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WITNESS STATEMENT

STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

This Statement consisting of 6 pages signed by me, is true to the best of my knowledge and belief
and I make it knowing that if it is tendered in evidence I shall be liable to prosecution if I have

wilfully stated in it anything which I know to be false or do not believe to be true.

Y
DATED this 7" day of Vet 2009

swet.. GOCE A

DR JOHN ALBERT HENRY GRUNSTEIN

I am Dr John Albert Henry Grunstein of Beacon House, Crookhorn Lane, Soberton, Hampshire.
I was (voluntary erasure) a Registered Medical Practitioner, and was formerly a Consultant
Physician specialising in elderly medicine, employed by the Portsmouth District Health Authority

and successor Trust organisations. I retired from full time practice in 2000.

As indicated in my .statement to the Police of 4™ November 2005 I qualified at the London
Hospital, Whitechapel in 1963. I hold the qualifications of MBBS, MRCS, and LRCP, together
with the further qualifications of MRCP and FRCP (London). Following qualification, I was a
Senior Registrar in Geriatric Medicine at Guy’s Hospital before being appointed in 1971 as
Consultant Physician in Geriatric Medicine in Portsmouth. Although I retired from full time
practice in 2000 I continued to work for a time as a part time locum in Various capacities until

2006.

swet.. GOA@ A . Code A
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STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

Again, as 1 indicated in my Police statement, shortly after I was appointed, | initiated an out-
patient service at the Gosport War Memorial Hospital. In addition, I shared responsibility for the
continuing care wards in Gosport which were initially sited in the Northcote and Redcliffe
Annexes of the Hospital. I believe I shared Consultant responsibilities for these Annexes with

Consultant, Dr Bob Logan.

Initially my responsibilities at Gosport included carrying out out-patient clinics, and visiting the
GP Wards, when asked to see patients admitted by local General Practitioners. As I have
indicated, 1 shared responsibility for the medical care of the patients on Northcote and Redcliffe

Annexes.

GP clinical assistants provided day today clinical care and dealt with emergencies. Elderly
medicine consultants and registrars were available for telephone advice and occasional

emergency visits. It was more usual to transfer patients with difficult problems back to the DGH.

From my appointment in 1971 I saw a number of Clinical Assistants come and go at the Hospital.
In due course, when the post became vacant, Dr Jane Barton applied for the post of Clinical
Assistant in Geriatrics at the Hospital — in March 1988. Indeed, I believe that she was the only
applicant for the post at the time. I think we were very glad to get someone who had an interest
in elderly medicine, who had a liking for frail, elderly patients, and who was competent.
Unfortunately, in my experience there were others involved in elderly medicine who were less
competent, reliable and dedicated than Dr Barton. For example, when asked to see a patient one
might have the impfession that they were somewhat reluctant to do so. Dr Barton was certainly

in the category of a good Clinical Assistant.

As a consultant in Geriatric Medicine I did not send patients to Gosport whose medical needs
were unsorted or where rehabilitation had realistic prospects for discharge from hospital. This
was because fundamentally it was a long stay or so called slow stream unit not equipped to deal
with patients requiring this type of active management. Thus patients sent to Gosport were in the

main thgse _we did_not_think could be discharged to their own homes or residential homes.

Signed. COde A Witnessed.. COde A
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STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

Exceptions might be those with large sores requiring lengthy healing and those awaiting transfer

to alternative accommodation.

Over the period 1988 to 1992, when I ceased to have responsibilities in relation to Gosport, |
think the needs of paticnts did not alter that much. 1, and the other Consultants, chose to send
patients to the Hospital who needed care, as opposed to investigation and very active treatment.
The patients we admitted there were not those in need of rehabilitation, diagnosis and active
medical management. We would have admitted patients there because we had concluded that
there was no other place for them to go, and they were unlikely to improve. Geriatricians and
other specialists need to keep empty beds in District General Hospitals (DGH) so that it is always
possible to admit emergencies. None the less I resisted attempts to fill vacancies in our Gosport
beds with unsuitable patients, when there was pressure on DGH beds, for the reasons outlined

above.

I recall that when I arrived in 1971, some of the patients had been there for many years,

inevitably due to the initial unsuitable selection for the unit.

I believe that in 1988 Dr Barton as Clinical Assistant was not likely to have been required to care
for patients with technically demanding medical needs on a day-by-day basis. 1 felt that Dr
Barton was able to do the amount of work required of her at that time within the allocated
sessions. (I have been reminded that this was 4 sessions to include out of hours work). I believe
the wards were visited daily,'new patients were briefly clerked and there were weekly ward

rounds with the consultant. I think we alternated both consultants and annexes.

