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Operation ROCHESTER.

Leslie PITTOCK.

KEYPOINTS May 2005.

Leslie Charles PITTOCK Born Hemel Hempstead 11.12.1913.

Suffered depression/ attempted suicide between 60's and 90's.

During the 2 months prior to death suffered, depression, suicidal, poor mobility
shuffling gait, diarrhoea, chest infection, poor fluid/food intake, hypoproteinaemia.
He may have been developing cerebrovascular disease and Parkinsons.

1993-1996 Knowle hospital for depression, discharged to Hazledene rest home, then
to Gosport War memorial Hospital where he died 24.01 1996. Cause of death

Bronchopnemonia.

Medical records examined by Key Clinical team who assessed the care delivered prior
to death as negligent and cause of death unclear.

4™ January 1996 (20 days before death) Consultant Geriatrician Dr Althea LORD
notes severe depression, total dependency, catheterisation, lateral hip pressure
sores, and hypoproteinaemia, recommending move to long stay bed at Gosport War
Memorial Hospital.( BLACK comments reflects that PITTOCK probably terminally ill).
51 January 1996 transferred for long term care TO Gosport War Memorial Hospital.

gth January Dr BARTON suggests Opiates may be appropriate response to physical
and mental condition.

10™ January medical notes Dr TANDY record that ‘TLC’ is to be administered and
Oramorph prescribed.

15" January syringe driver Diamorphine commenced.
16™ January Haloperidol (antipsychotic) added to the syringe driver.

18" January Nozinan administered, the dosage doubled on 20™ January.
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20" January Dr BRIGG increased Nozinam and discontinued Haloperidol
21% January patient reported as ‘settled’.

24" January 1996 - death.

Case assessed by multidisciplinary key clinical team. 2004.

Leslie PITTOCK. 82. 5" January 1996 — 24™ January 1996. Gosport War Memorial
Hospital. He was physically and mentally frail, deteriorating on a mental health ward.
Medical notes state pain in flexed right hand. Nursing notes state generalised pain.
Arthrotec tried plus oramorph. Syringe driver started five days later with a Iarge dose
increase when converting from oramorph to diamorphine. Notes on the 21 January
1996 record a respiratory rate of 6 per minute, likely as a reflection of the dose of
opiates ie he was probably opiate toxic but the dose was not reduced. Cause of
death unclear, although he was very frail, but opiates could have contributed.

Dr Jane BARTON. From caution interview with police 3.3.2005.

-Workplace demands were substantial. A choice to be made between detailed note
making or spending more time with patients.

Due to demands of work adopted a policy of pro-active prescribing.

Dr BARTON noted Dr LORDS poor prognosis of Mr PITTOCK on 5™ January 1996 and
believed that Dr LORD felt that Mr PITTOCK was unlikely to get better and that he
was not likely to live for a significant period.

Following admission to GWMH on 5™ Jan 1996 Mr PITTOCK placed under the care of
- Dr Jane TANDY. Assessed by Dr BARTON.

Would have seenv Mr PITTOCK every week day Monday to Friday.

Dr BARTON made the note of 9% January 1996, prescribed arthrotec for pain in the
hand.

Mr PITTOCK seen by Dr BARTON and Dr TANDY on 10" January.. Dr TANDY noted
dementia etc, and wrote that he was for TLC. This indicated to Dr BARTON that Dr
TANDY agreed with Dr LORD’S assessment and felt Mr PITTOCK was not appropriate
for attempts at rehabilitation but for appropriate nursing care and treatment only.
Discussed with Mrs PITTOCK who agreed.

Dr BARTON prescribed Oramorph no doubt as a consequence of liaison with Dr
TANDY. This was for relief from pain anxiety and distress. Also proactively wrote
prescription for diamorphine upon the basis that Oramorph may be insufficient, and
that further medication should be available should he need it.
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On Monday 15 January 1996 Dr BARTON would have reviewed all of the patients in
the usual way including Mr PITTOCK. Believes she may have been told that his
condition had deteriorated over the weekend experienced marked agitation and
restlessness and significant pain and distress. Believe assessment was that Mr

PITTOCK in terminal decline.

Tried to judge medication as necessary to provide appropriate relief whilst not
excessive,

Dosages effectively increased appropriate to increased pain/ distress of patient.

Dr BRIGG examined patient on 20t January, few modifications to drug regime so
therefore presumably not inappropriate. ‘

Dr BRIGG examined on 21% January Mr PITTOCK settled. With quiet breathing not
distressed.. drug treatment continued therefore not inappropriate.

Expert Dr Andrew WILCOCK (Palliative medicine and Medical Oncology) comments..

Notes inadequate.

Pain not appropriately assessed.

Opioids not appropriate as administered to alleviate anxiety and agitation.

Not necessary to use syringe driver (unless patient unwilling or unable to take

medicines orally)

o Doses of diamorphine 40-120mgs excessive to needs of the patient ( far
exceeding appropriate starting dose)

 Appropriate dose would be 10-15mgs.

« Little doubt that Mr PITTOCK was naturally coming to the end of his life.

« At best DR BARTON had attempted to allow a peaceful death, albeit with
excessive use of diamorphine.

o Opinion that Dr BARTON breached her duty of care, by failing to provide
treatment with skill and care, difficult to exclude completely the possibility that
a dose of diamorphine that was excessive to his needs may have contributed
more than minimally negligibly or trivially to his death. Dr BARTON leaves
herself open to the accusation of gross negligence.

« Given the nature of Mr PITTOCKS decline, Bronchopneumonia appears to be

the most likely cause of death.

In his assessment of Dr BARTONS prepared statement Dr WILCOCK comments that:-
= According to Dr BARTONS job description she should take part in

weekly consultant ward rounds.
= Consultants were responsible for patient care and should have been

available to discuss complex patient issues.
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» Given patient numbers 44, and admission numbers Dr BARTON should
have been able to satisfactory manage in a half post as clinical
assistant with regular consultant supervision.

» [t is completely unacceptable for the trust to have left Dr BARTON with
continuing medical responsibilities without consultant supervision and
regular ward rounds, to fail to do so would be a serious failure of
responsibility by the trust in its governance of patients.

Expert Dr David BLACK (Geriatrics) reports that Mr PITTOCK was extremely frail and
dependent, and at the end of a chronic disease process of depression and drug
related side effects spanning 20 or more years.

o Problem in assessing care due to lack of documentation.

« Lack of notes represents poor clinical practice, no written justification for high
doses of Diamorphine and Midazolam.

o Drug management afforded to patient is sub-optimal.

o Starting dose of 80mgs of diamorphine is approximately 3 times the dose that
conventionally applied.

o Combination of higher than standard doses of drugs, Diamorphine, and
Midazolam combined with Nozinan likely to have caused excessive sedation
and may have shortened life by a short period of time, hours to days.

« Whilst care is sub-optimal cannot prove to be negligent or criminally culpable.

« Predictions of how long terminally ill patients live are impossible, even
palliative care experts show enormous variation.

« Medication likely to have shortened life but not beyond all reasonable doubt.

Other key witnesses.

Daughter Linda WILES (also a retired registered metal nurse) understood that Mr
PITTOCK was transferred to GWMH for terminal care. She watched her father die
through self neglect. He had become extremely frail and had lost the will to live. She
was not alarmed that her father was given morphine, she considered it appropriate

care.

Mr PITTOCKS GP Dr Martin ASHBRIDGE, comments that he suffered chronic
intractable depression for which he received continual treatment. It was apparent
that in the 5 months prior to his death his physical condition has begun to

deteriorate.

Dr Althea LORD employed as Consultant Geriatrician at GWMH, Queen Alexandra
Hospital and St Mary’s Hospital Portsmouth between March 1992 and June 2004.
Consultant for all patients over 65yrs requiring specialist care for their physical
health. Assessed Mr PITTOCKS prognosis as poor ( ie patients chances of survival
were slim and unlikely to survive for long) on 4% January 1996, transfer to GWMH
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Dryad ward in order to address patients physical and psychiatric needs. Not intended
to be a comprehensive care plan. -

Dr Jane TANDY employed by East Hants Primary Care trust as Consultant Geriatrician
in elderly medicine since 1994, covered Dryad ward until late 1996. On 10" January
1996 DR TANDY had overall medical responsibility of the ward. Dryad was a long
term care ward containing frail and elderly patients difficult to manage due to
medical or nursing requirements. There was no resident doctor on the ward which
was covered by local GP Dr BARTON. Dr TANDY's responsibilities included a ward
round once fortnightly. No requirement for a GP to notify Dr TANDY of every change
to drugs prescribed to patients, unless her advice was sought by the GP, this
occurred infrequently.

On 10" January 1996, Dr TANDY conducted a ward round with Dr BARTON and
Sister HAMBLIN and prescribed 5mg Oramorph to alleviate pain and distress.
Thereafter Dr TANDY recites the drugs prescribed by Dr BARTON, and comments
that she would have used lower dosage of Diamorphine and Midazalam (than
prescribed by Dr BARTON) her practice was to use the lowest dose to achieve the
desired outcome diminishing adverse effects. There was no resident doctor to review

the medication.

Dr Michael BRIGG a Gosport general practitioner. On 20" January 1996 responding
to nursing concerns as to the patients clinical response to Haloperidol, Dr BRIGG
stopped the dose and increased dose of Nozinan. He did not see the patient at the

time but visited later.

Nurse Gillian HAMBLIN, Consultants attended once fortnightly on Mondays unless on
leave when it would be monthly. Her practice was to challenge Dr BARTON if she did
not feel levels of drugs prescribed were appropriate. Syringe drivers used once a
patient becomes incapable of swallowing. The term TLC means that a patient was
very likely to die. Nurse HAMBLIN commenced the syringe driver diamorphine on
15.1.1996., and an increased dosage on 18.01.1996. There no policy or protocol
regarding the use of syringe drivers prior to 2000.

Nurse Lynne BARRATT administered Diamorphine to Mr PITTOCK on the 16" and
23" January 1996.

Nurse Freda SHAW administered Diamorphine to Mr PITTOCK 17.1.1996.

Nurse Bridaet AYLING in accordance with policy witnessed the accurate recording of
- Diamorphine prescribed, and recorded on drug charts. ‘

Nurse Sharon RING re - charged the syringe driver with Diamorphine on 21.1.1996,
and witnesses and recorded the withdrawal of Diamorphine for the patient on 4
other occasions.

