preparing
reports and in giving oral evidence. | have complied and will continue to

comply with that duty.
2, | have set out in my report what | understand from those instructing me
‘ to be the questions in respect of which my opinion as an expert are
required. _
3. | have done my best, in preparing this report, to be accurate and

complete. | have mentioned all matters, which I regard as relevant to the
opinions | have expressed. All of the matters on which | have expressed
an opinion lie within my field of expertise.

4. | have drawn to the attention of the court all matters, of which | am
aware, which might adversely affect my opinion.

5. Wherever | have no personal knowledge, | have indicated the source of-
factual information. : :

6. | have not included anything in this report, which has been suggested to

me by anyone, including the lawyers instructing me, without forming my
own independent view of the matter.

7. Where, in my view, there is a range of reasonable opinion, | have
indicated the extent of that range in the report.
8. At the time of signing the report | consider it to be complete and

accurate. | will notify those instructing me if, for any reason, |
subsequently consider that the report requires any correction or
qualification.

S. | understand that this report will be the evidence that | will give under
oath, subject to any correction or qualification | may make before
swearing to its veracity. _

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

10. STATEMENT OF TRUTH
| confirm that insofar as the facts stated in my report are within my own knowledge |

have made clear which they are and | believe them to be true, and the opinions 1
have expressed represent my true and complete professional opinion.

22
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Signature: Code A
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Report on: Code A {Patient H)

Code A
Consultant Physician

13 April 2009
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Report on Patient H

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of Patient H commenting on the care and

medical practitioner in the circumstances that she was practicing. | note the allegation
presented to the Fitness to Practice Panel that Patient H was not properly assessed upon
admission; that the prescription of oramorphine was inappropriate, potentially hazardous
and likely to lead to serious and harmful consequences for Patient H and not in his best
interests; that the prescription of diamorphine was in too wide a dose range that created a
situation whereby drugs could be administered to Patient H which were excessive to his
needs; that the prescriptions of oramorphine, diamorphine and midazolam were
inappropriate, potentially hazardous and not in the best interests of Patient H.

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital and the
medico-legal report | have provided to Hampshire Constabulary dated 12 December 2001.
In pages 25-29 of that report | describe the course of events relating to Patient H's admission

4. This report is based on my review of the following documents; medical records of Patient H;
_statements of : Code A ;
5 Code A : statement

5. Course of events

| have described these in my report to Hampshire Constabulary dated 12 December 2001
and have no changes or corrections to make or add to my statement in that report. In this
report | comment on the potential influence of the past diagnosis of alcoholic liver disease
on the prescribing of opioid drugs to Patient H, which | did not include in my report to
Hampshire Constabulary. The recorded cause of death was congestive cardiac failure, renal
faiture and liver failure

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.



As required prescriptions
Paracetamol 1g 4 hourly
Prescribed 14 October 1998

Hyoscine subcut 600ug / 24 hours
Prescribed by another doctor

Regular prescriptions
Frusemide 80mg once daily
Prescribed 14 October 1998

Spironolactone 50mg bd
Prescribed 14 October 1998

Bendrofluazide 2.5mg od
Prescribed 14 October 1998

Trazodone 50mg once daily
Prescirbed 14 October 1998

Thiamine 100mg once daily
Prescribed 14 October 1998

Multivitamins 1 tablet
Prescribed 14 October 1998

Magnesium hydroxide 1 tablet bd
Prescribed 14 October

Senna 2 tablets once daily
Prescribed 14 October 1998

Oramorph 10mg / Smis
10mg 4 times daily
prescribed 15 October 1998

Oramorph 10mg / 5mls

GMC100896-0231

None administered

None administered

15/ 16 October 1 dose
14 October 1 dose
15 October 2 doses then discontinued

15 October 1 dose
16 October 1 dose then discontinued

14 October 1 dose
15 October 1 dose then discontinued

15 October then discontinued

15 October then discontinued

14 October 1 dose

15 October 2 doses then discontinued

14 October 2 tablets then discontinued

15 October 3 doses 1000h, 1400h, 1800h
16 October 3 doses 0600h, 1000h, 1400h

15 October 1 dose 2200h then discontinued

20mg nocte prescribed 15 October 1998
lllegible prescription by another doctor

Daily review prescriptions
REGULAR PRESCRIPTION CROSSED OUT AND REPLACED WITH PRN

14 October 1445h 10mg
14 October 2245h 10mg

Oramorph 10mg / 5mis
2.5-5mls 4 hourly
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Prescription date unclear

Diamorphine subcut via syringe driver 16 October 1610h 20mg/24 hr

20-200mg / 24hrs 17 October 0515h 20mg/24 hr

Prescription date unclear 17 October 1550h increased to 40mg/24hr
18 October 1450h 60mg/24 hr

Hyoscine subcut via syringe driver 16 October 1610 400ug / 24 hr
200-800ug / 24hr 17 October 0515 600ug / 24 hrs
Prescription date unclear 17 October 1550h increased to 800ug/24hr

Midazolam subcut via syringe driver 17 October 1550h 20 mg/24hr
20-80mg / 24hrs 18 October 1450h 40 mg/24hr

Hyoscine subcut 1200ug / 24hrs 18 October 1450 1200ug / 24 hours

Opinion on Patient Management
I 7. | have already provided my opinion on patient management in my report to Hampshire
Constabulary. | am making additional comments which relate specifically to the allegations

made to the Fitness to Practice Panel with respect to | _CodeA s assessment and
prescribing.

8. Patient H had a history of alcohol problems and had previously presented with ascites and
had signs of chronic liver disease suggesting he had cirrhosis due to alcoholic liver disease
(admission in January 1997). Ultrasound of the abdomen produced at that time (page153)
had shown a smallish bright liver consistent with cirrhosis. Reduced dose of opioid
analgesics is recommended in patients with hepatic and renal impairment with
recommendations to avoid if sever hepatic impairment is present (BNF 55 page 229). Opioid
analgesics may precipitate hepatic encephalopathy and coma in patients with cirrhosis.
However when patients are in severe pain it may still be necessary to use opiates. In older
people a lower dose should be used and patients need to be carefully monitored.

9. In 1997 Patient H had a low albumin indicating he had at least moderately severe liver

. disease. Prior to Patient H’s admission to Dryad Ward he was receiving paracetamol 1g qds
for analgesia and the transfer letter (page 81) notes he still had a lot of pain from the

fractured left humerus. He had been receiving a combination of paracetamol and

dihydrocodeine as co-dydramol until the 30 September when this was changed to

paracetamol to the use of a strong opioid morphine, although the prescription of prn oral
morphine controlled Patient H's pain without undue adverse effects initially on the 14
October. A more appropriate response to manage his continuing arm pain would have been
to prescribe paracetamol with a mild opioid such as codeine or dihydrocodeine which he had
previously been prescribed. He was administered two doses of 10mg morphine given his
age and liver disease a lower 5mg dose would have been more appropriate cautious
response. The nursing notes report on 15 October that he had slept well.
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and no justification is given for the prescribing of diamorphine and midazolam or the
escalation in dose to diamorphine/ 60 mg/24 hours and 40mg midazolam 40mg/24 hours.

Summary of conclusions

17. Patient H was a frail older man with depression, alcoholic liver disease and a painful fracture
of the left humerus transferred to Dryad ward for rehabilitation. Oral opioid drugs were an
appropriate treatment for Patient H if his pain had been uncontrolled on mild opioid drugs

dose ranges used were inappropriately wide. The subsequent increase in diamorphine and

midazolam doses that were infused were not justified. In my opinion the doses of

diamorphine and midazolam received by Patient H led to his subsequent deterioration and
most likely led to Patient H's death through producing respiratory depression.

18. In my opinion! Code A i

medical practice:

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to consult colleagues;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.

Declaration
19. | believe that the facts | have stated in this report are true and that the opinions | have

expressed are correct.

20. | have read and understood the Civil Procedure Rules Part 35 —Experts and Assessors.
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Hospital Information Community Information
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10.

11.

12.

GMC100896-0255

medical history. There is no record of a physical examination. There is no record of her
having any pain although there is a comment that she is not weight hearing. As the transfer
letter from Royal Hospital Haslar had indicated she was mobilising this would suggest there
had been a change In her mobility and functional and a physical examination particufarly of
the right hip was indicated. There should have been an assessment of whether the right hip
was causing any pain at this stage. There is no record of the drug she is taking at this stage

but there is a comment “sort out analgesia” which | would take to indicate i codeA

considered she had pain which was not controlled. The nursing notes record on a number of
occasions that Patient | had hip pain.

analgesia until the 27 March when codydramol (dihydrocodeine and paracetamol) was
prescribed. This was signed as a pp signature suggesting this was commenced as a

telephone order and subsequently counter-signed by i codeA ! | would consider the
prescription of codydramol was appropriate as an initial analgesic. Initially prescribing a
regular combination of paracetamol and mild opioid drugs would have been appropriate
before prescribing oramorphine. If pain was uncontrolied on the codydramo! which appears
to have been the case, the subsequent regular prescription of regular morphine (initially as
oral morphine and then as sustained release preparation morphine MST) was reasonable

and appropriate. However, there are no medical notes from{ Code A | Which record her

| gyt

assessment or reasons for prescribing the drugs she did during this period. In this respect |

would consider the medical notes are inadequate and{__Code A __failed to maintain adequate

medical records as the doctor responsible for the day to day care of Patient 1.

As Patient ¥'s pain was nat controlled on either mild or regular prescriptions of morphine
there should have been re-examination of her hip to ascertain the cause of the hip pain and
an x-ray of the hip should have been arranged to determine whether there was any
mechanical problem with the dynamic hip screw which might account for the pain. It would
not be usua! for a patient to have severe pain at this stage following a hip fracture if there
was no mechanical or other complication.

records this and suggested adding fiuphenthixol but | can find no record that this was
prescribed. However as the main problem appeared to be pain I think it was appropriate to
first increase her analgesia. His assessment suggested there may have been a problem with
the right hip dynamic hip screw as the right leg was 2 inches shorter and he requested an x-
ray of the right hip be arranged. | can find no record of this x-ray of the right hip being

On 11 April Patient | became very drowsy. This is likely to have been due to the increased
dose of oral morphine (40mg daily) that she was receiving. The nursing notes indicate she
was not in pain when left alone but complained of pain when moved. I consider the
prescription of diamorphine in the dose range 20-200mg/24 hr was inappropriate and
reckless. The 40mg or oral morphine Patient | was receiving every 24 hr would be equivalent
to approximately 15-20 mg diamorphine administered by subcutaneous infusion over 24
hours. Patient | was already drowsy so increasing the opioid dose would have been
expected to produce further depression in her conscious fevel. However as she was still in
pain when being moved it would have been reasonable to consider an increase of 50% in the
dose and monitor Patient  closely. An appropriate dose of diamorphine to prescribe over 24
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hours would therefore have been 20-30mg/24hr. The prescription of 20-200mg was
dangerous because if a dose greater than 30mg/24 hr was administered it was highly likely
to produce coma and respiratory depression. In the event an infusion was commenced at
80mg/24hr four times greater than the equivalent dose received orally in the previous 24
hours.