In working with Dr Barton, I felt I was in the presence of someone who knew her stuff. 1am
conscious that Dr Barton did not write much by way of medical records. However, I felt she was
doing a very reasonable job. It is fair to say that in my last years as a Consultant we had much
better notes in long stay units because we had doctors there who were expected to create much
more detailed notes. However, I believe that by the time I retired we would have effectively had

1.5 doctors to cover what Dr Barton was responsible for at Gosport.

Signed. COde A ......... Witnessed. COde A
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STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

As a comparison Kingsclere Ward at St Mary’s Hospital was a double ward with acute
rehabilitation patients on one side, and long stay beds on the other. I think there were about 40
beds on the Kingsclere Ward. By comparison with Gosport, I remember being surprised that we
were able to fund a full time medical appointment to look after the medical needs of those

patients.

Over the period of Dr Barton’s appointment until 1992, I thought that in the context of the type of
patient coming to the Hospital, the patients were being properly and adequately assessed on
admission by Dr Barton. At the same time, I knew that it was impossible to insist on the dotting

of Is and the crossing of Ts which might seem to have been required by the job description.

I felt it was extremely important for the referring unit (preferably the consultant) to write usually
no more than about a paragraph with essential information for the admitting doctor at Gosport, as
I knew how difficult it was for the receiving doctor to go through what would be a very thick set

of notes and distil the most pertinent information. I am afraid this did not always happen.

In my view, the writing of a standard (House Physician type) clerking in the notes on the
admission of the patient was inessential and more than one should expect of a Clinical Assistant.

Although 1 was not at the War Memorial Hospital after 1992, my understanding was that the
Wards there started to be used for patients transferred for rehabilitation. Certainly in the 90s
there was a great deal of pressure on District General Hospitals to get patients out of hospital who
were perceived to be bed blockers. It would have been patently obvious that the work at the War
Memorial Hoépital would have become much more onerous, with more patients being taken on

for rehabilitation.

When | retired, I was involved in the transformation of the lqng stay ward in Petersfield to a
Rehabilitation Ward. In consequence of this, the GPs who were involved in providing care were
given more sessions. None the less there were protests from the GP’s, nurses and ancillary staff
at the number of admissions. Another difficulty was the tendency for patients to arrive from the

DGH late in the day. This causes particular difficulties for GPs.

Signed.... COde A --------- | Witnessed..é COde A
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STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

After my close Gosport involvement ceased in 1992, 1 was not directly aware of acutely ill
patients being sent down to Gosport, although it is possible that I might have been made aware of
disquiet from Dr Barton that patients were being transferred to the'Hospital -who were too ill.
Certainly I would never countenance the transfer of an ill patient — ic someone in need of active
management. The transfer of an ill patient would only be appropriate where everything possible
had already been done for them at the District General Hospital. Geriatricians recognise that the
act of transferring a frail ill patient often has a deleterious effect on their health. Mortality rates

amongst this group are increased.

[ have a recollection of being aware of some sort of problem on one of the Annexes with one or
two of the nursing sisters there at some point before I ceased working at Gosport in 1992. I do
not, recall any Nursing Staff expressing concern about the use of opiate medication and syringe

- drivers.

1 understand that Dr Barton came to employ a method of prescribing for patients on an
anticipatory basis — where it was perceived that the patient might require medication at some
point in the near future. I can see that from a background in general practice, someone might be
concerned to consider provision of medication for example via syringe driver in this way, in
anticipation of the development of pain for example, over a weekend when a doctor might not be

immediately available.

I have attempted to recall relevant matters once the (often difﬁ\cult) decision had been made that a
patient was dying and suffering and that active treatment with a curative aim should be
abandoned in favour of palliative care, or that a patient was suffering. In these circumstances the
question of opiate prescription arose. Oft times a dose was arbitrarily prescribed with instructions
to repeat it at set intervals or on an as necessary basis. There was a period when rules governing
dose titration were much more haphazard than they later became. 1 cannot recall when dose

titration became protocol governed (if ever) in our department. I do recall being concerned that

sometimes patients were left without effective analgesic cover.

Signed...... COde A | Witnessed. COde A
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STATEMENT OF DR JOHN ALBERT HENRY GRUNSTEIN

AGE: OVER 18

In these circumstances the early use of a syringe driver might well be appropriate.

The dose range (Diamorphine 20-200mg by driver has been quoted) appears wide and the starting
dose a little high, if the patient had not previously been on a codeine like preparation, but with
that proviso if the titration was expertly and carefully supervised I cannot condemn it. Indeed it

may have been meritorious.