Nurse Fiona WALKER witnesses withdrawal of drugs for Mr PITTOCK on 3 occasions.
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Nurse Mary MARTIN variously administered ORAMORPH and verified the death of Mr
PITTOCK 24.10.1996.
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Dr A.Wilcock _ Leslie Pittock (BJ(G/71) April 25th 2005
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REPORT
regarding

LESLIE PITTOCK (BJC/71)

PREPARED BY: Dr Andrew Wilcock MB ChB FRCP DM
Reader in Palliative Medicine and Medical Oncology

AT THE REQUEST OF: Hampshire Constabulary
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Leslie Pittock (BJC/71) April 25th 2005

SUMMARY OF CONCLUSIONS

Mr Pittock was a frail 82 year old man admitted to Mulberry Ward, Gosport
War Memorial Hospital due to depression. He was withdrawn, agitated and
irritable and required the help of two others to mobilise. Despite the
admission and a reduction or discontinuation in some of his medication, his
low mood and poor mobility persisted. He developed a chest infection and
urinary retention. After about three weeks in hospital, his condition remained
poor and he started to develop pressure sores. Mr Pittock was referred to Dr
Lord, Consultant Geriatrician, for a medical review and was subsequently
transferred to Dryad Ward.

During this admission, the medical care provided by Dr Barton fell short of a
good standard of clinical care as defined by the General Medical Council that
included the lack of clear note keeping, adequate assessment of the patient
and providing treatment that was excessive to a patients' needs. The réason
for the prescription of drugs was not clear. If pain was a problem, it was not
recorded or assessed. Most significantly, the dose range of diamorphine
prescribed for the ‘'as required’ syringe driver, and the dose finally
administered (80mg), far exceeded that generally considered to be an
appropriate starting dose (10-15mg) based on Mr Pittock's existing opioid
usage.

Mr Pittock was described as tense and agitated several times following the
syringe driver being commenced. In this regard the use of midazolam,
haloperidol and levomepromazine could be seen as justified. However, an
assessment of the possible causes of his agitation should have been carried
out. This would have included considering if drugs, such as the diamorphine,

were a possible contributing factor to his agitation. At the very least, given that

Page 3 of 37
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Dr A Wilcock Leslie Pittock (BJG/71) April 25th 2005

diamorphine in a dose that is excessive to a patients needs can cause
agitation and confusion, it should have prompted a review of the
appropriateness of Mr Pittock's dose of diamorphine.

There appears little doubt that Mr Pittock was 'naturally’ coming to the end of
his life. At best, Dr Barton could be seen as a doctor who, whilst failing to keep
clear, accurate, and contemporaneous patient records had been attempting to
allow Mr Pittock a peaceful death, albeit with what appears to be an excessive
use of diamorphine due to a lack of sufficient knowledge.

. It is my opinion however, that given the lack of documentation to the contrary,
Dr Barton could be seen as a doctor who breached the duty of care she owed
to Mr Pittock by failing to provide treatment with a reasonable amount of skill
and care. This was to avdegree that disregarded the safety of Mr Pittock by
unnecessarily exposing him to excessive doses of diamorphine that could
have resulted in a worsening of his agitation. Dr Barton'’s response to this was
to further increase Mr Pittock's dose of diamorphine. Despite the fact that Mr
Pittock was dying 'naturally’, it is difficult to exclude completely the possibility

. 7 that a dose of diamorphine that was excessive to his needs may have

contributed more than minimally, negligibly or trivially to his death. As a result

Dr Barton leaves herself open to the accusation of gross negligence.

2. INSTRUCTIONS

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

Page 4 of 37
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Dr A.Wilcock Leslie Pittock (BJ(/71)
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3. ISSUES

3.1 Was the standard of care afforded to this patient in the days leading up
to his death in keeping with the acceptable standard of the day?

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

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

criminally culpable actions on the part of individuals or groups?

4, BRIEF CURRICULUM VITAE

Code A

Page 5 of 37
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Leslie Pittock (BJC/71) April 25th 2005

Code

DOCUMENTATION

This Report is based on the following documents:

[1] Full paper set of medical records of Leslie Pittock, including the death

certificate.
[2] Full set of medical records of Leslie Pittock on CD-ROM.
[3] Operation Rochester Briefing Document Criminal Investigation

Summary.

[4] Hampshire Constabulary Operation Rochester Guidance for

Medical Experts.

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

[6] Palliative Care Handbook Guidelines on Clinical 'Management, Third
Edition, Salisbury Palliative Care Services (1995); Also referred to as
the ‘Wessex Protocols.’

[7] Portsmouth Health Care NHS Trust Policies:

Page 6 of 37
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April 25th 2005

i) Control of Administration of Medicines by Nursing Staff Policy (January
1997).
i) Prescription Writing Policy (July 2000).
iii) Policy for Assessment and Management of Pain (May 2001).
iv) Compendium of Drug Therapy Guidelines, Adult Patients (1998).
v) Draft Protocol for Prescription Administration of Diamorphine by
Subcutaneous Infusion, Medical Director (December 1999).
vi) Medicines Audit carried out by the Trust referred to as Document 54
‘ on page 52 in the Chi Report (reference 6).
[8] General Medical Council, Good Medical Practice (October 1995).
[9] British National Formuléry (BNF). Section on Prescribing in |
Terminal Care (March 1995).
[10] British National Formulary (BNF). Section on Prescribing in the

Elderly (March 1995).

6. CHRONOLOGY/CASE ABSTRACT

L Events at the Gosport War Memorial Hospital, Mulberry Ward, 13th
December 1995 until 5th January 1996
Mr Leslie Pittock, an 82 year old man w.ho lived in Hazeldene residential
home was admitted on the 13th December 1995 to Mulberry Ward,
Gosport War Memorial Hospital under the care of Dr Banks, consultant in
old age psychiatry (pages 62 of 181). He was depressed and reported
feeling hopeless and suicidal. He had been verbally aggressive towards
his wife and the staff at the residential home. He was staying in bed all

day and not eating well (pages 62 and 125 of 181). He was known to Dr
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Banks having suffered from chronic depression for over 30 years resulting
in multiple admissions to hospital. He> also had an underactive thyroid
gland and problems with constipation (page 62 of 181). His medication
consisted of sertraline 100mg once a day, lithium carbonate 400mgonce a
day, thioridazine 50mg four times a day, diazepam 10mg twice a day,
temazepam 10mg at night, thyroxine 50microgram once a day, magnesium
hydroxide 10ml at night and codanthrusate 2 capusles at night (pages 62
and 88 of 181). Examination revealed him to be withdrawn, a little agitated
and irritable. He had a slight tremor on moving, a shuffling gait and
required the help of two others to mobilise (page 63 of 181). It was
considered that depression was his main problem (page 63 of 181).

Over the next few days he experienced a fall and problems with diarrhoea.
His laxatives were discontinued and an abdominal x-ray carried out. This
revealed distension of the large bowel with only a small gas bubble seen in
the region of the rectum. The report concluded that these features could
represent distal large bowel obstruction but as there was no faecal residue,
the changes may be due to pseudo-obstruction (page 116 of 181). His low
mood and poor mobility persisted. As thioridazine can cause
Parkinsonism (i.e. a collection of features similar to those seen in patients
with Parkinson's disease, e.g. difficulty initiating movements, rigidity,
tremor etc.)v the dose was reduced to 25mg four times a day and
procyclidine 5mg twice a day was éommenced (page 64 of 181).
Procyclidine is an antimuscarinic drug that can help with Parkinsonism.
After about one we_ek, on the 22nd December 1995 he was found to have
a chest infection and erythromycin, an antibiotic, was commenced (page

64 of 181). On review by Dr Banks on the 27th December 1995, MrPittock
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was noted to be 'chesty, poorly, abusive and not himself at all' (page 65 of
181). As he had not responded to the erythromycin, another antibiotic,
cefaclor was commenced and the procyclidine was discontinued. He had
been catheterised for urinary retention the week before (page 65 of 181).
Microbiology tests of his sputum revealed a pseudomonas infection (page
112 of 181). A chest x-ray showed no evidence of focal lung disease
(page 116 of 181). It was decided to reassess his mood once his medical
problems had been addressed.
After about three weeks in hdspital, on the 2nd January 1996 it was
reported that he remained poorly, lethargic, his skin was breaking down
and he was now nursed on a Pegasus bed. He was reported to be asking
'why don’t you let me die?’ (page 65 of 181). Blood test results on the 2nd
January 1996 were mostly normal. There was a raised white blood cell
- count. 15.7x10%L, due to an increase in neutrophils, 14.4x10°%L, in
keeping with an infection (page 114 of 181).‘ Liver enzymes were mildly
abnormal with raised alkaline phosphastase of 110 IU/L, AST (aspartate
aminotransferase) of 127 IU/L and a low albumin of 27g/L (upper limit of
normal 95, 40 and lower limit of 37 respeqtively)(page 85 of 181). Rather
than attribute »his deterioration purely to his depression, Mr Pittock was_
referred to a geriatrician to see if any medical problems were contributing
to his decline (page 65 of 181). A referral letter was written in the notes to
Dr Lord, Consultant Geriatrician, on the 2nd January 1996 that noted Mr
Pittock's mobility had deteriorated drastically during his admission and
although his chest infection was now improving, he remained bed bound,
expressing the wish to die. It also noted Mr Pittock's complaints of
intermittent abdominal pain (page 66 of 181).

Page 9 of 37
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When reviewed by Dr Banks on the 3rd January 1996, it was again noted
that Mr Pittock was deteriorating, with a poor food intake and some breaks
in his skin (page 66 of 181). In case undesirable effects of some of his
medication were contributing td his decline, the diazepam was reduced to
ZmQ three times a day and the thioridazine and temazepam discontinued
(pages 67 and 81 of 181).

He was seen by Dr Lord on the 4th January 1996. She listed Mr Pittock’s
problems as 'chronic resistant depression — very withdrawn, completely
dependent (Bartell 0), catheter by-passing, superficial ulceration of left
buttock and hip, and hyoproteinaemic'. She suggested high protein drinks,
bladder washouts twice a week, dressing to his skin ulcers and transfer to
a long stay bed. Dr Lord felt his residential home place could be given up
as he was unlikely to return (page 67 of 181). In the typed letter of the 8th
January 1996, that summarised this review, Dr Lord stated that Mr
Pittock’'s prognosis was poor and that he was unlikely to return to

Hazeldene Rest Home (page 5 of 49).