13. In my opinion the additional prescription of midazolam 20-80mg/24hr was also reckless and
inappropriate. No justification was given in the medical notes by | Code A ! for the
prescription of midazolam. The 20mg/24hr midazolam infusion further contributed to
respiratory depression and depressed conscious level. [ consider the diamorphine and

midazolam infusions directly contributed to Patient I’s death on | CodeA i The

reduction in dose by{ Code A pn 12 March was not sufficient to prevent the toxicity of these

drugs and it would have been more appropriate to temporarily discontinue both the
diamophine and midazolam infusions

' Summary of Conclusions

14, Patient | was an elderly independent lady who sustained a fractured hip who underwent
surgery and was referred for rehabilitation. Patient | experienced persistent pain in the right
hip after transfer to Dryad Ward, Gosport War Memorial Hospital. Good medical practice
required appropriate investigation to determine the cause of the hip pain and the
administration and monitoring of analgesia. There was inadequate investigation of patient

I's hip pain. Specifically there is no record of an adequate examination of the hip by e

I

were dangerous and reckless and the administration of these drugs by subcutaneous
infusion at the doses used led to depression of her conscious level and respiration and most
likely contributed to her death.

15. In my opinion,| Code A_|in her care of Patient | failed to meet the requirements of good
medical practice to:
e provide an adequate assessment of the patient’s condition based on the history and
. clinical findings and including where necessary an approprlate examination
o keep clear accurate contemporaneous patient records to support the relevant
clinical findings, decisions made, information given to patients and any drugs or
other treatments prescribed

e prescribe only the treatment drugs or appliances that serve the patient’s needs.

16. | understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

i believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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Reporton{ CodeA

Code A
Consultant Physician

5 April 2009

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of Code A , commenting on the care

was inadequate and not in her best interests, that the prescriptions of midazolam and
diamorphine were in too wide a dose range and created a situation whereby drugs could be

administered to; Ccode A ithat were excessive to her needs, and that actions in
prescribing these drugs were inappropriate and potentially hazardous; and that the
prescription of 80mg of diamorphine and 20mg of midazolam over 24 hours was excessive

toi CodeA !s needsand was inappropriate, potentially hazardous and not in her best

Code A

interests.
3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

i Code A | witness statements of ! Code A 5

i Code A ; statement made by{_Code A_}in relation to icotea!

5. Course of events

51 Code A was 92 years of age when she was admitted to Royal Hospital Haslar on 19
March 1999 following a fall, was transferred to Dryad Ward, Gosport War Memorial Hospital
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Consultant Physician in Geriatrics on 26 March 1999 states “Before her fall,i Code A ihad
been very active and had been in good health” (page 464).

5.2 The orthopaedic medical notes record: Code A ihad sustained a right sub-trochanteric
femur fracture (page 356) which had occurred after she had been pulled over by her dog and
landed on her right hip. The notes record she underwent an anaesthetic pre-operative
assessment on 20 March 1999 at 1200 hours (page 358) and was given Voltarol (diclofenac)
15mg and paracetamol 1gm for analgesia. A further entry at 1400 hours (page359) indicates
she had been given intravenous fluids, cyclizine 50mg and morphine 2mg IV. Following the
2mg morphine she had had hallucinations and the notes by an SHO anaesthetist state “ni/

further opiates”.

5.3 She underwent surgery under spinal anaesthesia on 20 March 1999 with insertion of a right
dynamic hip screw. An entry by an SHO post-operative review on 20 March 1999 at 2130
hours (page 359) notes “oozing from the wound with swelling of the right thigh.” The
impression was of a potential bleeding vessel in the wound with risk of a compartment
syndrome and hypovolaemia developing. She was monitored and received a blood

transfusion. On 21 March 1999 at 2300h(page 371) the notes record a review by Code A |

[ et T

records “R hip painful +++ no ooze but thigh enlarged. Possible bleed into thigh but no
evidence of hypovolaemia. Monitor”.

5.4 On 22 March 1999 the notes record a ward round and comment that she has poor oral fluid
intake and required her haemoglobin to be checked. Her haemoglobin was 11.1 when
checked. The next entry in the medical notes 24 March 1999 notes “her skin is very thin and

fragile on the lower legs” and that: Code A iwould benefit from assessment by{ Code A |

with a view to rehabilitation. The referral to: Code Ainotes that she was transfused with 3

units of blood but was otherwise was making an unremarkable post-operative recovery
(page 373). The referral letter stated “was proving difficult to mobilise her and that the skin

on her legs was at risk of breaking down”. The referral states Code A i
would appreciate advice regarding her rehabilitation and consideration for a place at
Gosport War Memorial Hospital (page 374). An entry in the notes by: Code A iin

Elderly Medicine is dated 23 March 1999 states “a delightful 92 year old lady, previously
well, with sub-trochanteric fracture right femur. She is still in a lot of pain which is the main
barrier to mobilisation at present. Could her analgesia be reviewed? I'd be happy to take her
to GWMH provided you are satisfied that orthopaedically all is well with the right hip. Please
let me know.”

2mg of morphine intravenously on 20 March 1999. Diclofenac 50mg once only on 19 March.
Paracetamol 1g, seven doses, between 19-25 March and three doses of morphine 5mg on 20
March and on two occasions on 21 March 1999. | can find no record of other analgesia
being administered during her admission at Royal Hospital Haslar.

5.6 A transfer Ietter (undated) (page 23) indicates that at a time prior transfer to Dryad Ward

assistance of two nurses to transfer from bed to chair, that she was continent during the day
but mcontinent at night. Her only medication on transfer was paracetamol. On 26 March
iwas transferred to Dryad Ward, Gosport War Memorial Hospital. An entry
byi "¢ode A i(page 27) states “transfer to Dryad Ward HPC fracture neck of femur right

19.3.1999. PMH nil of significance, Barthel, no weight bearing, tissue paper skin, not
continent, plan sort out analgesia.”
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of pain and very apprehensive. MST Increased to 20mg bd yesterday. Try adding
fluphenthixol for x-ray right hip as movement still quite painful also about 2 inch shortening

“now v drowsy (since diamorphine infusion established) reduced to 40mg/24 hours If pain
recurs increase to 60mg. Able to move Iegs without pain but patient not rousable ” The final

metoclopramide tds and co- dydramol. Vomited this afternoon after using commode”. An
entry in the nursing notes dated 29 March 1999 (page 97) states “please review pain relief
this morning”. The next entry on 31 March 1999 states “now commence on 10mg MST bd.
Walked with physiotherapist this am but in a lot of pain”. A further entry on 3 April 1999
states “MST 10mg bd continued. Still continues to complain of pain on movement”. On 8
April 1999 “MST increased to 20mg bd”.

5.9 The nursing summary relatingto: Code A s admission to Dryad Ward states on 26
March 1999 (page 132) “admitted to Dryad Ward for rehabilitation and gentle mobilisation.
In Haslar she was mobile with a zimmer frame and two nurses for short distances and
apparently transferring satisfactorily. However, transfer has been difficult here since

admission. She has complained a lot of pain for which she is receiving oramorph regularly

Diamorphine to be reduced to 40mg over 24 hours. If pain recurs the dose can be gradually
increased as and when necessary”.

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.

Pages 157-179. All prescriptions written by: Code A iunless otherwise marked.
As required prescriptions

Oramorph 10mg/5ml sc 2.5-5mg 31 March 1999 2.5mg
prescribed 26 March 1999 11 April 1999 2.5mg

Regular prescriptions
Oramorph 10mg/5ml, 2.5mg four x day 26 March 1999 3 doses received
27 March 1999 1 dose 0600 then discontinued
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Oramorph 10mg/5ml, 5mg nocte 26 March 1999 1 dose then discontinued
Oramorph 10mg/5mls, 5mg four x day 27 March 2 doses received 1800 dose not
administered
28 March 2 doses received then discontinued
Oramorph 10mg/5mls, 10mg nocte 27 March 1 dose
28 March not administered
Co-dydramol 2 tablets 4 x day 28 March — 31 March

Prescribed 27 March 1999

Metoclopramide 10mg tds 28 March 2 doses
Prescription date unclear 29-30 March 3 doses per day
pp! Code A ‘and then 31 March 1dose
counter-signed byi Code A ! 1-6 April None administered
7/8 April 2 doses
9-11 April 3 doses per day
Morphine MST 10mg bd 6 April 1 dose received then discontinued

Prescribed 31 March

Morphine MST 20mg bd 6 April 1 dose administered
Prescribed 6 April 7 —11 April 2 doses daily
Diamorphine sc via syringe driver 12 April 80mg /24 hours 0800 hours

20-200mg / 24 hours
Prescribed 12 April 1999

Hyoscine sc via syringe driver Not administered
200-800 ug/ 24 hours
Prescribed 12 April 1999. Marked PRN

Midazolam sc via syringe driver 12 April 30mg/24 hrs 0900h
20-80mg per 24 hours
Prescribed 12 April 1999

Cyclizine sc via syringe driver Not administered
50-?600mg {unclear) per 24 hours
Prescribed 12 April. Marked PRN

Ciprofloxacin 100mg bd 7 — 11 April

Metronidazole 400mg bd 7 — 11 April

Lactulose 10mls bd 26 March —11 April

Senna 2 tablets once daily 29 March — 10 April 2 tablets

11/12 April Not administered

Opinion on Patient Management

Management prior to admission to Dryad ward.
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admission with a hip fracture. This was repaired surgically on 19 March 1999 and over the
following seven days she made slow progress with mobilisation but was walking with a
zimmer frame prior to her transfer. She was referred to the Geriatrics Team for further

1999.