In any event, knowing Dr Barton, I believe that she would have adopted such a practice only in

the best interests of her patients.

I recall that we had policies whereby it was not necessary to call out a doctor from the Surgery or -
at night in order to confirm death if a patient had died. The nursing staff could then confirm the
death. I believe that this was permitted at the War Memorial Hospital. I do not recall a specific
phrase being utilised to the effect that the doctor was happy for the Nursing Staff to confirm
death, but there would be nothing odd about this. Indeed I do recall that some such instruction

was sometimes written in the notes, if the Clinician perceived that the patient might die.

Of Dr Barton, I would say that she was someone in whom one was able to place confidence. She
was intelligent and knéw her stuff. She could be quite blunt on occasion, but she looked after her
elderly patients in a way which I felt was caring and expert. We greeted the allegations which
appeared in the media — to the effect that patients were put on drugs effectively as a form of
euthanasia, with disbelief. I refused to believe any such allegation of Dr Barton, and any such

suggestion does not fit with the person 1 know.

She was assiduous in attending the educational training sessions provided for her upon her

appointment and subsequent sessions described in my statement to the police.

We thought ourselves lucky to have her as a colleague in Gosport.

~Code A o
Signed.... | Wlmgssed..é Code A
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Form MGI1 I(T)

Page 1 of 1

WITNESS STATEMENT
(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)
Statement of GRUNSTEIN, JOHN ALBERT HENRY

Ageifunder18: OVER'18 (ifover 18 insert ‘over 18’) Occupation: RETIRED CONSULTANT

This statement (consisting of 2 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything
which I know to be false or do not believe to be true.

Signed: J.AM Grunstein Date: 02/06/2005

(\w;} I am a retired Consultant Geriatrician.

From 1990 until January 2000 I was the Consultant Geriatrician for Dickens Ward at the Queen

Alexandra Hospital in Portsmouth .

I had no involvement with this patient between the 19™ September 1998 (19/09/1988) and 1"
October 1998 (11/10/1988). I was away on holiday between these dates.

(:g I have checked the medical records and I cannot find any entries that I have made relating to

this patient.
Whilst I was on leave my ward rounds would have been performed by a Registrar.
There would also have been nominal Consultant cover via the duty Consultant.

Prior to going on leave I would have arranged for a Registrar to cover the wards.

Signed: J.AM Grunstein . Signature Witnessed by:
-2004(1) '
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RESTRICTED

Form MGI1 I(T)

Pagé lof4

WITNESS STATEMENT

(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 198], r.70)

Statement of: GRUNSTEIN, JOHN ALBERT HENRY

Age ifunderI8: QVER 18 (if over 18 insert ‘over 18"y Occupation: RETIRED MEDICAL CONSULTANT

This statement (consisting of 6 page(s) each signed by me) is true to the best of my knowledge and belief and 1
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything
which I know to be false or do not believe to be true.

Signed:  JGRUNSTEIN Date: 04/11/2005

I am Doctor John Albert Henry GRUNSTEIN and I am a retired medical Consultant previously

employed by Portsmouth Health District and successor organizations. I retired in 2000.

My qualifications and CV are as follows:

2. Place of Birth: London
3. Medical School: London Hospital, Whitechapel 1968-1963
4. Registrable Medical Qualifications:
a. 1963 MRCS, LRCP
b. 1963 MB, BS Lond.
5. Higher Registrable Medical Qualifications:
a. 1968 MRCP Lond.
b. FRCP Lond.
6. Relevant Appointments:
a. 1969-70 Senior Registrar Geriatric Medicine Guy's Hospital
b. 1971 Appointed Consultant Physician in Geriatric Medicine to the Portsmouth Health
District and successor organizations.
c. 2000 Retired.
7. Since retirement I have continued to work as a part time locum in various capacities.
8. Responsibilities in Gosport:

a. Shortly after I was appointed I initiated an outpatient service in Gosport.

Signed: ] GRUNSTEIN Signature Witnessed by: | Code A

2004(1)
RESTRICTED
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RESTRICTED

Continuation of Statement of- GRUNSTEIN, JOHN ALBERT HENRY Form MG1I(T)CONT)
Page 2 of 4
* b. I shared responsibiliiy for the continuing care wards in Gosport. Initially these were

in the Northcote and Redcliffe annexes of Gosport War Memorial Hospital.

c. In 1992, I believe, I gave up all responsibilities in Gosport.