Events at Gosport War Memorial Hospital, Dryad Ward, 5th January 1996
to 24th January 1996

On transfer to Dryad Ward on the 5th January 1996, the medical ﬁotes
record Mr Pittock's problems as consisting of ‘immobility, depression, a
broken sacrum with small superficial areas of the right buttock, a dry lesion
on his left ankle and both heels suspect. Catheterised, transfers with hoist,
may help to feed himself. Long standing depression on lithium and
sertraline’ (page 13 of 49). Mr Pittock's medication was continued

unchanged on transfer: sertraline 50mg twice a day, lithium carbohydrate
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400mg at night, diazepam 2mg three times a day, thyroxine 50microgram
once a day and daktacort cream (page 16 of 49). The nursing notes
suggest that Mr Pittock settled into the ward well and went on to detail his
pressure sores (page 25 of 49).
On the 8th January, a pain relief preparation 'arthortec’ one tablet twice a
day, containing a non-steroidal anti-inflammatory drug, diclofenac, was
commenced and continued until the' 10th January 1996 (page 16 of 49).
On the 9th January 1996 the medical notes entry reads ‘painful right hand
’ held in flexion, try hot water (this should be clarified as the handwriting is
\ difficult to decifer). Also increasing anxiety and agitation,?sufficient
diazepam, ?needs opiates' (page 13 of 49). The nursing notes record that
he was very sweaty but was apyrexial (temperature not elevated) and that
Mr Pittock stated that he had generalised pain (page 25 of 49).
On the 10th January 1996, oramorph (morphine solution, 10mg/5ml) 2.5ml
(5mg) every four hours was prescribed but none given until the 11th
January (page 17 of 49). Possibly also on the 10th January, diamorphine
, 40-80mg and hyoscine (hydrobromide) 200—400microgram SC
(subcutaneous) in 24 hours were also prescribed (page 17 of 49). These
were not used on the 10th or 11th January, and the drug chart appears to
have been rewritten sometime on the 11th January (pages 18 and 19 of
49). The diamorphine was rewritten as 80—-120mg along with hyoscine
(hydrobromide) 200-400microgram and midazolam 40-80mg SC
(subcutaneous) in 24 hours. The nursing lnotes for this day record
'Condition remains poor. Seen by Dr Tandy and Dr Barton. To commence
on oramorph 4 hourly. This evening Mrs Pittock seen and is aware of podr
condition. To stay in long stay bed' (page 25 of 49).
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On the 11th January 1996 the diazepam was increased from 2mg to 5mg
three tirmes a day and the oramofph given as 5mg every 4 hours, with
10mg at night until the morning of the 15™ January 1996 (page 19 of 49).
On the 12th January 1996, the sertraline and lithium carbonate were
discontinued.
On the 13th January 1996 the nursing notes record 'Catheter bypassing.
Mr Pittock appears distress, suby g washout given. However, catheter
continues to bypass heavily. Catheter removed, tip of same looks very
;. mucky..."' (page 25 of 49). |
A medical notes entry on the 15th January 1996 summarises 'For TLC
(tender loving care). Discussed with wife, agrees in view of the poor quality
for TLC' (page 13 of 49). A syringe driver was commenced at 08.25am on
the 15th January containing diamorphine 80mg, hyoscine hydrobromide,
400microgram and midazolam 60mg SC over 24 hours (pages 18,25,26 of
49). The nursing notes for that day-detail 'Seen by Dr Barton. Syringe
driver corhmenced....' and at 19.00pm 'Daughter informed of father’s
’ deterioration during the afternoon. Now unresponsive. Unable to take fluids
and diet. Pulse strong and regular' (page 26 of 49).
On the 16th January 1996 haloperidol 5-10mg SC over 24 hours was
prescribed (page 20 of 49) with Mr Pittock receiving haloperidol 5mg on
the 16th January 1996 and 10mg on the 17th January 1996. The nursing
notes entry reads_ 'Condition remains very poor. Some agitaton was
noticed when being attended to. Seen by Dr Barton. Haloperidol 5-10mg
to be added to the driver' (page 26 of 49).
On the 17th January 1996, the dose of diamorphine was increased to

120mg and the midazolam to 80mg SC over 24 hours and both then
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remained unchanged for the remainder of Mr Pittock's life. The dose of
hyoscine hydrobromide was increased twice on the 17th January to
600microgram then 1200micrograms SC over 24 hours; as was the dose
of haloperidol, increasing to 10mg and then to 20mg SC over 24 hours
(pages B8, 7 and 20 of 49). The dose of hyoscine hydrobromide then
remained unchanged for the remainder of Mr Pittock's life. There are
several entries in the nursing notes on the 17th January: (09.00am) '‘Seen
by Dr Barton, medication increased 08.25am as patient remains tense and
‘ : agitated. Chest very 'bubbly'. Suction required frequently this morning.
Patient_ bed bathed, mouth care tolerated well. Skin marking easily despite
hourly turning and use of Pegasus mattress and remains distressed on
turning.' (14.30pm) 'Seen by Dr Barton, medication reviewed and altered.
Syringe driver renewed at 15.35pm (two drivers)...... Daughter informed of
deterioration.' (20.30pm) 'Further deterioration in already poor condition.
Appears more settled although still aware of when he is being attended
to...."' (page 27 of 49).
. On the 18th January 1996 the medical notes report 'further deterioration,
SC (subcutaneous) analgesia continues, difficulty controlling symptoms, try
nozinan' (levomepromazine) (page 15 of 49). This was commenced at a
dose of SOmé SC over 24 hours (page 6 of 49). The nursing notes report
'poorly condition, continues to deteriorafe.....' (page 27 of 49). Wife has
visited for most of the day. Appears comfortable in between attention. Oral
suction given with some effect’ (page 28 of 49).
On the 19th January 1996 the nursing notes read 'A marked deterioration
in an already poorly condition.....Breathing very intermittent, colour poor

(page 28 of 49). 'On the 20th January 1996 the medical notes entry reads
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'Has been unsettled on haloperidol in syringe driver. Discontinue and
change to higher dose nozinan, increase nozinan 50—100mg in 24 hours
(verbal order)' (pages 6, 7 and 15 of 49). The nursing notes for the 20th
January 1996 read 'Mrs Pittock and both daughters have visited. Dr Brigg
contacted regards to regime. Verbal order taken to double nozinan and
omit haloperidol.  Syringe driver recharged at 18.00hours. Appears
comfortable at time of report..." (page 28 of 49).
On the 21st January 1996, the medical notes entry reads 'Much more
. settled. Quiet breathing. Respiratory rate 6 per minute. Not distressed,
continue' (page 15 of 49). Nursing entry for this day reads 'Very settled
today' (page 28 of 49). On the 22nd January 1996 the nursing notes record
‘pqorly but very peaceful' (page 29 of 49). On the 23rd. January 1996, the
nursing notes record 'Poorly condition remains unchanged, has remained
peaceful' (page 29 of 49). An untimedA entry then reads 'Patients condition
deteriorated suddenly at 01.40am and Mr Pittock died at 01.45am' (page
29 of 49). A verification of death entry was made in the medical notes
, (page 15 of 49).
‘ On the death certificate, cause of death was given as 1a

Bronchopneumonia.

7. TECHNICAL BACKGROUND / EXAMINATION OF THE FACTS IN ISSUE
i) Syringe drivers, diamorphine, midazolam, haloperidol, levomepromazine
(nozinan) and hyoscine hydrobromide
A syringe driver is a small portable battery-driven pump used to deliver
medicatidn subcutaneously (SC) via a syringe, over 24hours. Indications

for its use include swallowing difficulties or a comatose patient. In the
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United Kingdom, it is commonly used in patients with cancer in their
‘terminal phase in order to continue to deliver analgesic medication. Other
rﬁedication required for the control other symptoms, e.g. delirium, nausea
and vomiting can also be added to the pump.

Diamorphine is a strong opioid that is ultimately converted to morphine in
the body. In the United Kingdom, it is used in preference to morphine in
syringe drivers as it is more soluble, allowing large doses to be given in
very small volumes. ltis indicated for the relief of pain, breathlessness and
cough. The initial daily dose of diamorphine is usually determined by
dividing the daily dose of oral morphine by 3 (BNF number 29 (March
1995)). Others sometimes suggested dividing by 2 or 3 depending on
circumstance (Wessex protocol). Hence, 60mg of morphine taken orally a
day could equate to a daily dose of 20 or 30mg of diamorphine SC. It is
usual to prescribe additional doses for use 'as required’ in case symptoms
such as pain breakthrough. The dose is usually 1/6th of the 24hour dose.
Hence for someone receiving 30mg of diamorphine in a syringe driver over
24hours, a breakthrough dose would be 5mg. One would expect it to have
a 2—4hour duration of effect, but the dose is often préscribed to be given
hourly if required. As the active metabolites of morphine are excreted by
the kidneys, caution is required in patients with impaired kidney function.
Midazolam is a benzodiazepine, a diazepam like drug. It is commonly used
in syringe drivers as a sedative in patients with terminal agitation. Sedation
can be defined as the production of a restful state of mind. Drﬁgs that
sedate will have a calming effect, relieving anxiety and tension. Although
drowsiness is a common effect of sedative drugs, a patient can be sedated

without being drowsy. Most practitioners caring for patients with cancer in
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their terminal phase would generally aim to find a dose that improves fhe
patients' symptoms rather than to render them unresponsive. In some
patients however, symptoms will only be relieved with doses that make the
patient unresponsive. A typical starting dose for an adult is 30mg a day. A
smaller dose, particularly in the elderly, can suffice or sedate without
drowsiness. The BNF (March 1995) recommends 20-100mg SC over
24hours. The Wessex protocol suggests a range with the lowest dose of
5mg a day. The regular dose would then be titrated every 24hours if the
sedative effect is inadequate. This is génerally in the region of a 33-50%
increase in total dose, but would be guided by the severity of the patients
symptoms and the need for additional 'as required' doses. These are
generally equivalent to 1/6th of the regular dose, e.g. for midazolam 30mg
in a syringe driver over 24hours, the ‘as required' dose would be 5mg given
as a stat SC injection. The duration of effect is generally no more than
4hours', and it may need to be given more frequently. As an active
metabolite of midazolam is excreted by the kidneys, caution is required in
patients with impaired kidney function.