Management following admission to Dryad ward.

8.

10.

11.

is very limited. It describes her having a fractured neck of femur and no significant past
medical history. There is no record of a physical examination. There is no record of her
having any pain although there is a comment that she is not weight bearing. As the transfer
letter from Royal Hospital Haslar had indicated she was mobilising this would suggest there
had been a change in her mobility and functional and a physical examination particularly of
the right hip was indicated. There should have been an assessment of whether the right hip
was causing any pain at this stage. There is no record of the drug she is taking at this stage

considered she_had pain which was not controlled. The nursing notes record on a number of

occasions that; Code A ihad hip pain.

analgesia until the 27 March 1999 when co-dydramol (dihydrocodeine and paracetamol) was
prescribed. This was signed as a pp signature suggesting this was commenced as a

prescription of co-dydramol was appropriate as an initial analgesic. Initially prescribing a
regular combination of paracetamol and mild opioid drugs would have been appropriate
before prescribing oramorphine. If pain was uncontrolled on the co-dydramol which

appears to have been the case, the subsequent regular prescription of regular morphine
(initially as oral morphine and then as sustained release preparation morphine MST) was

there should have been re-examination of her hip to ascertain the cause of the hip pain and
an x-ray of the hip should have been arranged to determine whether there was any
mechanical problem with the dynamic hip screw which might account for the pain. It would
not be usual for a patient to have severe pain at this stage following a hip fracture if there
was no mechanical or other complication.

was prescribed. However as the main problem appeared to be pain | think it was
appropriate to first increase her analgesia. His assessment suggested there may have been a
problem with the right hip dynamic hip screw as the right leg was 2 inches shorter and he
requested an x-ray of the right hip be arranged. | can find no record of this x-ray of the right
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. 12. On 11 April 1999 Code A _ibecame very drowsy. This is likely to have been due to the

increased dose of oral morphine (40mg daily) that she was receiving. The nursing notes
indicate she was not in pain when left alone but complained of pain when moved. | consider
the prescription of diamorphine in the dose range 20-200mg/24 hr was inappropriate and

been expected to produce further depression in her conscious level. However as she was
still in pain when being moved it would have been reasonable to consider an increase of 50%

prescribe over 24 hours would therefore have been around 20mg. The prescription of 20-
200mg was dangerous because if a dose greater than 20mg/24 hr was administered it was
highly likely to produce coma and respiratory depression. In the event an infusion was
commenced at 8mg/24 hr give times greater than the equivalent dose received orally in the
previous 24 hours.

13. The additional prescription of Midazolam 20-80mg/24 hr was also reckless and
. inappropriate. No justification was given in the medical notes by i Code A "ifor the

I ey fvgihestousicflaf NS

prescription of Midazolam. The 20mg/24hr Midazolam infusion further contributed to
respiratory depression and depressed conscious level. | consider the diamorphine and

these drugs and it would have been more appropriate to temporarily discontinue both the
diamophine and midazolam infusions

Summary of Conclusions

i CodeA iwas a elderly independent lady who sustained a fractured hip who underwent

surgery and was referred for rehabilitation..|  Code A iexperienced persistent pain in the

Right hip after transfer to Dryad Ward, Gosport War Memorial Hospital. Good medical
practice required appropriate investigation to determine the cause of the hip pain and the

i
PR ivughurshrso NN -

| Code A is hip pain. Specifically there is no record of an adequate examination of the hip by

were dangerous and reckless and the administration of these drugs by subcutaneous
infusion at the doses used led to depression of her conscious level and respiration and most
likely contributed to her death.

15. In my opinion, Code A 'in her care of|___Code A__ :failed to meet the requirements of good

medical practice to:

- provide an adequate assessment of the patient’s condition based on the history
and clinical findings and including where necessary an appropriate examination;

- keep clear accurate contemporaneous patient records to support the relevant
clinical findings, decisions made, information given to patients and any drugs or other
treatments prescribed;

- prescribe only the treatment drugs or appliances that serve the patient’s needs.

Declaration
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General Medical Council and: Code A
Report on; Code A {Patient J}
Code A

Consultant Physician

21 April 2009
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Midazolam subcut via syringe driver 30 Aug 1445h 20 mg/24hr

20-80mg/24hr 31 Aug 1540h 20 mg/24hr

Prescription date not written 1Sep 1545h 40 mg/24hr
1915h increased to 60 mg/24hr

2Sep 1540h 80mg/24hr

Hyoscine subcut via syringe driver No doses administered
800-2000ucg/24hr
Prescribed 2 Sep

Opinion on Patient Management

7. The initial assessment and management of patient J during his admission to Anne Ward was
in my view competent. The information in the medical records suggests appropriate clinical
assessments were undertaken, investigations obtained and management initiated. The main
initial problem was cellulitis {skin infection) of the groin and legs in the setting of chronic leg
swelling. Secondary skin infections are a common problem in patients with chronic leg
oedema. He responded to antibiotics and was commenced on subcutaneous heparin
(Clexane) to reduce his risk of developing a deep vein thrombosis. There was a clear plan to
mobilise patient J with the intention of him then being able to return home.

8. i""Code A assessed patient J presumably at the request of the responsible medical team.
She identified a possible episode of melaena {black stool due to bleeding from the gut}). Itis
not uncommon for nursing staff to see dark stools and for it to be unclear if these are due to
was any evidence of bleeding from the gut. She gave clear instructions to check the
haemoglobin and rule out a gastro intestinal bleed. This was done prior to his transfer to

competent.

9. The one aspect of his management on Anne Ward that could be questioned was the decision
to make patient J not for attempted resuscitation without this being discussed with him or
his next of kin and without a clear statement of the level of medical intervention that was
appropriate. The decision that patient J was not for attempted resuscitation appears to
have influenced subsequent management decisions on Dryad ward. The decision was not
necessarily inappropriate since if he had experienced a cardiac or respiratory arrest he
would have been unlikely to survive this.

10. Current medical practice is for decisions about resuscitation status to be discussed with
patients or their next of kin. In 1999 such decisions were not always discussed with oider
patients or their relatives. There is no evidence from the medical notes or relative
statements that patient J expressed any wishes that he did not want any medical
intervention that might prolong his life. A very important principle in the medical care of
patients, particularly for older people, is that the decision not for attempted resuscitation is
separate from other decisions about other medical interventions. The majority of patients
where a decision has been made that attempted resuscitation should not be underiaken in
cardiac or respiratory arrest occurs still receive active medical treatment including surgery,
antibiotic and other medical treatments.

11. A key principle of decision making about active treatment Is that that treatments should be
given that serve the patients needs. Therefore unless patients express or have expressed a
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wish not to receive certain treatments, these should be provided by doctors unless other
barriers such as resource limitations prevent this. In the case of patient J there are no

gastrointestmal bleed he would have received further investigation (such as gastroscopy)
treatment with blood transfusion and to be considered for surgery.

Primary responsibility for the medical care of patient  whilst he was on Dryad ward lay with
i the consultant responsrble of his care. Day to day medical care was the
responsibihty ofi CodeA lasi Code A iand during out of hours period on call medical
staff. Ward nursing staff were responsible for assessing, monitoring, and administering
treatment to patientJ and informing medical staff of any significant deterioration.

I consider there are many aspects of patient J's management that were of concern. Review
of the medical and nursing notes indicates that patient J died from massive gastrointestinal
haemorrhage most likely contributed to in part by the Clexane (enoxaparin) he received to
reduce his risk of developing a deep vein thrombosis, and possibly opiate and sedative
induced respiratory depression. There was no evidence to support a diagnosis of myocardial
infarction (such as ECG changes, cardiac enzyme changes) which was given as the cause of
his death.

Had patient J been readmitted to an acute hospital unit alternative actions would have been
taken including blood transfusion and possibly therapeutic endoscopy (if available) or
surgery and he might have survived the gastrointestinal bleed. Although his severe obesity
would be expected to place him at risk of a number of complications, he was not dying or
expected to die prior to his deterioration on Dryad ward on 26 August. His pressure sores
were treatable and there was a reasonable possibility that he might regain limited mobility.
The available evidence suggests patient J's had a reasonable quality of life and would wish to

respon5|b|I|ty to obtain, review and act upon the resulits of blood tests. The medical notes
on 23 August indicated repeat blood tests were to be performed The nursing notes indicate

the haemoglobin result was to be reviewed by Code A | On 26 August [ CodeA__iwas

called to see patient J as he was unwell and she had recogmsed that patient J might have
had a gastrointestinal bleed. Had this result been obtained it would have indicated that
patient J had experienced a large bleed and required blood transfusion and transfer to an

acute medical unit for further care. [ find the comment by { Code A _ithat patient J was too

unwell to transfer to an acute unit difficult to understand when at no point had it been
suggested that patient J was for palliative care. On the contrary it was clear he was too
unwell to be safely investigated and managed at Gosport War Memorial Hospital. This
decision was not appropriately made by a clinical assistant without discussion with a

consultant colleague and | Code A ishould have discussed patient J with a consultant

Geriatrician or the on call Acute Medical Team.

The medical notes suggest the medical assessment of patient J by | _Code A ion 26 August
were in my view inadequate. The standard of note keeping fails below the expected level of
documentation on a continuing care of rehabilitation ward. |_

being clammy and unwell but does not appear to have performed a physrcai examination of
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his chest and abdomen, recorded the results of any examination and did not instruct nurses
or obtain herself his pulse rate and blood pressure. She did not obtain appropriate further
investigations such as an electrocardiogram and blood tests to obtain further information
supporting a diagnosis of a myocardial infarct. Had she done this and discussed the results
with a consultant colleague it is likely patient J would have been transferred to an acute
medical unit at another hospital. { Code A s own provisional diagnosis of a myocardial
infarct should have prompted her to discuss transferring patient J to a coronary care unit or
acute medical unit so that he could be assessed and be in an appropriate environment
where complications of a myocardial infarct such as cardiac arrhythmias could be monitored

other serious problem.

The rationale for commencement of regular oral morphine is not recorded in the medical

uncomfortable but does not record the site of pain or justification for continuing morphine.
There is no record in the medical notes explaining why diamorphine and midazolam were
administered by syringe driver on 30 August or why the doses of diamorphine were
increased from 40mg/24hr to 90mg/24hr and midazolam from 20mg/24hr to 80mg/24hr
between 31 and 2 September.