Dr. Jane BARTON applied for the post of Clinical Assistant in Geriatrics at the Gosport War
Mefnorial Hospital, Hants. On 17™ March 1988. I also i)clieve that she was the only applicant
for the post. I.havc seen her application sent to me recently from the Queen Alexandra
Hospital, Cosham, Hants . This occurred following a request to the Elderly Medicine
Department to ascertain if they could unearth any relevant documentation. I cannot recall
whether Dr BARTON was formally interviewed for the post, to which she was appointed. At
the time of her application and subseqﬁent appointmént, I was a Consultant with a clinic and

shared responsibility for long stay (as they were then termed) beds in the Gosport area.

Dr. BARTON was an experienced doctor with her own general practice in Gosport. I
remember her as being very good. She enjoyed the work and her heart seemed to be in it.
(Not always true of those employed in similar capacities). She had a liking for these very frail
elderly patients. Documentation is available showing that there was initial training consisting
of ten half day sessions. She probably attended ward rounds, outpatients and day hospital
sessions in order to get "hands on" training, f:lun'ng which we would discuss the management
of patients. This training period covered most aspects of elderly care but I wduld not
describe it as "in depth". o '

Dr. BARTON was an experienced doctor and a Principal in General Practice. I would not
treat her in the same way as a very junior colleague. I recall her as attending these sessions

assiduously and showing interest in her duties.

She also attended the Clinical Assistant Training Program - Elderly. (CATPE). This was a
series of lectures given in the training of most aspects of elderly medicine, including lectures
in palliative care, causes of confusion (dementia), strokes, falls, incontinence, heart and
lungs disease all from the point of view of elderly medical care. These covered relevant
topics appertaining to the elderly who often have different diagnostic presentations and

requirements compared to younger patients. She probably would also have heard about the

Signed: F GRUNSTEIN _ Signature Witnessed by: i Code A

2004(1)
RESTRICTED
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Continuation of Statement of: GRUNSTEIN, JOHN ALBERT HENRY Form MGI11(T)(CONT)
Page 3 of 4

~ "analgesic ladder" which describes the incremental use of drugs to control pain and distress.
The analgesics would usually (though by no means always) start with paracetamol and

progress through to the opiates including diamorphine.

CATPE was given in a lecture theatre environment. Doctors also gave case presentations

which were open to discussion. I am reasonably certain that in addition to attending

CATPE, DrBARTON gave presentations.

i E Routine Business Ward Rounds with Dr BARTON would have taken the form of reviewing
new patients, assessing those with problems and some cyclical patient reviews. It would be
my responsibility to offer advice on the best management of patients including
investigation, diagnosis and treatment. This would include advice on drug dosages. I rhight
also suggest the administration of alternative drugs and dosages to patients. I would expect
my advice to be followed as ultimate responsibility for patient care was the consultant's. The

nature of Dr BARTON's post required that she exercise a considerable degree of autonomy.

Dr. BARTON made arrangements within her own practice for cover whilst she was
unavailable or off duty, tﬁough I thought it notable how assiduous she was in making
herself available. I think it. is fair to say that the nurses were unusually reliént on Dr
ﬁ BARTON. Dr. PETERS and others from her practice worked on the wards while she was

unavailable. My department didn't vet the skills of these doctors. Cover was twenty four

hours a day, seven days a week.

Admissions to all elderly medicine continuing care wards (long stay wards) were
authorized by a consultant in elderly medicine and occasionally by a registrar acting up as a

_ consultant Jocum.

During their time in hospital the patients own General Practitioner had no responsibility or

supervisory rights.

During the time that I had specific responsibilities in Gosport (1971-1992). Patients.
Signed: ] GRUNSTEIN Signature Witnessed by: | Code A

2004(1)
RESTRICTED
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Continuation of Statement of: GRUNSTEIN, JOHN ALBERT HENRY Form MGILI(T)YCONT)
Page 4 of 4

transferred to Gosport had varying combinations of illness, frailty and severe disability.

They were thought to be unlikely to benefit from rehabilitation, which was not specifically

available for elderly medicine in Gosport.

Occasional patients were transferred to await discharge to non NHS accommodation

(Residential or Nursing Home) or home. Some patients improved and were also discharged.

The bulk of patients transferred to Gosport were considered too incapacitated to be cared
for in registered nursing homes (i.e. the frailest of the frail), though over the years the
political, financial and logistical reasons governing the balance between NHS and private

care has shifted towards the latter. Palliative care (care of the dying) was a significant part

of our work.

The survival time of new admissions was short (on average less than a month), but the
average length of stay was long. (perhaps a year). I cannot recall precise figures, which

anyway would depend on the definitions adopted and would fluctuate wildly.