Haloperidol is an antipsychotic. It is frequently used in syringe drivers for its
antipsychotic and  anxiolytic  effects in patients with terminal
delirium/agitation or as an anti-emetic. Compared to other antipsychotics,
like levomepromazine, it is less sedative but can cause more problems with
extrapyramidal effects and should be used with caution in patients with
parkinsonism or Parkinson's disease. Extrapyramidal effects include
parkinsonism, acute dystonia, acute akathesia. and tardive dyskinesia.
Parkinsonism consists of tremor, rigidity and slowing of movements; acute

dystonia is spasm of muscles including those involving the eyes, head,
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neck, trunk and limbs. They are usually abrupt in onset and associated with
anxiety; acute akathesia is a form of restlessness of the muscles in which
the person is compelled to move or change position and is associated with
variable degrees of patient distress; tardiQe dyskinesia typically presents as
involuntary chewing movements of the face and orofacial muscles.
A typical starting dose of haloperidol for an adult is 3-5mg a day with an
upper dose range of 10-30mg orally or SC. A smaller dose, particularly in
the elderly, can suffice or sedate without drowsiness. The BNF (March
1995) recommends 5-30mg SC over 24hours. The Wessex protocol
suggests a range of 1.5-3mg up to three times a day orally. It is usual to
prescribe additional doses for use ‘as required' often in the dose range of
2.5-5mg SC. The dose is often prescribed so that it can be given hourly if
required.
Levomepromazine is an antipsychotic. It is frequently used in syringe
drivers for its antipsychotic and anxiolytic effects in patients with terminal
delirium/agitation or as an anti-emetic. It is more sedative than haloperidol.
A typical starting dose of levomepromazine for an adult is 50mg SC over
24 hours, with an upper dose range of 300mg SC. A smaller dose,
particularly in the elderly, can suffice -or sedate without drowsiness. The
BNF (March 1995) recommends 50-200mg SC over 24hours. The Wessex
protocol suggests a range of 25-200mg SC over 24hours. It is usual to |
prescribe additional doses for use 'as required' often in the dose range of
6.25—25mg SC. The dose is often prescribed so that it can be given hourly
" if required. |
Hyoscine hydrobromide is an antimuscarinic drug most commonly given to

reduce excessive saliva or retained secretions ('death rattle’). It also has
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anti-emetic, antispasmodic (smooth muscle colic) and sedative properties.
Repeated adminivstration can lead to cummulation and this can occasionally
result paradoxically in an agitated delirium, highlighted in both in the BNF
and the Wessex protocol (page 41). It is usually given in a dose of 600—
2400micrograms SC over 24hours (BNF (March 1995)) of 400-
600micrograms as a stat SC dose. The Wessex protocol gives a dose
range of 400—1200micrograms over 24hours.
The titration of the dose of analgesic, antipsyc;hotic or sedative medication
is guided By the patients symptom control needs. The number and total
dose of 'as required' doses required over a 24h.our period are calculated
and this guides the increase necessary in the regular dose of the drugs in
the syringe driver in a way that is pro_portional to the patients needs. The
ideal outcome is the relief of the symptoms all of the time with no need for
additional 'as required' doses. In practice, this can be difficult to achieve
and the relief of the symptoms for the majority of the time along with the
use of 1-2 'as required’ doses over a 24hour period is generally seen as
acceptable.

ii) The principle of double effect.
The principle of double effect states that:
'If measures taken to relieve physical or mental suffering cause the death
of a patient, it is morally and legally acceptable provided the doctor's
intention is to relieve the distress and not kill the patient.’
This is a universal principle without Which the practicerof medicine wbuld
be impossible, given that every kind of treatment has an inherent risk.
Many discussions on the principle of double effect have however, involved

the use of morphine in the terminally ill. This gives a false impression that
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the use of morphine in this circumstance is a high risk strategy. When
correctly used (i.e. in a dose appropriate to a patient's need) morphin,e
does not appear to shorten life or hasten the dying process in patients with
cancer. Although a greater risk is acceptable in more extreme
circumétances, it is obvious that effective measures which carry less risk to
life will normally be used. Thus, in an extreme situation, although it may
occasionally be necessary (and acceptable) to render a patient
unconscious, it remains unacceptable (and unnecessary) to cause death
deliberately. As a universal principle, it is also obvious that the principle of
double effect does not allow a doctor to relinquish their duty to provide care

with a reasonable amount of skill and care.

8. OPINION

Events at Gosport War Memorial Hospital, Mulberry Ward 13th December
1995 to 5th January 1996

Mr Pittock was an 82 year old man who suffered from chronic depression.
Deterioration in his mental and physical state led to his admission for
assessment on Mulberry Ward under the care of Dr Banks. Examination
revealed him to be depressed énd withdrawn and a little agitated and
irritable. He had signs of Parkinsonism which may have been due to
undesirable effects of his medication. Despite a reduction in his
medication his situation failed to improve. He developed a chest infection
that required two different sorts of antibiotic to treat. Despite this, his
physical deterioration and poor mental state continued. Rather than
attribute his deterioration purely to depression, Mr Pittock was

appropriately referred to a geriatrician, Dr Lord. It was documented that
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his mobility had deteriorated drastically during his admission and that he
had become bedbound, was complaining of intermittent abdominal pain
and expressing the wish to die. His diazepam was reduced and |
thioridazine and temazepam discontinued, but still Mr Pittock failed to
improve. Dr Lord's review indicated that Mr Pittock’s prognosis was poor
and that he was unlikely to return to Hazeldene Rest Home. This implies
that his transfer to Dryad Ward was for terminal care. There are noissues
relating to the standard of care or treatment proferred to Mr Pittock during

his admission to Mulberry Ward.

Events at Gosport War Memorial Hospital, Dryad Ward 5th January 1996
to 24th January 1996

Compared to the notes during Mr Pittock’s stay on Mulberry Ward,
'infrequent entries in the medical notes during his stay on Dryad Ward
make it difficult to closely follow Mr Pittock’s progress over the last three
weeks of his life. There are seven ehtries taking up just one and a half
pages in length. In summary and in approximate chronological order, Mr
Pittock was prescribed Arthrotec, a non-steroidal anti-inflammatory drug.
There was no record or assessment of pain in the medical notes, but the
nursing notes recorded that he stated that he had generalised pain. He
later complained of a painful right hand held in flexion for which ?hot water
(to be clarified) was suggested. Increasing anxiety and agitation were also
noted. Dr Barton queried whether he was receiving sufficient diazepam or
required opiates. The possible cause of his painful right hand held in

flexion is not documented in the medical notes.
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The Arthrotec was discontinued after two days and he was commenced on
morphine regularly. It is not clear from the notes what pain this was
prescribed for, why the Arthrotec was stopped or why a 'weak’ opioid like
6odeine was not felt appropriate. On the same day, a syringe driver was
prescribed containing diamorphine 40-80mg and hyoscine (hydrobromide)
200—400microgram in 24hours to be used 'as required'. This was never
given but when the drug chart was rewritten, apparently the next day, the
dose range of diamorphine was increased to 80—120mg and midazolam
40-80mg added without reason.

His diazepam was increased on the 11th January 1996 and his sertraline
and lithium carbonate discontinued on 12th January 1996 both without
reason. On the 13th January 1996 the nursing notes record Mr Pittock to
appear distressed. It is unclear if this was related to his urinary catheter
bypassing or was more generalised.

On the 15th January 1996 a syringe driver was commenced containing
diamorphine 80mg, hyoscine hydrobromide  400micrograms and
midazolam 60mg. The indication for this is not clear. Once the syringe
driver was commenced he became unresponsive and his family informed.
On the 16th January 1996 the nursing notes stated that he was agitated
when being attended to. Haloperidol 5mg was prescribed and
administered, although there was no entry in the medical notes. On the
17th January 1996 the dose of diamorphine was increased to 120mg, the
haloperidol to 10mg (subsequently 20mg), the midazolam to 80mg and
the hyoscine  hydrobromide to 600microgram | (subsequently

1200microgram). No reason is given in the medical notes, although the
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nursing notes report Mr Pittock to be tense and agitated and have a very

'bubbly’ chest.

The medical notes entry on the 18th January 1996 report symptoms were
difficult to control but does not specify which symptoms.
Levomepromazine was then commenced at a dose of 50mg SC over
24hours. On the 20th January 1996 an entry in the medical notes report
Mr Pittock to be unsettled and the dose of levomepromazine was
increased from 50 to 100mg and the haloperidol was then discontinued.
Thereafter Mr Pittock appeared to be settled until his death in the early
hours of the 24th January 1996. Given the nature of Mr Pittock’s decline
and problems with respiratory tract secretions, bronchopneumonia appears

to be the most likely cause of his death, as stated on the death certificate.

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

his death in keeping with the acceptable standard of the day?

The overall care given to Mr Pittock whilst on Mulberry Ward, Gosport War

Memorial Hospital was not substandard.

The medical care provided by Dr Barton to Mr Pittock following his transfer to

Dryad Ward, Gosport War Memorial Hospital is suboptimal when compared to

the good standard of practice and care expected of a doctor outlined by the

General Medical Council (Good Medical Practice, General Medical Council,

 October 1995, pages 2-3) with particular reference to:

e good clinical care must include an adequate assessment of the patient's

condition, based on the history and clinical signs including, where

necessary, an appropriate examination
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e in providing care you must keep clear, accurate, and contemporaneous
patients records which report the relevant clinical findings, the decisions
made, the information given to patients and any drugs or other treatment
prescribed

e in providing care you must prescribe only the treatment, drugs, or
appliances that serve patients' needs

e in providing care you must be willing to consult colleagues.

Specifically:

i) The notes relating to Mr Pittock’s transfer to Dryad Ward are inadequate. On
transfer from one service to another, a patient is usually reclerked highlighting
in particular the relevant history, examination findings and any planned

investigations to be carried out.

i) Pain is the most likely reason for prescribing the non-steroidal

anti-inflammatory drug (Arthrotec). However, pain was not documented in the

notes, nor was any pain assessed.

ii) Mr Pittock's painful right hand held in flexion does not appear to have been
appropriately assessed. From its description it may have been tetany causing
carpopedal spasm and the common causes of this should have been
considered, e.g. a low serum calcium or magnesium deficiency. Less likely is a
dystonia but given that some of his medications could cause extrapyramidal
effects (see technical background) this possibility should also have been
considered. As hypocalcaemia is reported to cause mood disturbance such as

anxiety and agitation, it would have been particularly relevant to consider.

iv) It should be clarified why Dr Barton felt Mr Pittock needed opioids. From the

medical notes, it appears to relate to his increasing anxiety and agitation. This
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vi)

is not an appropriate iﬁdication for the use of opioids. If opioids were beihg
suggested for his painful hand, this would also be inappropriate. The medical
notes state no other pain. The nursing notes do state he had generalised pain,
but the lack of a full pain assessment makes it difficult to know what pain this
represented; for example, was it related to muscle and/or joint stiffness from

immobility, his pressure sores or abdomen?

It is not clear from the medical notes the indication for which the morphine was
commenced. If it was for pain then this should have been documented and
assessed. It was a reasonable starting dose for someone of his age and
morphine is used in palliative care for generalised pain related to muscle or

joint stiffness due to immobility or painful pressure sores.