The medical records contain no information indicating why patient J required midazolam as
neither the medical or nursing notes record that he had symptoms of restlessness or

The dose ranges of diamorphine and midazolam prescribed were inappropriate and
hazardous. After the commencement of diamorphine and midazolam patient J became
drowsy. There are no records of his respiratory rate or detailed assessments of his
conscious level but the progressive increase in diamorphine and midazolam doses after 1
September may have led to respiratory depression and contributed to his death, although he
primary cause of death appears to be due to massive gastrointestinal haemorrhage. The

record the reasons for her treatment decisions. In my opinion the prescriptions of
oramorphine, diamorphine and midazolam were inappropriate and hazardous.

results and did not consider the possibility that his drowsiness and confusion might be

secondary to the diamorphine infusion. The notes suggest { Code Aidid not consider

transferring patient ) to an acute medical unit. This was possibly because;
Patient ) would inevitably die whatever actions were taken.
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Summary of Conclusions

22. Patient § was a man with severe obesity and long standing leg oedema who was admitted to
hospital because of mobility problems and difficuities managing at home. He was
transferred to Dryad ward for rehabilitation. Shortly after transfer he deteriorated on the 26
August 1999 and died oni Code A ifrom gastrointestinal bleeding and possibly
diamorphine and midazolam induced respiratory depression. In my opinion the information

diamorphine before a medical assessment was not justified. The prescriptions of
diamorphine and midazolam and the reasons for increasing the doses infused were not
justified by the information in the medical records.

23. In my opinion{_ Code A iin her care of patient J failed to meet the requirements of good

medical practice to:

¢ Provide an adequate assessment of the patients condition based on the history and
clinical findings and including where necessary an appropriate examination

¢ Consuit colleagues

» Keep clear, accurate contemporaneous patient records which report the relevant clinical
findings the decisions made, information given to patients and any drugs or other
treatments prescribed

¢ Provide or arranging necessary investigations

s  Prescribe only the treatment, drugs or appliances that serve patient’s need

20. |understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

| believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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GMCand! CodeA !
Report on Code A

Code A
Consultant Physician

2 April 2009

1. This report is provided at the instruction of Field Fisher Waterhouse solicitors. | have been
asked to prepare a report on the medicaI care of the above patient and comment upon the

from a medical practitioner in the circumstances that she was practicing. | note the
allegations presented to the paneI are that the prescribing of Diamporphine, Oramorphine

2. My curriculum vitae is separately attached.

w

This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

4. Documents reviewed this report is based on my review of the following documents; medical

records of Code A , statements of Code A ;
: Code A istatement
made by "':_'c_:f§§§j§:'|n reIatlon to i COde A Interwew ofi Code A idated 17

5. Course of Events

5.1 Code A iwas 67 years old when admitted to Dryad Ward on 23 August
1999. In July 1999 he was seen at the out-patient clinic of : Code A i
Dermatologist descrlbe him having bllateral severe leg oedema (swelllng) secondary

as having being overweight for many years and his legs belng a constant problem to
him’ because of weeping fluid (p2 BP1).

5.2 On 6 August 1999 he had a fall at home and was admitted to the Accident and
Emergency department by his general practitioner (p43). The notes in A&E indicate
problems of bilateral leg oedema, obesity and not coping. He was admitted to Anne
Ward which | assume was a general medical ward.

53 The admission clerking on 6 August 1999 by a Senior House Officer describes the
primary problem as decreased mobility (p44) with problems of obesity and bilateral
lower leg oedema with uicers and erythema (redness) in the groin. Other medical
problems listed were hypertension and arthritis. Drug therapy on admission was
doxazosin, bendrofluazide and felodipine (all blood pressure lowering drugs). On
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examination there was a slight temperature, pulse was 80 irregular, BP was 128/81
mm Hg, erythema was seen in both groins, bilateral swelling of both legs. The left
lower leg was noted to be swollen and erythematous. The examination notes
nursing staff had reported blistering on buttocks. Problems were considered to be:
bilateral leg oedema, cellulitis of the groin and left lower leg, decreased mobility due
to obesity/oedema/infection and atrial fibrillation.

A number of investigations were performed at this stage. An ECG confirmed the
presence of atrial fibrillation (irregular heart beat). A Chest Xray, blood tests and
swabs from the groin and leg ulcers were obtained. Blood tests showed a normal
haemoglobin (Hb 15.7 g/dl) and an elevated white cell count 25.7 consistent with a
bacterial skin infection in the groin and legs. Intravenous antibiotics were
commenced to treat infection and diuretics were changed from bendrofluazide to
frusemide.

agreed with the diagnoses and suggested stopping felodipine and doxazosin since
they could be exacerbating his oedema. He indicated an echocardiogram might be
obtained to assess his cardiac function. A separate note (signature unclear) at the
bottom of the page (p47) states ‘In view of premorbid sate and multiple medical
problems not for CPR in event of arrest’.

The following day 7™ August 1999, there is an entry from a different registrar (name

assume this was the responsible consultant physician). The notes record he has
‘morbid obesity’ (the nursing notes record his weight was 148.6 Kg p108) and says

i CodeA reported ‘walking till about a week before’. The recorded plan was to
obtain a good history from the next of kin, continue intravenous antibiotics over the
weekend and considered his problems were mainly nursing. Renal impairment
(creatinine 173) was also noted. There is a comment “Agree not for 555” (meaning
not for attempted resuscitation).

On the 9™ August the medical notes record the cellulitis of the left leg was improving
and he should be switched to oral antibiotics. On the 11" August the notes record
he was well and the cellulitis improved and physiotherapy should continue. On the
12" August a further entry states ‘continue nursing care and try to mobilise’. The
felodipine was stopped to try and improve his oedema. Again a note is made ‘Not
for 555’. On the 13™ August the medical notes document the white cell count has
fallen to 12.4 and the Hb is 13.5. Antibiotics were to continue for a total of 10 days
and there is a comment to ‘Transfer to Dryad ward on 16" August 1999’. On the
16™ August the notes state ‘Dryad when bed available’. On 18" August the medical
notes record antibiotics were to be stopped the following day. A further entry on
18" August is by Code A iGeriatrician, states ‘P sores extensive,
feed himself, not mobilising, black stool overnight — nil says bowels looser than usual,
no pain. Abdomen soft, BS /, PR~ normal brown stool. Check Hb R/O bleed. ?
antibiotic related diarrhoea ’stool chart.’

On 20" August the medical notes record ‘no further black motion, nausea or
epigastric pain, epigastric tenderness, BP 140/80 m Hg'. The full blood count was
checked with no significant change in Hb at 12.9. The notes record transfer to
Gosport Hospital was to take place on 23 August (p54).
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5.9 On Monday 23" August the medical notes (doctors name unclear) record problems
of obesity, arthritis bilateral knees, immobility, pressure sores and note he ison a
high protein diet and ‘? Melaena 13/8/99 Hb stable, alb 29°. There is a further note
‘MTS very good'’. Clinical examination records a normal cardiovascular and
respiratory systems , obese, legs slightly ......, chronic skin disease, ulcers dressed
yesterday. Needs review later this week’. MTS is an abbreviation for Mental Test
Score and the comment inidicates he had no significant cognitive impairment. There
is a note that Haemoglobin (Hb) and other blood tests are to be repeated on Friday.

5.10 On Wednesday 25™ August the nursing notes (p63) record ‘Passing fresh blood PR

5.11  On 26™ August the nursing notes state ‘Fairly good morning no further vomiting, Dr
Rabi contacted re Cleaxane, advised to discontinue and repeat Hb today and
tomorrow. Not for resuscitation. Unwell at lunchtime, colour poor, c/o feeling

Metoclopramide 10mg given im.’ A blood sample was sent on 26" August. The
notes include a laboratory report that the Hb was 7.7 g/dl (p210) and there is a
comment on the report ‘Many attempts were made to phone these results, no
answer from Gosport War Memorial Hospital switchboard’. The previous
Haemoglobin was 12.0 g/dI from a sample taken on 24 August and analysed on the
25" August.

5.12  There is an entry in the medical notes on 26" August by Code A Fwhich states
‘Called to see. Pale, clammy, unwell. Suggests ?Ml| treat stat diamorph and
oromorph overnight. Alternative possibility Gl bleed but no haematemesis. Not well
enough to transfer to acute unit, keep comfortable. | am happy for nursing staff to

confirm death.” | can find no records of any pulse, BP observations in the notes at

and medication used.’

5.13  On the 27" August the nursing notes state ‘Some marked improvement since

done.’ The next entry in the medical notes is on 28" August from: Code A iand

state "remains poorly, but uncomfortable, please continue opiates over weekend.’

5.14  On 30" August the nursing notes state ‘condition remains poor. Syringe driver
commenced at 1445 Diamorphine 40mg, midazolam 20mg no further complaints of
abdominal pain. Very small amount diet taken.’

5.15 On 1 September there is an entry from the! Code A iGeriatrician, which
states ‘Rather drowsy, but comfortable. Passing melaena stools. Abdomen huge but
quite soft. Pressure sores over buttock and across the posterior aspects of both
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thighs. Remains confused. For T.L.C — stop frusemide and doxazosin, icese aiaware of

poor prognosis’. Death was confirmedoni Code A :at 1350h. | understand

R uehrootifed S |

the death certificate stated he died from Myocardial Infarction.