It is not clear what the indications were for prescribing the syringe driver on
the 10th January 1996 and for the medications it contained. It is not
usually necessary to utilise the SC route unless a patient is unwilling or
unable or to take medications orally (e.g. difficulty swallowing, nausea and
vomiting). From the drug chart Mr Pittock did not appear fo have these
problems (page 18 of 49). No instructions were given on the drug chart on
when the syringe driver should be commenced, how this would be decided
and by whom. The dose of diamorphine was initially written as a dose
range of 40-80mg, only to be subsequently rewritten the next day as 80—
120mg without explanation of why a higher dose range was necessary.
Based on Mr Pittock's existing opioid dose, all of the doses of diamorphine
are likely to be excessive for his needs. Given his total dose of oramorph
(morphine solution) of 30mg in 24hours, an appropriate dose of
diamorphine using a 1:2 or the more usual 1:3 dose conversion ratio,

would have been 10-15mg in 24hours. There is no justification given for
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this in thé medical notes. Similarly, the indications for including the
hyoscine hydrobromide and midazolam should have been documented.
The dose range of midazolam of 40-80mg would generally be seen as
excessive for someone of Mr Pittock’s age. However,vtaking into account
he was/a long term user of benzodiazepines, a-higher than usual starting

dose would likely be necessary.

vii) The dose of diazepam was increased on the 11th January 1996 with no

mention of this in the medical notes.

vi) The sertraline and lithium carbonate were discontinued on the 12th January
1996 with no mention of this in the medical notes. It was unclear if this was on
the advice of the psychogeriatricians or not, my understanding is that
sertraline should not be discontinued abruptly as this is associated with a
withdrawal syndrome that can include anxiety, agitation and delirium. A

gradual withdrawal of lithium is also advised (BNF).

ix) A syringe driver was ultimately commenced on the 15th January 1996. Itis not
documented why it had become necessary to give these medications via a
syringe driver. Mr Pittock appeared to have been taking his oral medications
and the medical entry noted that he 'will eat and drink'. There was no mention
in the rﬁedical or nursing notes of pain, retained secretions, agitation or
anxiety that day. If he was more drowsy and unable to.take his medication it
would have been reasonable, particularly if he required morphine for pain
relief. However, taking into account Mr Pittock's dose of morphine, the starting
dose of diamorphine (80mg) was likely to be excessive for his needs as
detailed above. The reasons for including the hyoscine hydrobromide
(400microgram) and midazolam (60mg) over 24hours were not documented.

The dose of midazolam of 60mg over 24hours is an above average starting
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dose for somebody of Mr Pittock's age (see technical issues). He had
however, been on long term benzodiazepines and in these patients a larger

than usual starting dose may be necessary.

x) On the 16th January 1996 the nursing notes reported some agitation when Mr
Pittock was being attended to. Haloperidol 5mg SC over 24hours was added
to the syringe driver. Haloperidol is a reasonable part of the approach to
treating delirium or terminal agitation in someone of Mr Pittock’s age. It should
be given with caution, given Mr Pittock's parkinsonism, as it can cause
extrapyramidal effects (see technical issues). However, it is not clear from the
notes that his agitation had been assessed and hence the possible underlying
causes of the agitation considered.  Drugs (or their withdrawal_) are one of the
common causes of agitation or terminal restlessness. Of particular relevance
to Mr Pittock, these would include the use of opioids, particularly in
inappropriate and excessive doses, hyoscine hydrobromide and
benzodiazepines (Wessex Protocol, pages 30, 34). It is possible that a

reduction in the dose of diamorphine may have helped Mr Pittock's agitation.

xi) On the 17th January 1996 the dose of diamorphine was increased to 120mg
and the midazolam to 80mg SC over 24hours with no reason given in the
notes. The nursing notes suggest that Mr Pittock remained tense and agitated.
There is no documentation that a medical assessment was undertaken to
determine whether his being ‘tense’ related to muscle and joint stiffness,
possible extrapyramidal effects from the haloperidol or that other causes of
agitation had been considered. Again, rather than increase the
diamorphine, a reduction may have been more appropriate. Similarly, the

discontinuation or reduction in the dose of haloperidol, or substitution for
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an antipsychotic with a lower risk of causing extrapyramidal effects, e.g.
levomepromazine, may have been appropriate.

The nursing notes suggest that Mr Pittock was 'bubbly' due to retained
secretions and this appears to be the reason for the hyoscine hydrobromide

dose being increased twice in one day from 400 to 600microgram then to

1200microgram SC over 24hours.

xii) The medical notes entry on the 18th Janﬁary 1996 suggested that Mr
Pittock's symptoms were difficult to control but did not document which
symptoms. Levomepromazine 50mg SC over 24hours was commenced.
This is an appropriate drug to use for terminal agitation when haloperidol is
insufficient. The dose is in keeping with that recommended by the BNF
and the Wessex Protocol. HoWever, it would have been usual to substitute

it for the haloperidol rather than use it concurrently.

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

been preferred in this case? -

In relation to the above:

Issue i (lack of clear documentation that an adequate assessment has taken
place)

A medical assessment usually consists of information obtained from the
patient or others (the history) and the findings of a physical examination that is
documented in a structured fashion. Although the history can be restricted to
the most salient points, it is unusual to omit relevant sections, e.g. past

medical history, drug history, etc.) and given Mr Pittock's medical problems, in
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my view, a general examination should have been undertaken and
documented.

Reclerking of a patient when a different rﬁedical team takes over responsibility
of care, helps to ensure that they are aware of the patient's current problems,
relevant medical history and physical condition. If new problems subsequently
develop, and abnormal physical findings are found on examination, it can be
helpful for the doctor when considering the differential diagnosis and
management to know if the findings are really new or old. A clear assessment
and documentation of subsequent medical care are particularly useful for on-
call doctors who may have to see a patient whom they have never met for a

problem serious enough to require immediate attention.

Issue ii (lack of adequate assessment and documentation of Mr Pittock’s pain
and use of Arthrotec).

There should have been an adequate assessment of the patients' condition. If
Mr Pittock complained of pain, this should have been noted and attempts
made to assess as a minfmum the site, severity, aggravating/relieving factors
and likely cause of the pain. This is undertaken in order to identify the most
likely underlying cause of the pain. Different pain relieving approaches can be
helpful for some pains and not others. Knowledge of the cause of the pain thus
provides a rational basis to how the pain is managed. Without a documented
pain assessment | am unable to comment on the appropriateness of the use of
Arthrotec.

The prescribing of drugs should be documented in the notes in keeping with

the GMC guidelines.
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Issue iii (lack of adequate assessment and documentation of Mr Pittock's
painful right hand)

There should have been an adequate assessment of the patients’ condition. If
a patient is experiencing what sounds like tetany (painful muscle spasms), the
possible causes of this should be considered and appropriate investigations
carried out. As a minimum, in my view, blood levels of calcium should have
been measured, as if low, simple replacement of calcium could have improved

a distressing symptom. It would be a reasonable course of action to be taken

by all but the junior of doctors.

Issue iv (possible inappropriate use of opioids for Mr Pittock's anxiety and
agitation)

It should be clarified for what reason Dr Barton was considering the use of
opioids. Opioids are not indicated for the relief of anxiety and agitation per se.

The prescribing of drugs should be documented in the notes in keeping with

the GMC guidelines.

Issue v (lack of adequate documentation regarding the use of oral
morphine/lack of adequate assessment and documentation of Mr Pittock's
pain)

There should be clear documentation in the medical notes of why and when
the morphine was commenced. If it were for pain, attempts should have beeh
made to assess as a minimum the site, severity, aggravating/relieving factors

and likely cause of the pain.
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Issue vi (lack of adequate documentation régarding the prescription of the
syringe driver ‘as required' on 10th January/ prescn'ption‘ of treatment that may
exceed the patients' needs)

There should have been clear documentation in the medical notes as to why a
syringe driver was prescribed 'as required'. It is unusual to prescribe a syringe
driver 'as required' especially containing drugs with a range of possible doses.
This is because of the inherent risks that would arise from a lack of clear
prescribing instructions on why, when and by how much the dose can be
altered within this range and by whom. For these reasons, prescribing a drug
as a range, particularly a wide range, is generally discouraged. Doctors, based
upon an assessment of the clinical condition and needs of the patient usually
decide on and prescribe any change in medication. It is not usual in my
experience for such decisions to be left for nurses to make alone.

If there were concerns that a patient may experience, for example, episodes
of pain, anxiety or agitation, it would be much more usual, and indeed seen as
good practice, to prescribe appropriate doses of morphine/diamorphine,
diazepam/midazolam and levomepromazine respectively that could be given
intermittently 'as required' orally or SC. This allows a patient to receive what
they need, when they need it, and guides the doctor in deciding if a regular
dose is required, the appropriate starting dose and subsequent dose titration.
The daily dose of diamorphine 40mg—-80mg, rewritten one day later as 80—
120mg is not justified at all in the notes. It is likely to be excessive for Mr
Pittock's needs. An appropriate dose of diamorphine would have been 10-
15mg in 24hours. Doses of opioids excessive to a patient's needs are
associated with an increased risk of drowsiness, delirium, nausea and
vomiting and respiratory depression.
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The reasons for the inclusion of midazolam and hyoscine hydrobromide in the
syringe driver should also have been documented. Decisions made and the
prescribing of drugs should be documented in the notes in keeping with the

GMC guidelines.

Issues vii and viii (lack of adequate documentation regarding the change in
medication)

There should be clear documentation in the medical notes of why the
diazepam was increased and the sertraline and lithium carbonate were
discontinued. Decisions made and the prescribing of drugs should be

documented in the notes in keeping with the GMC guidelines.

Issue ix (lack of adequate documentation regarding the prescription of the
syringe driver on 15th Januarylprescription of treatment that may exceed the
patients' needs)

There should be clear documentation in the medical notes of why the syringe
driver was commenced containing those drugs. In particular, why a dose of
diamorphine, that exceeded his current opioid requirements was justified. An
appropriate dose of diamorphine would havé been 10-15mg in 24hours.
Doses of opioids excessive to a patient's needs are associated with an
increased risk of drowsiness, delirium, nausea and vomiting and respiratory
depression. Decisions made and the prescribing of drugs should be

documented in the notes in keeping with the GMC guidelines.
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Issue x (lack of adequate assessment and documentation of Mr Pittock's
agitation)

There should have been an adequate assessment of Mr Pittock’s agitation.
This would have included considering, as a minimum, if any of the common
causes of agitation were possibly contributing to his agitation (e.g. as listed in
the Wessex protocol pages 30, 34). The assessment should have been
documented in the medical notes. Such an approach should have allowed
consideration if drugs (or their withdrawal) were a possible contributory factor
to Mr Pittock's agitation. In particular, whether the dose of opioid was

appropriate and not excessive to his needs.

Issue xi (lack of adequate documentation regarding the change in dose of
drugs in the syringe driver on the 17th January 1996)

There should be clear documentation in the medical notes as to why the dose
of diamorphine was increased to 120mg, the midazolam to 80mg SC over
24hours and the hyoscine hydrobromide dose increased twice from 400 to 600

microgram then to 1200microgram SC over 24hours.

Issue xii (Iéck of adequate assessment and documentation of Mr Pittock's
symptoms, willingness to consult colleagues)

If symptoms are 'difficult to control’, this should prompt an adequate
(re)assessment to carefully (re)consider the possible contributing factors to
ensure that all reasonable steps had been taken to attend to any underlying
causes as appropriate.

If, despite the initial management plan, symptoms are 'difficult to control',

it would also be seen as good practice for a doctor to seek additional
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information or advice. There is no documentation in the notes that suggests
that Dr Barton did this, for example, seeking additional informatioh or
advice from the Wessex protocol, one of the consultants, another colleague or

a member of the palliative care team.

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

Dr Barton had a duty to provide good palliative and terminal care and an
integral part of this is the relief of pain and other symptoms to ensure the
comfort of the patient. In doing so, as in every form of medical care provision,
she would be expected to demonstrate a good standard of practice and care.
In this regard, Dr Barton fell short of a good standard of clinical care as
defined by the GMC (Good Medical Practice, General Medical Council,
October 1995 pages 2-3) with particular reference to a lack of clear note
keeping, adequate assessment of the patient, providing treatment that was
excessive to the patients' needs and willingness to consult colleagues.

Most significantly, the dose range of diamorphine prescribed for the 'as
required' syringe driver, and the dose finally administered (80mg), far
exceeded that generally considered to be an appropriate starting dose (10—
15mg) given Mr Pittock’s existing opioid usage. It is unclear how Dr Barton
determined or justified this dose. A dose of diamorphine excessive to

Mr Pittock's needs would be associated with an increased risk of drowsiness,
confusion, agitation, nausea and vomiting and respiratory depression.

Mr Pittock was described as tense and agitated several times following the
syfinge driver being commenced. This may have been due to a number of

reasons, e.g. his depression, the developing pneumonia or a terminal
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agitation. In this regard the use of midazolam, haloperidol and
levomepromazine could be seen as justified. However, an assessment of the
possible causes of his agitation should have been carried out, particularly if
seen as difficult to mahage‘. This would have included considering if drugs,
such as the diamorphine, were a possible contributing factor to his agitation.
At the very least, it should have prompted a review of the appropriateness of
Mr Pittock's dose of diamorphine.

In patients with cancer, the use of diamorphine and other sedative
medications (e.g. midazolam, haloperidol, levomepromazine) when
appropriate for the patients needs, do not appear to hasten the dying
process. This has not been examined in patients dying from other illnesses

to my knowledge, but one would have no reason to suppose it- would be
any different. The key issue is whether the use and the dose of
diamorphine and other sedatives are appropriate to the pétients needs. In
situations where they are inappropriate or excessive to the patients needs,

it would be difficult to exclude with any certainty that they did not contribute
more than minimally, negligibly or trivially to the death of the patient.
Although the pfinciple of double effect could be invoked here (see technical
issues), it remains that a doctor has a duty to apply effective measures that
carry the least risk to life. Further, the principle of double effect does not
allow a doctor to relinquish their duty to provide care with a reasonable
amount of skill and care. This, in my view, would'include the use of a dose

of strong opioid that was appropriate and not excessive for a patient's
needs.

There appears little doubt that Mr Pittock was 'naturally’ coming to the end of

his life. His death was in keeping with a progressive irreversible physical‘
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decline, documented over several weeks by different medical teams,
accompanied in his terminal phase by a pneumonia. At best, Dr Barton could
be séen as a doctor who, whilst failing to keep clear, accurate, and
contemporaneous patient records had been attempting to allow Mr Pittock a
peaceful death, albeit with what appears to be an excessfve use of
diamorphine. This may have been due to an apparent lack of sufficient
knowledge, illustrated, for example, by the prescription and use of doses of
diamorphine by syringe driver that were inappropriately large for Mr Pittock's
circumstances and did not reflect his current opioid requirements; the reliance
on large dose ranges of diamorphine by syringe driver rather than a fixed dose
along with the provision of smaller ‘as required' doses that would allow Mr
Pittock's needs to guide the dose titration; and a lack of consideration that the
opioids may héve been aggravating his agitation. It is my opinion however,
that given the lack of documentation to the contrary, Dr Barton could also be
seen as a doctor who breached the duty of care she owed to Mr Pittock by
failing to provide treatment with a reasonable amount of skill and care. This
was to a degree that disregarded the safety of Mr Pittock by unnecessarily
exposing him to excessive doses of diamorphine that could have resulted in a
worsening of his agitation. Dr Barton’s response to this was to further increase
Mr Pittock's dose of diamorphine. Despite the fact that Mr Pittock was dying
'naturally’, it is difficult to exclude completely the possibility that a dose of
diamorphine that was excessive to his needs may have contributed more than
minimally, negligibly or trivially to his death. As a result Dr Barton Ieaves'

herself open to the accusation of gross negligence.
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10. 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 | 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.

9. | 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.
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11. 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 | have expressed represent my true and complete
profes sianal aninion

Si;;nature:_ C Od e A - Date: L5 &4’79”/{ 2005
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1. INSTRUCTIONS

To examine and comment upon the statement of Dr Jane Barton re: Leslie

Pittock. In particular, if it raises issues that would impact upon any expert

witness report prepared.

2. DOCUMENTATION
This Report is based on the following documents:
[1] Statement of Dr Jane Barton RE: Leslie Pittock as provided to me by
Hamsphire police (signed and dated 3-3-05).
[2] Statement of Dr Jane Barton as provided to me by Hampshire police

(undated).

[3] Report regarding Leslie Pittock (BJC/71 ) Dr A Wilcock, 25th April 2005.

3. COMMENTS

Having compared and contrasted the above documentation, | make the
following comments that in my view may be relevant. They are in the order in

which they arise in the Statement of Dr Jane Barton RE: Leslie Pittock.

Points 3 and 4

In the statement of Dr Jane Barton, Dr Barton outlines that in 1998, the
demands on her time were such that firstly her note keeping suffered in
consequence' and that the medical recofds did not set out each and every
review with a full assessment of a condition of a patient at any given point.
Secondly, in relation to prescribing she felt obliged to adopt a policy of proactive

prescribing. In the statement Dr Jane Barton RE: Leslie Pittock, Dr Barton

states that this also applied to 1996.
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Point 13

Dr Barton states that given the very considerable interval of time she now has
no real recollection of Mr Pittock. Given the lack of adequate documentation in
the medical records, subsequently a number of the points she makes are based

on what she believed she would have done (e.g. points 15, 18, 21, 23, 24, 25,

29, 31, 34, 41, 42).

Point 16

Dr Barton clarifies that the illegible words in the medical notes entry of the 9th of
January 1996 were not ‘try hot water’ but ‘try arthrotec’. It remains unclear what
assessment Dr Barton made of Mr Pittock’s painful hand, the possible cause(s)

of it and therefore why arthrotec was deemed an appropriate treatment.

Point 18

Dr Barton highlights that the arthrotec was prescribed on the 8th January 1996
prior to her entry regarding the pain in Mr Pittock’s hand 6n the 9th January
1996. She states she does not know if the date is an error or she had seen him
the previous day and prescribed the arthrotec, and made a substantive note the
following day.

She also states that she noted Mr Pittock had increased anxiety and agitation
and raised the poésibility that it might be necessary to increase the diazepam
and prescribe opiates. Dr Barton should be asked to clarify exactly why she felt

the opioids were indicated. In my view opioids are not indicated for the primary

relief of anxiety or distress.
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Point 19

Dr Barton states that Dr Tandy noted Mr Pittock's dementia. | think this should
be depression. Mr Pittock’s depression was a major problem and well

documented. However, dementia was not previously mentioned anywhere in

his medical records.

Point 21

Dr Barton states that she prescribed oramorph for Mr Pittock on the 10th
January 1996, ‘no doubt in conéequence of liasing with Dr Tandy at the time of
the ward round’. She indicates that it would have been for the relief of pain,
anxiety aﬁd distress. Dr Barton does not clarify which pain this refers to. In my
view opioids are not indicated for the primary relief of anxiety or distress.
Dr Barton also states that she proactively wrote up a prescription for
diamorphine and a dose range of 40-80mg subcutaneously over 24hours,
together with the 200-400microgram of hyoscine and 20—40microgram of
midazolam. She states that ‘we were concerned that the oramorph might be
insufficient and that further medication should be available just in case he
needed it. Dr Barton does state who ‘we’ refers to, clarifies the basis for the
- concern that the oramorph might be insufficient, nor justifies why that dose of
diamorphine was considered necessary. Dr Barton should be asked to explain
why, given her stated concern, ‘as required’ oral or SC doses of (dia)morphine

or a benzodiazepine (e.g. diazepam/midazolam) were not considered

appropriate.
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Point 23

Dr Barton states that the following day she rewrote the proactive prescription for
the hyoscine, diamorphine and midazolam, with the latter two drugs at a slightly
greater level than had been written the previous day, i.e. diamorphine 80—
120mg and midazolam 40-80mg. Dr Barton states that she would have been
concerned that although it was not necessary to administer the medication at
that stage, Mr Pittock’s pain, anxiety and distress might develop significantly
and that appropriate medication should be available to relieve this if necessary.
| do not understand the logic behind this explanation. Mr Pittock had not
required the syringe driver prescribed from the day before and so Dr Barton
would have no way at all of knowing or in anyway anticipating that an even

greater level of these two drugs would be necessary.

Points 24, 25 and 26

Dr Barton states that she believes she would have seen Mr Pittock on Monday
15th January 1996 and that she may have been told that his condition had
deteriorated considerably over the weekend and ‘he appeared to be
experiencing marked agitation and restlessness and to be in significant pain and
distress’. She anticipates that due a lack of time she did not make a clinical
entry in the notes but that diamorphine 80mg, midazolam 60mg and hyoscine
hydrobromide 400microgram were commenced via syringe driver at 08.25am
that day.

Dr Barton has not described why she considered a syringe driver to have
become necessary when Mr Pittock appeared to have been taking his oral
medications. There was no mention in the nursing notes of pain, retained

secretions, agitation or anxiety that day. Dr Barton does not state for what pain
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the diamorphine was used. Dr Barton states that she ‘tried to judge the
medication, including the increase in the level of opiates, to ensure that there
was appropriate and necessary relief of his (Mr Pittock’s) condition, whilst not
administering an excessive level, and to ensure that this relief was established
rapidly and maintained through the syringe driver. These are reasonable aims.
However, Dr Barton does not illustrate in a clear Way how the dose of
diamorphine was determined and it would be helpful for Dr Barton to specifically
state on what basis a dose of 80mg was selected.

She states that she had to take into account the fact that the lithium and
sertraline with their additional sedative effects had previously been discontinued
and that he would have developed some tolerance to the oral regime. Dr
Barton should be asked to clarify which aspects of Mr Pittock’s oral regime she
believes tolerance would have developed to. Tolerance to a drug means that
over time an increasing dose would be required to have the same effect. It is
likely he would have developed tolerance to benzodiazepines as he had been a
long-term user of diazepam. As such it would be seen as reasonable to use a
larger than usual starting dose of the midazolam particularly when taking the
discontinuation of the lithium and sertraline into account. However, as Mr
Pittock had only been receiving opioids for four days, tolerance is unlikely to
have developed and would not in my view be an acceptable reason to justify

such a relatively large increase in his opioid dose.