6. Drug therapy received at Gosport War Memorial Hospital

Doxazosin 4mg od 24 Aug - 31 Aug
Frusemide 80mg od 24 Aug —31 Aug
Clexane 40mg sc bd 24 Aug — 25 Aug
Paracetamol 1 g qds 23 Aug - 26 Aug
Metoclopramide 10 mg im 25 Aug 1755h
26 Aug 1740h
Diamorphine 10mg im 26 Aug 1800h (verbal message)

Oramorph 10mg 4hrly (Oral morphine) Prescription 26 Aug no doses administered

Oramorph 10mg/5ml (10-20mg) qds 26 Aug 20 mg nocte
Oramorph 10 mg/5ml 20mg nocte 27 Aug 4 doses administered unclear if 10 or 20 mg
20 mg nocte
28 Aug 4 doses administered unclear if 10 or 20 mg
20 mg nocte
29 Aug 4 doses administered unclear if 10 or 20 mg
20 mg nocte
30 Aug 2 doses administered unclear if 10 or 20 mg

Diamorphine sc via syringe driver 30 Aug 40mg/24hr

Prescribed 40-200mg/24hr 31 Aug 40mg/24hr
1Sep 40mg/24hr increased to 60mg/24hr 1915h
2Sep 90mg/24hr

Midazolam sc via syringe driver 30 Aug 20 mg/24hr

Prescribed 20-80mg/24hr 31 Aug 20 mg/24hr :
1Sep 40 mg/24hr increased to 60 mg/24hr 1915h
2Sep 80mg/24hr

Hyoscine 800ucg — 2gm / 24hr sc Prescription 2 Sep no doses administered

Opinion on Patient Management

7. Management prior to admission to Dryad Ward.
The initial assessment and management of]  Code A | during his admission to Anne Ward
was in my view competent. My review of the medical records suggests appropriate clinical
assessments were undertaken, investigations obtained and management initiated. The main
initial problem was cellulitis (skin infection) of the groin and legs in the setting of chronic leg
swelling. Secondary skin infections are a common problem in patients with chronic leg
oedema. He responded to antibiotics and was commenced on subcutaneous heparin
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(Clexane) to reduce his risk of developing a deep vein thrombosis. There was a clear plan to
mobilise ik

8. i CodeA assessedi CodeA _ ipresumably at the request of the responsible medical

.............................. e s SO

team. She identified a possible episode of melaena (black stool due to bleeding from the
gut). It is not uncommon for nursing staff to see dark stools and for it to be unclear if these

are due to melaena. | Code A lexamined: Code A and performed a rectal examination

to see if there was any evidence of bleeding from the gut. She gave clear instructions t o
check the haemoglobin and rule out a gastro intestinal bleed. This was done prior to his

assessment were competent.

9. The one aspect of his management on Anne Ward that could be questioned was the decision

to make: code A inot for attempted resuscitation without this being discussed with him

| ISR horihoyiibol A

or his ext of kin and without a clear statement of the level of medical intervention that was

have influenced subsequent management decisions on Dryad ward. The decision was not
necessarily inappropriate since if he had experienced a cardiac or respiratory arrest he
would have been unlikely to survive this. Now such a decision would be discussed with the
patient or his next of kin. In 1999 such decisions were not always discussed with older
patients or their relatives in all hospitals. There is no evidence from the medical notes or

relative statements that
intervention that might prolong his life. A very important principle in the medical care of
patients, particularly for older people, is that the decision not for attempted resuscitation is
separate from other decisions about other medical interventions. The majority of patients
where a decision has been made that attempted resuscitation should not be undertaken in
cardiac or respiratory arrest occurs still receive active medical treatment including surgery,
antibiotic and other medical treatments.

10. A key principle of decision making about active treatment is that that treatments should be
given that serve the patients needs. Therefore unless patients express or have expressed a
wish not to receive certain treatments, these should be provided by doctors unless other

Code A

have a gastrointestinal bleed he would have received further investigation (such as
gastroscopy), treatment with blood transfusion and to be considered for surgery.

Management on Dryad Ward.

11. Primary responsibility for the medical care of i Code A
withicode Aithei Code A iresponsible of his care. Day to day medical care was the
responsibility of |__Code A _ias Code A iand during out of hours period on call medical

treatmentto] Code A iand informing medical staff of any significant deterioration.

12. | consider there are many aspects of | Code A s management that were of considerable

massive gastrointestinal haemorrhage most likely contributed to in part by the Clexane
(enoxaparain) he received to reduce his risk of developing a deep vein thrombosis, and
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possibly opiate and sedative induced respiratory depression. There was no evidence to
support a diagnosis of myocardial infarction (such as ECG changes, cardiac enzyme changes)

which was given as the cause of his death. Hadi___codeA __been readmitted to an acute
hospital unit alternative actions would have been taken including blood transfusion and
possibly therapeutic endoscopy (if available) and he might have survived the gastrointestinal
bleed. Although his severe obesity would be expected to place him at risk of a number of
complications, he was not dying or expected to die prior to his deterioration on Dryad ward

on 26™ August. His pressure sores were treatable and there was a reasonable possibility

reasonable quality of life and would wish to be treated. ! Code A istates that they
were toldg """" c '5&';','&""_' was to be transferred to Gosport War Memorial Hospital for
recuperation and rehabilitation (p4 BP/1).

i
......................... 1)

that. code A ihad experienced a larger bleed and required blood transfusion and

| ISR horihoyiibol A

transfer to an acute medical unit for further care. |find the comment by: Code A ithat s«

he was too unwell to be safely investigated and managed at Gosport War Memorial
Hospital. This decision was not appropriately madebya: Code A  iwithout discussion

with a consultant colleague and {_Code A _ishould have discussed: Code A :witha

I ey fvgihestousicflaf NS lmimimim i e

consultant Geriatrician or the on call Acute Medical Team.

14. The medical notes and medical assessment ofi Code A ibyi CodeA on 26™ August 1999

examination of his chest and abdomen, recorded the results of any examination and did not
instruct nurses or obtain herself his pulse rate and blood pressure. She did not obtain
appropriate further investigations such as an electrocardiogram and blood tests to obtain
further information supporting a diagnosis of a myocardial infarct. Had she done this and

would have been

i
1)

15. The verbal message by: Code A ito administer diamorphine toi __Code A___ion 26 August

immediately by
myocardial infarction or other serious problem.
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16. The rationale for commencement of regular oral morphine is not recorded in the medical

morph|ne There is no record in the medical notes explaining why diamorphine and
midazolam were administered by syringe driver on 30™ August 1999. In particular there is

no record as to whyi Code A__irequired midazolam as ne|ther the medical or nursmg

doses were |ncreased on the 1* and 2™ September 1999. The dose range of diamorphine
and midazolam prescribed were inappropriate and hazardous. After the commencement of

respiratory rate or detailed assessments of his conscious IeveI but the progressive increase
in diamorphine and midazolam doses after 1* September 1999 may have led to respiratory
depression and contributed to his death, aIthough he primary cause of death appears to be

assessments or keep accurate medical records eprainlng the reasons for these treatment
decisions | consider the prescriptions of oromorphine, diarmorphine and midazolam were
inappropriate and hazardous and may have contributed to his death.

17. 1 consider the assessment by Code A’ f: Code A ion 1% September 1999 can also be

was very unwell but this wouId still have been appropriate to consider.

Summary of Conclusions

18.i Code A was a man with severe obesity and long standing leg oedema who
was admitted to hospital because of mobility problems and difficulties managing at home.
He was transferred to Dryad ward for rehabilitation. Shortly after transfer he deteriorated
on the 26" August 1999 and died on! Code A ‘from gastrointestinal bleeding and
possibly diamoprhine and midazolam induced respiratory depression. In my opinion the
medical assessment and management ofi Code A ibyi Code A idid not reach the
standard expected.

19. In my opinioni Code A :in her care of: Code A ifailed to meet the requirements of good

medical practice to:

- Provide an adequate assessment of the patients condition based on the history and
clinical findings and including where necessary an appropriate examination

- Consult colleagues

- Keep clear, accurate contemporaneous patient records which report the relevant
clinical findings the decisions made, information given to patients and any drugs or other
treatments prescribed

- Provide or arranging necessary investigations

- Prescribe only the treatment, drugs or appliances that serve patient’s need

Declaration
? Standard declaration for GMC
20.
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Reporton: Code A {Patient K)

Code A
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Prescribed 11 Nov
Fentanyl 25ug skin (every three days) 18 Nov 0915h
Prescribed 18 Nov

Diamorphine subcut via syringe driver 19 Nov 40mg/24hr

40-80mg/24hr 20 Nov 40mg/24hr
Prescribed 19 Nov 21 Nov 40mg/24hr
Midazolam subcut via syringe driver 19 Nov 40mg/24hr
40-80mg/24hr 20 Nov 40mg/24hr
Prescribed 19 Nov 21 Nov 40mg/24hr

As required prescriptions
Temazepam 10mg nocte 11 Nov
Prescribed 21 October 1999

Oramorph 10mg/5ml 2.5-5mi None administered
Prescribed 21 Oct

Thiordiazine 10mg tds 11 Nov 083Ch
Prescribed 11 Nov 12 Nov 1320h

13 Nov 0825h, 1800h
14 Nov 0825h, 1945h
15 Nov 0830h, 2130h
16 Nov 0845h
17 Nov 1740h

Opinion on Patient Management

7. Patient K was an elderly woman with dementia who prior to admission to hospital in
October 1999 had been living at home with increasing difficulties and was likely to move into
a residential care home. She had been admitted to Queen Alexandra Hospital after being
found wandering and aggressive and continued to exhibit some behavioural difficulties.
These were not judged sufficiently severe to merit moving into an Elderly Mental Infirm
home rather than a residential home. She was referred to Gosport War Memorial Hospital
for temporary placement prior to a suitable residential home being found for her to move
into.

to see if she functioned better in her own home than on the ward. This is common and good
practice in elderly care medicine as some patients function better in their own homes than
when observed in a ward environment. Observation of the patient in their own home allows
a decision to be made as to whether they can continue to manage at home and what level of
support services might be required to support this. At this point Patient K was
independently mobile, continent, able to wash with supervision and dress herself. It was
reasonable to consider the possibility that Patient K might be able to manage to live in the
community with support from her family and social services.

9, Ppatient K was intermittently aggressive on the ward. Aggression is a well recognised and
troublesome symptom in some patients with dementia and is often worse when patients are
in a new environment such as a hospital ward. It can also be precipitated or worsened by
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other medical problems particularly chest or urinary tract infections. Thiordiazine had been
prescribed on 11 November. Neuroleptic drugs such as thioridazine are commonly used to
try and improve symptoms of aggressions in people with dementia. | would consider this
was an appropriate treatment approach.

10. When her aggressive behaviour persisted a request for consultation was sent to | _Code A |

Consultant OId Age Psychiatrlst who had prevrousiy assessed Patient K. This was approprrate

noted she was refusing medlcatlon and not eating weli
to an OId Age Psychiatry ward for further assessment and management Thrs suggests that

Patient K. i____g_ggg_ﬁ____-s entry in the medical records on 19 November indicates Patient K
deteriorated the day before. The medical and nursing notes contain no evidence that
Patient K was in pain and the indication for prescribing the fentanyi patch is not recorded.
Good medical practice requires the reasons for commencement of any drug but particularly
a controlled drug such as an opiate to be recorded in the medical notes. If Patient K was in
pain the details of the pain should have been recorded in the medical notes and a physical
examination should have been performed to further assess the pain. Patients with
dementia may not always communicate they are in pain, but may become confused and
aggressive because of pain. Examination may reveal a patient has a musculoskeletal injury,
such as a hip fracture, or other problem such as a distended bladder or other acute painful

condition which require specific treatments.