Points 28 and 29

On the 16th January 1996, Dr Barton states that ‘Mr Pittock’s condition
remained very poor and that there had been some agitation when he was being

attended to. It would appear therefore that the  medication commenced the
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previous day had been largely successful in relieving Mr Pittock’s condition, but
not entirely. At the same time, it would seem that Mr Pittock’s pain, distress and
agitation had been such that he was indeed tolerant to the medication given,
including the level of diamorphine | felt appropriate’. | do not understand fully Dr
Barton’s final sentence and she should be asked to clarify exactly what she
means by it.

It remains unclear if Dr Barton assessed the cause of Mr Pittock’s agitation and
considered the possible underlying cause'(s). Of particular relevance to Mr
Pittock would be drugs (or their withdrawal) particularly the use of opioids,
hyoscine hydrobromide and benzodiazepines (e.g. midazolam).

Whilst haloperidol is a reasonable part of the approach to treating delirium for
terminal agitation, its use should not be a substitute for considering other

causes of agitation that may need to be addressed.

Point 31

On the 17th January 1996 Dr Barton states that }due to Mr Pittock being tense
and agitated she increased the level of his diamorphine to 120mg. She states
this was with the specific aim of relieving the agitation. Dr Barton should be
asked to state on what basis, recommendation or guidelines she was using
diamorphine for the specific aim of relieving agitation. Diamorphine is not
indicated for the relief of agitation and is not mentioned as a treatment for such
in contemporary guidelines such as the Wessex Protocol or the BNF
Prescribing in Palliative Care section. Again from the medical, nursing notes
and Dr Barton’s statement it remains unclear if an assessment of the possible

causes of his agitation was undertaken. Increasing the haloperidol to 10mg and
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the hyoscine to 600microgram were reasonable steps based on his agitation

and retained respiratory secretions.

Points 34 and 35
Dr Barton states that in the entry dated the 18th January 1996 she noted

‘difficulty controlling symptoms', try nozinan’ (levomepromazine). Which
symptoms were difficult to control are not specified but Dr Barton believes that it
was for Mr Pittock’s agitation. Haloperidol was increased to 20mg and
levomepromazine 50mg was ‘added to the syringe driver. Increasing the dose
of antipsychotic medication for terminal agitation is reasonable but Dr Barton
should be asked to explain why the levomepromazine was given in addition to
the haloperidol rather than substituted for it. It remains unclear if Dr Barton

undertook an assessment of Mr Pittock’s agitation.

Point 36

Dr Barton states that the nursing notes record that Mr Pittock appeared
comfortable in between attentions. She infers from this that he had adequate
relief from symptoms but would experience pain, distress and agitation whén
receiving care. Dr Barton should be asked to clarify why if this was the case the
syringe driver not modified again; why smaller doses of the diamorphine,
midazolam, levomepromazine or haloperidol and hyoscine hydrobromide were
not prescribed ‘as required’ to be administered prior to turning Mr Pittbck; and if,

given that the symptoms were difficult to control, whether she sought advice?
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Points 38, 39 and 40

Dr Barton states that ‘Dr Briggs would have been advised of Mr Pittock’s
condition and the drug regimen. The only modification was in the antipsychotic
medication (levomepromazine), it would seem that Dr Briggs did not consider

the general regimen to be inappropriate..... ', Dr Briggs should be asked for his

view of this.

4. CONCLUSION

Dr Barton admits to poor note keeping and proactive prescribing due to time

pressures in 17996. Even with significant episodes in Mr Pittock’s care however,

no entry was made. Having read Dr Barton’s statement regarding Mr Pittock, |

believe that the main issues raised in my report (BJC 71), dated 24th April

2005, remain valid and have not yet been satisfactorily addressed due to a lack

of clarity regarding:

e the nature of Mr Pittock’s pain and its possible cause(s)

« the justification for the proactive prescribing of a syringe driver containing
diamorphine, hyoscine and midazolam ‘ust in case he needed it’

« the lack of use of ‘as required’ doses of the above drugs instead of; or
subsequently, alongside the syringe driver

« the basis for Dr Barton's use of diamorphine specifically for the relief of
agitation

« the lack of assessment of the possible cause(s) of Mr Pittock’s agitation

« how the dose of diamorphine Mr Pittock ultimately received (80mg) was
calculated in a way that can be clearly related to his existing dose of opioid

+ given the difficulty of controliing the symptoms, whether Dr Barton sought
advice.

As some of the above points relate directly to Dr Barton’s knowledge of the

management of pain and other symptoms in a palliative care setting it would be

helpful if she could state what specific training she had received in relation to
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this. In particular, where she obtained her understanding from with regards to
the indications for the use of morphine/diamorphine, the phenomenon of
tolerance to opioids, the methods of determining an appropriate dose of
diamorphine given a patients oral morphine dose and what prescribing

guidelines she was aware of and/or followed.

Specific implications of the statement of Dr Barton regarding Mr Pittock

regarding my report (BJC 71), dated 24th April 2005
Dr Barton's statement clarifies that the ‘arthrotec’ (and not ‘hot water) was

prescribed for Mr Pittock’s painful right hand held in flexion. This relates to

specific issue ii (pages 23 and 28) in my report.
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STATEMENT OF DR JANE BARTON - RE: LESLIE
PITTOCK

T am Dr Jane Barton of the Forton Medical Centre, White's Place,
Gosporf, Hampshire. As you are aware, I am a General Practitioner, and

from 1988 until 2000, I was in addition the sole clinical assistant at the

Gosport War Memorial Hospital (6WMH).

I understand you are concerned fo interview me in relation to a patient at
the GWMH, Mr Leslie Pittock. As y‘ou are aware, I provided you with a
statement on the 4™ November 2004, which gave information about my
practice generally, both in relation to my role as a General Practitioner
and as the clinical assistant at the GWMH. T adopt that statement now

in relation to general issues insofar as they relate to Mr Pittock.

In that statement I indicated when I had first taken up the post, the
level of dependency of patients was relatively low and that in general the
patients did not have major medical needs. I said that over time that
position changed very considerably and that patients who were
increasingly dependent would be admitted to the wards. I indicated that
certainly by 1998 many of the patients were profoundly dependent with
minimal bartel scores, and there was significant bed occupancy. The
demands on my time and that of the nursing staff were considerable. I
was in effect left with the choice of attending to my patients and making

notes as best I could, or making more detailed notes about those I did

see, but potentially neglecting other patients.

Whilst the demands on my time were probably slightly less in 1996 than
the position which then pertained in 1998 and beyond, cer‘rai.nly even by

1996 there had been a significant increase in dependency, increase in bed
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occupancy, and consequent decrease in the ability to make notes of each
and every assessment and review of a patient. These difficulties clearly
applied both to me and THe nursing staff at the time of our care of Mr
Pittock. Similarly I had by this stage felt obliged to adopt the policy of
pro-active prescribing fo which I have made reference in my previous

statement to you, given the constraints and demands on time.

. In any event, it is apparent from Mr Pittock's medical records that he
was 83 years of age and had been suffering from depression since his
50's. Mr Pittock had been living in a residential home, Hazeldene and also
had been an in-patient at the Knowle Hospital where he had received
Electro Convulsive Therapy as treatment for severe depression. Having
returned to Hazeldene, early in 1995 it is recorded that by September
that year Mr Pittock had taken to his bed and was no longer eating and
drinking properly. In view of his general condition and depression, he
then appears to have been admitted to Mulberry Ward at the 6 W M H
having been seen at Hazeldene by a Community Psychiatric Nurse in

September 1995.

The note of the Community Psychiatric Nurse for the 15" September 1995
records that she had been asked to review Mr Pittock's mood and
behaviour. She said that he had lost 1 stone 2 pounds in two months and
appeared physically frailer, anxious and had fallen at times. She
recorded the drug regime at that time, and her view that the best course
of action was to arrange an admission to Mulberry Ward for assessment

of the regime and to provide interim intensive support for Mr Pittock.

From Mr Pittock's records it appears then that he was admitted to
Mulberry Ward on the 14™ September 1995 under the care of Consultant
in Old Age Psychiatry, Dr Vicki Banks. Mulberry Ward is the long stay
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elderly mental health ward at the Gosport War Memorial Hospital. On
admission it was recorded that there had been a deterioration of Mr
Pittock's mood and physical capabilities over recent months. Whilst on
~ Mulberry Ward, Mr Pittock's depression was treated with Lithium,

Sertraline, and he also received Diazepam and Thioridazine.

Mr Pittock was then discharged from GWMH on 24™ October 1995. The
subsequent discharge letter to Mr Pittock's GP from Dr Rosie Bayly,
Registrar to Dr Banks, stated that Mr Pittock had scored 8 out of 10 ona
mental health score, and that he had been offered ECT for his
‘depression but had turned it down as it had not been very effective
previously. Dr Bayly referred to his frail physical condition, but said that
his mood had improved quite a bit during his admission and that he

seemed to have more energy. He was apparently to be followed up as a

day patient.

Mr Pittock was then re admitted to Mulberry ward from Hazeldene on
13™ December 1995. The nursing staff at the residential home were said
+o have found it increasingly difficult to manage him as he had become
both physically and verbally aggressive. On 20™ December his physical

condition was described as poor, and he later developed a chest infection

and areas of pressure ulceration.

With his condition remaining poor, Dr Bayly wrote a note on 2™ January
1996 requesting Dr Althea Lord, Consultant Geriatrician, to see Mr
Pittock. In her note Dr Bayly said that on admission Mr Pittock’'s mobility
had initially deteriorated rapidly and that he had developed a chest
infection. She reported that his chest was now clearing, but he remained

bed bound, expressing the wish to die. The following day, Mr Pittock was

said to be deteriorating.



11

12.

13.

Dr Lord then undertook an assessment on 4™ January. In Mr Pittock’s
records she said that she would be happy to take Mr Pittock to a long
stay bed at the hospital. Recording the position at this time when then
writing formally to Dr Banks on 8™ January, Dr Lord said she noted that
he had suffered from a chronic resistant depression and long courses of
ECT in the past had not been effective. He had recovered from a recent
chest infection but was completely dependent with a Bartel score of
zero, his urinary catheter was bypassing and he had ulceration of the left
buttock and hip. He had hypoproteinaemia with an albumin of 27 and was
eating very little although he would drink moderate amounts with
encouragement. She felt that he would need high protein drinks as well as
a bladder wash out but overall felt that his prognosis was poor and would
be happy to arrange transfer o Dryad on 5™ January. She gathered that

Mrs Pittock was also aware of his poor prognosis.

In noting that his prognosis was poor I believe that Dr Lord felt that Mr
Pittock was unlikely to get better and that sadly he was not likely to live

for a significant period.

Accordingly, Mr Pittock was admitted to Dryad ward the following day,
5™ January, though under the care of Consultant Geriatrician Dr Jane
Tandy, and I undertook his assessment. Unfortunately, given the very
considerable interval of time I now have no real recollection of Mr

Pittock, but my admission note in his records reads as follows:

“5.1-96 Transfer to Dryad Ward from Mulberry
Present problem
Immobility depression

broken sacrum. Small superficial areas

GMC100980-0089



14.