12, Nursing and medical review of Patient K was indicated when she deteriorated on the 18

good medical practice to adequateiy assess Patrent K keep contemporaneous patient
records and provide appropriate treatment.

13. A medical assessment was also indicated when she became very aggressive, which appears
to have been on the 19 November but could have been on the 18 November. The nursin_g_

and medical notes lack sufficient lnformation to be clear when she became aggressive, icwed

have been considered at this stage was that Patient K’s further deterioration and aggression
might have been related in part to adverse effects of the fentanyl patch that had been
commenced., Opioid drugs commonly cause sedation but can precipitate confusion and
aggression in some older people.

14. When Patient K deteriorated | Code A ’s notes document an increased blood creatinine

concentration suggesting her r'é}'{éi"ii}r'i'cuon had deteriorated. This was possibly due to
dehydration but could have been also due to a urinary tract or other infection. There is also
a comment that Patient K needed subcutaneous analgesia with midazolam but her notes do

was in pain but neither the medical or nursing notes record any rnformatlon suggesting she
was in pain. As Patlent K was not able to swallow use of the transdermal or subcutaneous
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route to administer analgesia and/or sedation if she required this would have been
appropriate if these treatments were indicated.

15. The prescription of subcutaneous diamorphine by i Code A _ion 19 November was in my
opinion not appropriate or justified as there was no evidence she was in pain. The dose
prescribed was also in my opinion excessively high if she had been in pain. In an older frail
patient an appropriate dose would have been 10mg/24hr or 20mg/24 hr particularly when
midazolam was also prescribed. The prescription of diamorphine 40-80mg/24hr placed
Patient K at risk of developing respiratory depression and coma.

16. The prescription of subcutaneous midazolam by [ Code A ion 19 November was in my
opinion not justified by the information recorded in the medical recotrds. The Wessex
Protocols list midazofam by subcutaneous infusion as a treatment option for agitation (10
mg im stat then 10-100mg/24hr) in patients receiving palliative care who have a syringe
driver for other reasons. The notes indicate patient K was extremely aggressive. In my
opinion midazolam by subcutaneous infusion was not the optimal initial treatment for her
aggression. She had previously been receiving thioridazine until 17 November and it would
have been appropriate to administer thrioridazine by intramuscular injection or use an

alternative neuroleptic drug such as haloperidol.

17. In patients who are very aggressive single doses of drugs, repeated as necessary if
aggression continues without significant adverse effects from the drugs administered, are a
more appropriate approach to controlling symptoms. This is rationale for the Wessex
Protocols recommend an initial loading dose by intramuscular midazolam to treat agitation.
Commencing a midazolam infusion without an initial loading dose leads to the maximal
effect of the drug not being observed until ‘steady state’ concentrations are reached which
may be more than 24 hours later. Therefore the initial response may be inadequate and
there may be adverse effects that occur much later as the drug accumulates in the patient.

18. Ifi Code A considered Patient K was terminally ill her medical records do not indicate why

I g fvgihostousicflufNS

this was the case. Given that the day before the plan had been to transfer Patient K for

19. The dose of subcutaneous midazolam prescribed by i Code A {was in also in my opinion
excessively high. Older patients are more susceptible to midazolam and at increased risk of
developing respiratory and central nervous system depression. The Wessex Protocols
recommended a dose range of 10-100mg/24hr. In an older frail patient an appropriate dose
would have been 10mg/24hr particularly when diamorphine had also been prescribed. The
lower dose of 40mg/24hr was therefore inappropriately high. The prescribed dose range of
midazolam with an upper limit of 80mg/24hr particularly in conjunction with the
diamorphine prescribed placed patient K at high risk of developing life threatening
complications.

20. In my opinion the subsequent deterioration in Patient K after 19 November until her death
oni " "Code A _iwas very likely due to diamorphine and midazolam leading to respiratory

depression and coma.

Summary of Conclusions
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21. Patient K was an elderly lady with dementia who developed aggressive behavioural
problems whilst on Dryad ward and awaiting transfer to an Old Age Psychiatry ward. The

notes do not suggest that;L Code A conducted an adequate assessment of patient K before
prescribing the opiate fentanyl and then subcutaneous infusions of diamorphine and
midazolam. In my opinion fentanyl and diamorphine were not indicated. The prescription
of a midazolam infusion without an initial loading dose was not in my view optimal
management, but if this had been administered alone without diamorphine would not in my

opinion have been a breach of a duty of care if there had been an adequate clinical

excessive, dangerous and reckless. In my opinion the administration of these drugs by
subcutaneous infusion at the doses used led to depression of her conscious level and
respiration and most likely contributed to her death.

22. In my opinion | Code A_}in her care of Patient K failed to meet the requirements of good
medical practice: )

¢ to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

¢ to consult colleagues;

» to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

» to prescribe only the treatment, drugs or appliances that serve patients’ needs.

23. Lunderstand my duties as an expert, as set out at paragraph 57 of my Generic Report.

I believe that the facts | have stated in this report are true and that the opinions | have
expressed are correct.
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Reportoni Code A (Patient K)

Code A
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confused and disorientated e.g. undressing during the day. | think it is unlikely to get much
social support at home therefore home visit to see if functions better in own home”.

5.7There is a further unsigned entry in the medical notes dated 15 November indicating Patient
K had been aggressive at times and restless and that needed thioridazine. She was on
treatment for a urinary tract infection after a urine specimen had shown blood and
protein. Examination at this time showed Patient K was apyrexial, had some peripheral

review Patient K.
5.8There is then an entry byi codeA i {Code Al
Thank you so much for seeing Patient K. | gather she is well known to you. Her confusional
state has increased in the last few days to the point where we are using thioridazine. Her
renal function is decreasing. Her MSU showed no growth. Can you help? Many thanks.”

5.9Patient K was seen byi code A jon 18 November 1999. The medical notes record “this lady
has deteriorated and has become more restless and aggressive again. She is refusing
medication and not eating well. She doesn’t seem to be depressed and her physical

condition is stable. | will arrange for her to go on the waiting list for Mulberry Ward.”. The

further deterioration in general condition. Needs sc analgesia with midzolam. cosslaware

of condition and prognosis. Please keep comfortable. | am happy for nursirlig staff to

died at 20:30h (page 157).

5.10The nursing summary notes (page 223) record on 21 October 1999 Patient K was admitted
with increasing confusion and aggression which had resolved. The notes state “a very
pleasant lady. Her appetite on the whole is not good and can be a little unsteady on her
feet”. An entry on 19 November 1999 which is difficult to read states “Patient K had been
extremely aggressive. Two staff were to special. A syringe driver diamorphine 40mg and
midazolam 40mg was commenced at 09:25h.” [NEED TO DOUBLE CHECK TEXT] There is a
comment about a fentanyl patch which is illegible and the nursing notes record Patient K

her condition had continued to deteriorate slowly. | can find no record in the nursing notes
indicating Patient K was at any time in pain.

6. Drug therapy prescribed and received at Gosport War Memorial Hospital.

Once only drugs
Chlorpromazine 50mg im Date unclear November 0830h

Regular prescriptions

Thyroxine 100ug od 22 Oct-17 Nov. Not administered 2 Nov or 18 Nov
Prescribed 21 October 1999 onwards

Frusemide 40mg od 22 Oct — 17 Nov. Not administered 18 Nov onwards
Prescribed 21 October 1999 _

Amiloride 5 mg od 2 Nov-18 Nov. Not administered 19 Nov onwards

Prescribed 1 November 1999
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Trimethoprim 200mg bd 11 Nov —15 Nov. Then discontinued
Prescribed 11 November 1999

Fentanyl 25ug skin (every three days) 18 Nov 0915h
Prescribed 18 November 1999

Diamorphine subcut via syringe driver 19 Nov 40mg/24 hours
40-80mg/24hr 20 Nov 40mg/24 hours
Prescribed 19 November 1999 21 Nov 40mg/24 hours

Midazolam subcut via syringe driver 19 Nov 40mg/24hr
40-80mg/24h 20 Nov 40mg/24hr
Prescribed 19 Nov 1999 21 Nov 40mg/24hr

As required prescriptions
Temazepam 10mg nocte 11 Nov
Prescribed 21 October 1999

Oramorph 10mg/5ml 2.5-5ml None administered
Prescribed 21 October 1999

Thiordiazine 10mg tds 11 Nov 0830h
Prescribed 11 November 1999 12 Nov 1320h
13 Nov 0825h, 1800h
14 Nov 0825h, 1945h
15 Nov 0830h, 2130h
16 Nov 0845h
17 Nov 1740h

Opinion on Patient Management

7.

Patient K was an elderly woman with dementia who prior to admission to hospital in
October 1999 had been living at home with increasing difficulties and was likely to move into
a residential care home. She had been admitted to Queen Alexandra Hospital after being
found wandering and aggressive and continued to exhibit some behavioural difficulties.
These were not judged sufficiently severe to merit moving into an Elderly Mental Infirm
home rather than a residential home. She was referred to Gosport War Memorial Hospital
for temporary placement prior to a suitable residential home being found for her to move
into.

to see if she functioned better in her own home than on the ward. This is common and good
practice in elderly care medicine as some patients function better in their own homes than
when observed in a ward environment. Observation of the patient in their own home allows
a decision to be made as to whether they can continue to manage at home and what level of
support services might be required to support this. At this point Patient K was
independently mobile, continent, able to wash with supervision and dress herself. It was
reasonable to consider the possibility that Patient K might be able to manage to live in the
community with support from her family and social services.
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9. Patient K was intermittently aggressive on the ward. Aggression is a well recognised and
troublesome symptom in some patients with dementia and is often worse when patients are
in a new environment such as a hospital ward. It can also be precipitated or worsened by
other medical problems particularly chest or urinary tract infections. Thiordiazine had been
prescribed on 11 November 1999. Neuroleptic drugs such as thioridazine are commonly
used to try and improve symptoms of aggressions in people with dementia. | would
consider this was an appropriate treatment approach.

10. When her aggressive behaviour persisted a request for consultation was sent to; Code A }

Consultant Old Age Psychiatrist who had previously assessed Patient K. This was appropriate

and good medical practice. {_Code A_ia member of. Code A s team assessed Patient K and

i
___________________ -

deteriorated the day before. The medical and nursing notes contain no evidence that
Patient K was in pain and the indication for prescribing the fentanyl patch is not recorded.
Good medical practice requires the reasons for commencement of any drug but particularly
a controlled drug such as an opiate to be recorded in the medical notes. If Patient K was in
pain the details of the pain and should have been recorded in the medical notes and a
physical examination should have been performed to further assess the pain. Patients with
dementia may not always communicate they are in pain, but may become confused and
aggressive because of pain. Examination may reveal a patient has a musculoskeletal injury,
such as a hip fracture, or other problem such as a distended bladder or other acute painful
condition which require specific treatments.

12. Nursing and medical review of Patient K was indicated when she deteriorated on the 18

good medical practice to adequately assess Patient K, keep contemporaneous patient
records and provide appropriate treatment.

13. A medical assessment was also indicated when she became very aggressive, which appears
to have been on the 19 November but could have been on the 18 November. The nursing
and medical notes lack sufficient information to be clear when she became aggressive. i

{Code AlS Notes document that Patient K deteriorated overnight but she does not record

that should have been considered at this stage was that Patient K’s further deterioriation
and aggression might have been related in part to adverse effects of the fentanyl patch that
had been commenced. Opioid drugs commonly cause sedation but can precipitate
confusion and aggression in some older people.

concentration suggesting her renal function had deteriorated. This was possibly due to
dehydration but could have been also due to a urinary tract or other infection infection.
There is also a comment that Patient K needed subcutaneous analgesia with midazolam but

her notes do not record why. The specific reference to analgesia suggests | Code A |



15.

16.

17.

18.

19.
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considered Patient K was in pain but neither the medical or nursing notes record any
information suggesting she was in pain. As Patient K was not able to swallow use of the
transdermal or subcutaneous route to administer analgesia and/or sedation if she required
this would have been appropriate if these treatments were indicated.

The prescription of subcutaneous diamorphine by i Code A |

opinion not appropriate or justified as there was no evidence she was in pain. The dose
prescribed was also in my opinion excessively high if she had been in pain. In an older frail
patient an appropriate dose would have been 10mg/24hr or 20mg/24 hr particularly when
midazolam was also prescribed. The prescription of diamorphine 40-80mg/24hr placed
Patient K at risk of developing respiratory depression and coma. It is not clear from the
notes whether the fentanyl patch was removed on 19 November before the diamorphine
infusion was commenced. If it had not been this would have placed Patient K at even higher
risk of developing life threatening complications.

opinion not justified. The Wessex Protocols list midazolam by subcutaneous infusion as a
treatment option for agitation (10 mg im stat then 10-100mg/24hr) in patients receiving
palliative care who have a syringe driver for other reasons. The notes indicate patient K was
extremely aggressive. In my opinion midazolam by subcutaneous infusion was not the
optimal initial treatment for her aggression. She had previously been receiving thioridazine
until 17 November and it would have been appropriate to administer thrioridazine by
intramuscular injection or use an alternative neuroleptic drug such as haloperidol.

In patients who are very aggressive single doses of drugs, repeated as necessary if
aggression continues without significant adverse effects from the drugs administered, are a
more appropriate approach to controlling symptoms. This is rationale for the Wessex
Protocols recommend an initial loading dose by intramuscular midazolam to treat agitation.
Commencing a midazolam infusion without an initial loading dose leads to the maximal
effect of the drug not being observed until ‘steady state’ concentrations are reached which
may be more than 24 hours later. Therefore the initial response may be inadequate and
there may be adverse effects that occur much later as the drug accumulates in the patient.

excessively high. Older patients are more susceptible to midazolam and at increased risk of
developing respiratory and central nervous system depression. The Wessex Protocols
recommended a dose range of 10-100mg/24hr. In an older frail patient an appropriate dose
would have been 10mg/24hr particularly when diamorphine had also been prescribed. The
lower dose of 40mg/24hr was therefore inappropriately high. The prescribed dose range of
midazolam with an upper limit of 80mg/24hr particularly in conjunction with the
diamorphine prescribed placed patient K at high risk of developing life threatening
complications.
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20. In my opinion the subsequent deterioration in Patient K after 19 November until her death

depression and coma.

Summary of Conclusions

21. Patient K was an elderly lady with dementia who developed aggressive behavioural
problems whilst on Dryad ward and awaiting transfer to an Old Age Psychiatry ward. The

prescribing the opiate fentanyl and then subcutaneous infusions of diamorphine and
midazolam. In my opinion fentanyl and disamorphine were not indicated. The prescription
of a midazolam infusion without an initial loading dose was not in my view optimal
management, but if this had been administered alone without diamorphine would not in my
opinion have been a breach of a duty of care if there had been an adequate clinical

excessive, dangerous and reckless. In my opinion the administration of these drugs by
subcutaneous infusion at the doses used led to depression of her conscious level and
respiration and most likely contributed to her death.

22. In my opinion: Code A iin her care of Patient B failed to meet the requirements of good
medical practice:

e to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to consult colleagues;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

e to prescribe only the treatment, drugs or appliances that serve patients’ needs.
Declaration

23. | understand my duties as an expert, as set out at paragraph [ ] of my Generic Report.
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Reporton; Code A {Patientl)

Code A
Consultant Physician

21 April 2009
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survive and | agree with this assessment. A patient aged over 70 years of age with a severe
stroke, myocardial infarction and these complications would have a high likelihood of dying
from these problems,

consider this was an appropriate recommendation. Patient L had cardiac chest pain and
evidence of pulmonary odema both of which are appropriately treated with diamorphine. |
have been unable to find the prescription chart in the medical records during her admission
to Royal Hospital Haslar to determine the amount of opioid analgesia patient L received

might improve and indicated that if she became medically stable she would he suitable to
transfer to slow stream stroke care at Gosport War Memorial Hospital. In my opinion this
was an appropriate plan.

Slow stream stroke care or rehabilitation is a commonly used term used to describe a period
of rehabilitation aver a few months required for patients with severe strokes, who are often
elderly and/or have other medical complications, such as in the case of patient L. Such
rehabilitation often takes place-in rehabilitation wards that are not on acute hospital sites. It
is important that patients are medically stable before transfer to such units which usually do
not have a resident on site doctor or facilities to investigate patients if they develop new
medical problems.

summarised the ongoing medical problems that needed to be stabilised before transfer to
Gosport War Memorial Hospital could be considered. One week later patient L had
improved and her ongoing medical problems had stabilised with normalisation of her blood
sodium, stabilisation of her chest pain and her pneumonia was resolving. She was judged to
be sufficiently stable for her to be transferred to Daedalus ward for rehabilitation. At this
point she had an ongoing prescription for 5mg diamorphine “as required” but | have not
been able to establish how many doses she had received. From the information available in
the medical notes | consider patient L was sufficiently stable on 20 May for her to be
transferred to Daedalus ward, although she was at risk of developing further medical
complications.

The nursing notes state that patient L was complaining of abdominal pain and was
administered oramorphine on arrival at Daedalus ward. The drug chart indicates that the
first dose of oramoprhine was administered at 1430h. | would estimate that patient L
arrived at Daedalus ward shortly around 1300h as the first entry on the nursing notes was

timed at 1340h. i Code A was the doctor responsible for the initial assessment of patient L.

She prescribed oral morphine to patient L which was administered shortly after patient L’s
arrival. | would expect the nurse who initially assessed patient L and documented she had

___________________ ito assess patient L as a new
patient arriving on the ward, and note any current symptoms and examine the patient L.
Given the medical problems patient L had recently experienced it would be particularly

record of a physical examination of patient L. As patient L was complaining of ahdominal
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pain if she was able to give such an account, or that the nursing staff had noted she was in
pain. The medical notes suggest abdominal pain was a new complaint of patient L’s since
her admission to hospital although she had a history of chronic abdominal pain. It would

have been appropriate for{ Code A _ito undertake a clinical assessment of patient L including

clinical assessment. The information recorded by
entirely from the information contained in the Royal Hospital Haslar notes and transfer
letter, and from the nursing assessment. In my opinion the information available in the

did not record in the records why she prescribed oramorphine to patient L. It is unclear if
this was to replace the diamorphine “as required” prescription that was in place or was
commenced for the treatment of the abdominal pain patient L was complaining of on
admission to Daedalus ward.

“diamorphine for chest pain or distress related to pulmonary oedema if this occurred in
patient L would not be optimal because when patient are acutely unwell with such
symptoms the oral route for administering opiates leads to slower absorption and patients
may be too unwell or nauseated to take oral medication. It would have been preferable to
continue the prn subcutaneous diamorphine prescription which had been in place for
patient L at Royal Hospital Haslar. The “as required” prescription for oramorphine should

opinion the prescription of oramorphine was not optimal practice if it was a replacement for
the diamorphine prescription.

that the oramorphine was replacing the “as required” diamorphine prescription and the
circumstances under which it should be administered there would be a risk of nursing staff
misunderstanding the reasons oramorphine was prescribed. The nursing records state that
the initial dose of oramorphine was given to patient L for abdominal pain. On the basis of

the nursing staff that the oramorphine was replacing the “as required” diamorphine and the
circumstances under which the oramorphine should be given if this had been her intention.
Therefore if the oramorphine was intended to replace the diamorphine prescription |
consider the oramorphine prescription was not appropriately prescribed and potentially
hazardous, as the oramorphine could have been given for other symptoms for which it was
not intended such as abdominal pain.

investigations, such as an abdominal Xray and blood tests were required, or discussion with
a senior colleague was required. If as seems possible the abdominal pain was a recurrence
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18,
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20.

21,
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of her chronic abdominal pain, opioids were not an appropriate treatment. Opioid drugs
had not been prescribed to patient L for abdominal pain in the past when patient L had been
assessed by consuitant specialists. In my opinion from the information available in the

inappropriate and potentially hazardous to patient L, as the oramoprhine was administered
for abdominal pain and there had not been an adequate clinical assessment of patient L

which oramorphine should be administered.