15.

16.

17.

ankle dry lesion L ankle

both heels suspect

Catheterised
transfers with hoist

may help to feed himself

Long standing depression on Lithium and

Sertraline”

I also prescr‘ibed medication for Mr Pittock, continuing the Sertraline,
Lithium, Diazepam, and Thyroxine which had been given during his stay on

Mulberry Ward, together with Daktacort cream for his pressure sores.

I believe that I would have seen Mr Pittock each weekday when on duty
at the hospital. 5™ January 1996 being a Friday, I would have seen him
again on 8™ January and reviewed his condition. I have not made a nofe,

but anticipate that his condition may have been essentially unchanged.

T saw Mr Pittock again on Tuesday 9™ January and made the following

entry in his notes:

"9-1-96 Painful R hand held in flexion
Try arthrotec
Also increasing anxiety and agitation
2 sufficient diazepam

? needs opiates”

The nursing note for 9™ January documents that Mr Pittock had taken a

small amount of dief. He was noted to be very sweaty that morning, but
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20.

apyrexial. He stated that he had generalised pain and it was noted that

he would be seen by me that morning.

The prescription chart shows that I prescribed Arthrotec, which would
have been for the pain in Mr Pittock's hand as recorded by me in the
notes. The prescription is in fact dated for the previous day. I do not
know now if the date is in error or if I had prescribed and seen him the
previous day, and made a substantive note the following day, 9™ January.
In any event on 9™ January I noted that Mr Pittock had increased
anxiety and agitation, and raised the possibility that if might be
necessary fo increase the diazepam and prescribe opiates. I would have
been conscious that a ward round with Dr Tandy was to take place the

following day, and that a change in medication could sensibly be

considered then.

The notes show that Dr Tandy and I then saw Mr Pittock the following
day, 10" January. Dr Tandy noted. his dementia, that he was
catheterised, had superficial ulcers, his Barthel score remained zero, and
he would eat and drink. She wrote that Mr Pittock was "“for TLC" (tender
loving care). This indicated that Dr Tandy effectively agreed with Dr
Lord's assessment and felt Mr Pittock was not appropriate for attempts
at rehabilitation but was for all appropriate nursing care and treatment
only. She noted that she had had discussion with Mr Pittock's wife who

had agreed that in view of his very poor condition this was appropriate.

The nursing note for the same day confirmed that we had seen Mr

Pittock and that his condition remained poor, with Mrs Pittock being

aware of this.
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The prescription chart shows that I prescribed Oramorph for Mr Pittock
the same day, no doubt in consequence of ligison with Dr Tandy at the
time of the ward round. This would have been for relief of pain, anxiety
and distress. The dose is recorded as 2 5 mls in what is a 10mg/5ml ratio,

4 hourly. The regime was written up for doses at 6.00 am, 10.00 am, 2.00

| pm and 6.00 pm. It appears that I also proactively wrote up a prescription

for diamorphine, in a dose range of 40 - 80 mgs subcutaneously over 24
hours, together with 200 - 400 mcgs of Hyoscine and 20 - 40 mgs of
Midazolam via the same route. I anticipate we were concerned that the

Oramorph might be insufficient and that further medication should be

available just in case he needed it.

Sister Hamblin recorded in the nursing notes the same day that Mrs
Pittock was seen and was aware of her husband's poor condition. He was
to occupy a long-stay bed. It was clear his condition was such that he

would not recover and in essence all that could be given was palliative

care, with his death expected shortly.

I anticipate that I would have seen Mr Pittock again the following day.
Although I did not make a clinical entry in Mr Pittock’s records, I wrote
up a further prescripfion chart for the various medications Mr Pittock
was then receiving. In addition I increased the Ordmor‘ph available for
Mr Pittock’s pain, anxiety and distress, by adding an evening dose of 5mls
to the four daily doses, to tide Mr Pittock overnight. I also provided a
further prescription for Hyoscine, Diamorphine, and Midazolam, with the
latter two drugs being at a slightly greater level than I had written the
previous day, at 80 - 120 mgs and 40 - 80 mgs respectively. I would have
been concerned that although it was not necessary to administer the

medication at that stage, Mr Pittock's pain, anxiety and distress might
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develop significantly and that appropriate medication should be available

to relieve this if necessary. The Sertraline and Lithium were discontinued

from this point, given Mr Pittock's poor condition.

I anticipate that T would have seen Mr Pittock on the Friday morning, but
would then have been away from the hospital over the weekend. I
returned on the morning of Monday 15™ January, and would have
reviewed all of the patients on both Dryad and Daedalus wards in the
usual way, including Mr Pittock. I believe I may have been told that his
condition had deteriorated considerably over the weekend and he
appeared to be experiencing marked agitation and restlessness and to be
in significant pain and distress, through his mental and physical condition.
Unfortunately, I did not have an opportunity to make a clinical entry in
Mr Pittock’s notes, I anticipate due to lack of time, but the nursing note
indicates that I saw Mr Pittock and that 80mgs of Diamorphine, 60mgs
of Midazolam, and 400mcgs of Hyoscine over 24 hours were commenced

subcutaneously via syringe driver at 08.25 that morning.

The previous medication, including the Oramorph, was clearly insuf ficient
in relieving Mr Pittock’s condition. He had been transferred to the ward
in a poorly condition, and had been considered by consultants at about
that time to be in terminal decline. Dr Tandy in particular had noted that
he should have "TLC" - in other words palliative care in circumstances in
which he was clearly dying. Since then Mr Pittock had deteriorated yet
further. My concern therefore was to ensure that he did not suffer
anxiety, pain and mental agitation as he died. I believe my assessment of

Mr Pittock's condition at this time was also that he was in terminal

decline.
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I tried to judge the medication, including the increase in the level of
opiates to ensure that there was the appropriate and necessary relief of
his condition, whilst not administering an excessive level, and to ensure
that this relief was esfablushed rapidly and maintained through fthe
syringe driver. This had to take info accounf the fact that the Lithium
and Sertraline with their additional sedative effects had prewously been

discontinued and that he would have developed some tolerance to the oral

regime.

Although the nursing nofes suggest that Mr Pittock continued to

deteriorate, his pulse was noted to be stronger and regular, and he was

said to be comfortable during the night.

The notes continue that the foIIowing‘ day, 16™ January, Mr Pittock's
condition remained very poor and that there had been some agitation
when he was being attended to. If would appear therefore that the
medication commenced the previous day had been largely successful in
relieving Mr Pittock's condition, but not entirely. At the same time, it
would seem that Mr Pittock's pain, distress and agitation had been such
that he was indeed tolerant to the medication given, including the level of

diamorphine I had felt appropriate.

In view of the agitation I decided to add between 5 - 10mgs of
Haloperidol to the syringe driver, with Bmgs being given at that time. The
fact that I saw Mr Pittock and prescribed is recorded in the nursing
notes, but again I anticipate my commitments in attending to patients at
that time meant that I did not have an opportunity o make an entry in

Mr Pittock's notes.
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Mr Pittock's daughter apparently visited later that day and was said now

to be aware of her father's poorly condition.

I believe I saw Mr Pittock again the following morning, 17™ January. It
appears from the nursing notes that Mr Pittock was tense and agitated
and so I decided to increase the leve! of his medication. I wrote a
further prescription for 120mgs of diamorphine, noted by me on the drug
chart fo have been at about 08.30. This was with the specific aim of
relieving the agitation, and from concern that as Mr Pittock would be
becoming inured to the medication and tolerant of it, so he might
experience further agitation, and the pain and distress might return. I
also increased the Haloperidol to 10mgs and the Hyoscine to 600megs,

the latter to dry the secretions on his chest, suction being required that

morning.

I returned to review Mr Pittock in the early afternoon. The nursing note
suggests that the medication was revised at that stage, and it is possible

that the changes I had recorded earlier were instituted af about this

time.

Unfortunately, Mr Pittock appears to have deteriorated further that

evening. He was however said by Sister Hamblin now to be settled and
aware of when he was being attended to. My inference was that the

increase in the medication had not seemingly caused Mr Pittock to be

excessively sedated.

I believe T saw Mr Pittock again the following morning, Thursday 18™
January. The nursing note indicates that his poorly condition continued to

deteriorate. I made an entry in his records on this occasion, as follows:
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*18-1-96  Further deterioration
sc analgesia continues
difficulty controlling symptoms

“try nozinan.”

I believe from my note that Mr Pittock's agitation had returned and we
were having difficulty controlling his symptoms. I therefore increased
the Haloperidol to 20mgs and decided to add 50mgs of Nozinan to the
syringe driver to run over 24 hours, Nozinan being an antipsychotic, used

also in palliative care for painand severe restlessness.

The nursing note states that he appeared comfortable in between
attentions, from which I would infer that he had adequate relief from
symptoms, but he would experience pain, distress and agitation when
receiving care, such as being turned, that being necessary to prevent the

further development of bed sores.

Later that day a marked deterioration in Mr Pittock's condition was noted
by the nurses. Clearly Mr Pittock's condition continued to deteriorate
given the fact that he was in the process of dying. His breathing was

noted to be intermittent and his colour poor.

I would not have been on duty over the weekend, and it appears that one
of my GP partners, Dr Michael Briggs, was available. The records show
that on Saturday 20™ January, he was consulted about Mr Pittock, and he
advised that the Nozinam should be increased to 100mgs and the
Haloperidol discontinued. My expectation is that Dr Briggs would have
been advised of Mr Pittock's condition and the drug regime. The only

modification being in the antipsychotic medication, it would seem that Dr
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Briggs did not consider the general regime to be inappropriate in view of

Mr Pittock's condition.

Dr Briggs specifically recorded in the notes that Mr Pittock had been

unsettled on Haloperidol, that it should be discontinued and changed to a

higher dose of Nozinan.

It seems that Dr Briggs then saw Mr Pittock the following day. He has
made a record in the notes for 21 January, in addition to the entry for
the verbal advice given the previous day. Dr Briggs noted thaf Mr Pittock
was much more settled, with quiet breathing and a respiratory rate of 6
breaths per minute. Dr Briggs said that he was not distressed, and
stated “continue”. Again, it would seem that Dr Briggs did not disagree

with the overall medication which was being administered in view of Mr

Pittock's condition.

I would have seen Mr Pittock again on the Monday morning, 22" January.

I have not made a note, but the nursing records indicate that Mr Pittock

was poorly but peaceful.

T would have seen Mr Pittock again on 234 January, when again it was
said by the nurses that his poorly condition remained unchanged and that
he remained peaceful. In view of the fact that the medication was
apparently relieving his sympfoms, it was not necessary to alfer either

the nature or the amounts being given.

Sadly, in the early hours of 24™ January, Mr Pittock deteriorated

suddenly, and he died at 01.45.
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