It is unclear who made the decision that diamorphine and midazolam infusions should be
administered to patient L on 21 May. The nursing notes record this was discussed with
patient L’s{ Code A ithat evening and the infusion commenced at 1945h. The notes do not

V
i
[ It H

regular oramorphine the morning of 21 May, although the notes do not record the
symptoms being treated or the underlying diagnosis considered responsible for the pain.
Before prescribing a diamorphine infusion there should have been a clinical assessment of
the cause of the pain and response to oramorphine and the reasons why a subcutaneous
infusion was necessary, but there is no evidence in the notes that this took place.

Patient L was able to receive oramorphine through the nasogastric tube she was being fed
through. This had been pulled out on the morning of 20 May. If the nasogastric tube was
not in place and patient L was unable to swallow oral medication, this might have been a
reason to consider administering opioids by a subcutaneous infusion if they were indicated.
The nursing notes do not record there was a problem with administering oramorphine and
she had received two doses at 1000h and 1400h before the diamorphine infusion was
commenced at 1920h.

In the preceding 24 hours patient L had received 27.5 mg oramorphine (2.5+2.5+25+10+10).
An equivalent dose of subcutaneous diamorphine would be one third to a half of the dose of
morphine received i.e. 9mg-14mg over 24 hours. The diamorphine infusion was commenced
at 20mg/24hr was within an acceptable starting dose if continuing opioid drugs by using a
subcutaneous infusion as appropriate and patient L’s pain was uncontrolled on the
oramorphine and this would be 50% greater than the equivalent dose. The prescription by
patient L at risk of developing respiratory depression and coma if a higher infusion rate had
been commenced.

| can find no justification in the medical or nursing notes for the prescription and
commencement of the midazolam infusion. Patient L was medically stable and transferred

Midazolam is indicated for terminal restlessness and is also indicated in the Wessex
Protocol’ for the management of anxiety in a palliative care setting for patients already
receiving drugs through a syringe driver. The notes contain no information which suggests
patient L was restless or agitated. If patient L had been agitated or restless a clinical
assessment was indicated to establish the cause, but there is no evidence in the notes that
this occurred.

excessively high. Older patients are more susceptible to midazolam and at increased risk of



GMC100896-0306

developing respiratory and central nervous system depression. The Wessex Protocols
recommended a dose range of 10-60mg/24hr. In an older patient an appropriate starting
dose would have been 10mg/24hr particularly when diamorphine had aiso been prescribed.
The lower dose of 20mg/24hr was inappropriately high and the upper limit of the dose range
prescribed 80mg/24hr beyond that recommended. The prescribed dose range of midazolam
prescribed particularly in conjunction with the diamorphine prescribed placed Patient L at
high risk of developing life threatening complications.

22. On the morning of 22 May, a Saturday, the on call doctor{ " "¢ode A 'was contacted because
patient L had deteriorated and was experiencing increasing secretions from her chest and
airways. Ideally a clinical assessment should have taken place at this time point and the

cause of the deterioration and possible contributory role of the drugs she was receiving

uniess the nursing staff had very clearly requested this.

23. In my opinion the subsequent deterioration in Patient L on 21 May until her death icosa!

depression and coma. However because of the limited detail in the nursing and medical
notes and lack of a clinical assessment [ cannot exclude the possibility that patient L died
from another undiagnosed problem that developed immediately after she was transferred
to Daedalus ward.

24. Although patient L had been seriously ill and was not expected to survive 10-14 days prior
to her transfer this was not the case when she was transferred to Daedalus ward. Patient L
and was not expected to die within a few days or weeks from a progressive non curable

condition. | cannot determine from the medical records whether{ code A iconsidered
patient L had deteriorated and was dying, but if this was her view she should have assessed
patient L and discussed the change in her status with the responsible consultant or another

senior colleague.

25, Patient L was transferred from Royal Hospital Haslar for rehabilitation and was considered
medically stable on the morning of 20 May. Within 24 hours of transfer she was receiving
diamorphine and midazolam infusions and died within 48 hours of transfer. This dramatic
change in her condition should have led to a detailed medical assessment by Code A |
discussion with the consuitant responsible for Daedalus ward and the referring medical
team but there is no evidence in the notes that any of these took place. The reference in the
nursing records to patient L’s husband not wishing the medications should shorten her life
also indicates he wished appropriate active measures to be taken to enable her to survive.

Summary of Conclusions

26. Patient L was a 73 year old woman with a disabling stroke and recent myocardial infarct
transferred to Daedalus ward for stroke rehabilitation. She was considered medically stable
for transfer and was not expected to die within a few days unless new complications
developed. The information in the notes suggest there was inadequate assessment of

patient with no clinical findings recorded of an assessment of patient L's abdominal pain, or
justification for the prescriptions of oramorphine and subcutaneous diamorphine and
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midazolam. The prescriptions of subcutaneous infusions of diamorphine and midazolam in
the wide dose ranges used were highly risky.

27. In my opinion the combination of diamorphine and midazolam very likely shorten Patient L’s
life. However the very limited content of the medical notes make it difficult to exclude the
possibility that patient L developed a new medical problem on transfer to Daedalus ward
that led to her deterioration and death.

¢ to provide a adequate assessment of a patient’s condition based on the history and
clinical findings and including where necessary an appropriate examination;

e to consult colleagues;

e to keep clear, accurate contemporaneous patient records which report the relevant
clinical findings, the decisions made, information given to patients and any drugs or
other treatments prescribed;

* 1o prescribe only the treatment, drugs or appliances that serve patients’ needs.

29. l understand my duties as an expert, as set out at paragraph 57 of my Generic Report.

I believe that the facts [ have stated in this report are true and that the opinions | have
expressed are correct.
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____________________________

Reporton; CodeA i(Patientl)

Code A
Consultant Physician

19 April 2009
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GMCand: Code A
Patient L

1. This report is provided on the instruction of Field Fisher Waterhouse Solicitors. | have been
asked to prepare a report on the medical care of Patient L commenting on the care and

were not clinically justified and created a situation whereby drugs could be administered
which were excessive to patient L's need; that the prescriptions were inappropriate,
potentially hazardous and not in the best interests of Patient L.

Code A

3. This report should be read in the context of the general report | have provided on the
Principles of Medical Care and Matters Specific to Gosport War Memorial Hospital.

4. This report is based on my review of the following documents; medical records of Patient L;
statements of?: Code A iand various nurse statements.

. 5. Course of events

5.1Patient L was a 73 years old when admitted to Royal Hospital Haslar on 26 April 1999 after
experiencing chest pain and then collapsed at home after developing left arm and leg
weakness. She was transferred to Daedalus ward, Gosport War Memorial Hospital on 20

disease and previous myocardial infarction, atrial fibrillation, asthma and chronic airways
disease, and surgery for diverticular disease and a stricture. She had problems with
recurrent lower abdominal pain thought to be due to adhesions (page 129) or irritable
bowel syndrome (page 125). She had rated her health as poor in October 1997 (page 150).

5.2The admission clerking to Royal Hospital Haslar documents she had developed new left face,
arm and leg weakness and slurred speech. She was complaining of a headache and was
thought to have had a stroke. A CT brain scan was obtained on 26 April 1999 (page 177)
and demonstrated infarction in the right parietal lobe indicating she had a stroke due to
cerebral infarction (blocked blood vessel). The notes state that an ECG showed atrial
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fibrillation and ischaemic changes. Cardiac enzymes were elevated (CKMB 65) suggesting
she had possibly sustained a myocardial infarction as the cause of her chest pain.

5.3 The notes record on 27 April 1999 (page 178) that she was alert and had left sided neglect.
A nasogastric tube was paced to commence feeding as he swallow was unsafe. On 28 April
1999 the notes record she was experiencing continuing chest pain thought to be due to
angina (page 180). An ECG showed ST elevation and she was transferred to the coronary
care unit (CCU) and treated with a nitrate infusion (page 182). An entry in the medical
notes on 30 April states that ECGs had confirmed she had experienced an anterior
myocardial infarct. Later that day she developed increasing shortness of breath (page
183). The notes record she was hypoxic (low oxygen in the blood) and had signs on
examination suggesting she had either a chest infection or pulmonary oedema due to fluid
overload. A chest X Ray found the nasogastric tube was not in the stomach and feed had
been passed into the nasopharynx suggesting she had developed an aspiration pneumonia.
Antibiotics were commenced (Page 184).

5.40n 5 May 1999 the notes record patient L was able to start taking food (page 190). A referral
. was made by the medical team to: Code A iGeriatrician (page 190) stating that

Later that day the notes record she was less well (page 191) and was in respiratory failure.
She was treated with oxygen and small doses of diamorphine. The notes record patient L
had a reasonable quality of life prior to her stroke (page 192). After discussion with the
family a decision was made that she was for active treatment bit not for ventilation if she
deteriorated. An entry in the notes the following day record a discussion with the
consultant and a decision that she was not for resuscitation.

patient L was extremely unwell with problems of a dense left hemiparesis due to stroke,
myocardial infarction, atrial fibrillation, and aspiration pneumonia. The notes document

enough to transfer to Gosport War Memorial Hospital and she thought she was unlikely to
survive. She recommended patient L be given intravenous fluids, salbutamol nebulisers,

and diamorphine if distressed. i Code Aistates ‘If stable early next week for transfer to slow

. stream stroke care GWMH later in the week’.
5.60n 10 May 199 the notes record patient L was improving and nasogastric feeding was
recommenced. i Code A i Geriatrician reviewed patient L on 10 May 1999
(page196-198) and note that she was experiencing chest pain and had an elevated blood

Na+(has had 5% dextrose). Rule out MI ensure angina reasonable ‘sable’. Make sure
tolerating ng. If above OK, please transfer to GWMH next week’. A letter dated 12" May
also summarises her assessment (page 68)

5.7Later on 10 May the notes record patient L had a further episode of central chest pain which

was relieved by GTN spray and her pain settled. On 12 May the notes recordi Code A |
spoke to patient L’s family and explained her poor prognosis and the rationale for making
her not for resuscitation or are on an intensive care unit if she deteriorated (p200). On 14
May she was reviewed by an orthopaedic specialist as it was thought she might have
dislocated he let shoulder. This was found to be subluxation of the shoulder and no active
intervention was needed (page 202). On 18 May the notes record the medical team liaised

with Gosport War Memorial Hospital (page 204) and that she was t