I believe that allegations have been made concerning the quality of care given by Dr
BARTON. I have never seen any of these in writing, but I have had informal occasional
chats with colleagues (no more than gossip) and come across references in the media. To

say that I was incredulous is to understate my position.

I considered Dr BARTON to be an outstanding, caring and compassionate Physician.

Signed: J GRUNSTEIN \ Signature Witnessed by: | Code A

2004(1)
RESTRICTED
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Form MG11(T)

Page 1 of 1

S - - - WITNESS STATEMENT

(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)

Statement of: GRUNSTEIN, JOHN ALBERT HENRY

Ageifunder 18: Over 18 (if over 18 insert ‘over 18') Occupation: RETIRED CONSULTANT

This statement (consisting of ~ page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything

which I know to be false or do not believe to be true.

Signed: = JGRUNSTEIN ‘ Date: 19/01/2006

(_ ’
‘ ‘E I am Dr John Albert Henry GRUNSTEIN, a retired Medical Consultant and previously worked
the Queen Alexandra and Gosport War Memorial Hospitals, Hants.

I worked for a time with Dr Jane BARTON.

I produce as exhibit JAHG/1 Dr BARTON's application for the post of Clinical Assistant in
Geriatric Medicine dated 17/3/88, a letter from Miss K SOUTHWELL , Portsmouth and South
East Hampshire Health Authority of 18™ March 1988 to me and my correspondence of 19™
April 1991 confirming that Dr BARTON received ten half day sessions from 27% - 31%

November 1989.

\ﬁﬁ I cannot recall why she was trained a year and a half after her appointment. The letter is

addressed To whom it may concern' so I think there may have been something in the GP

" contract which required additional formal training.

I do not believe I ever interviewed Dr BARTON formally.

Signed: J GRUNSTEIN Signature Witnessed by:i Code A

2004(1)
RESTRICTED
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IS
Dr lan Reid Dr Jane Barton
Clinical Director Clinical Assistant in Elderly Services
Elderly Medicine The Surgery
Portsmouth Healthcare Trust 148, Forton Road

Gosport
HANTS PO123HH

Tel 02392583333
28th January 2000

| feel that this is an opportune moment to examine my post for a number or reasons.

/ Firstly there is currently a review of the arrangement of Elderly Services and their
relationship with future Primary Care Trusts and a future Trust configuration .These will
undoubtedly impact on the future use of present continuing care beds throughout the

District.

Secondly the Clinical and Managerial Integration between the Hopsitals Trust and

DSCA and the possible future implosion of acute work at Haslar will have a major effect
upon the types of subacute and post acute care offered at Gosport War Memorial
Hospital in reconfigured services on the peninsula in the future.

Thirdly and perhaps more relevantly at the moment, the type and throughput of patients

» who are currently using our beds is completely different from those I looked after when |
took up the post twelve years ago.The types of patients and their medical conditions
have changed markedly and perhaps this issue has not been looked at comprehensively
within the Trust. . There is no such thing as Continuing Care nowadays, and Palliative
care is something that | do perforce without a great deal of specialised back up.
At a clinical level this manifests itself in a number of ways, the most strikingly obvious of
which is the expectations of patients and their relatives.
In part | feel that this stems from a mistaken perception that Gosport War Memorial is a
Hospital with a capital ‘H’, ie resident medical staff and full on site resuscitation facilities.
Itis also apparent during discussions that relatives take the word rehabilitation literally
and expect a much higher level of care and expertise than the current staffing levels and

my time allow.
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Whereas as recently as three years ago | would expect to spend a specific period of
time with a worried relative over and above the normal consultation process once every
few weeks, currently | find myself having to do this on a more frequent than weekly basis.
In addition the climate of complaint, litigation and actual prosecution fuelled by intense
media interest at present in care of the elderly and the issue of dying makes my position
as a General Practitioner attempting to provide day to day care extremely difficult.

I am finding the pressures on me to continue to provide what | consider appropriate
care for patients, proper consuitation with their relatives and support of my hard pressed
nursing staff almost intolerable. The current Police investigation into a charge of
attempted murder only serves to highlight the almost impossible task faced by a team
dedicated to offering seriouSIy ill patients a dignified and peaceful passing.

I would be most grateful if you would give this matter your earliest attention as | feel that
the issue is placing considerable stress on the nursing staff and | personally feel
extremely vulnerable to litigation for reasons that are outwith my control.

Yours Sincerely

Jane Barton

Copy to Dr A Lord
Max Millett
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Ward Managers Jersey House/George
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Shannon ward/Cedar ward/Daedalus
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Chrissie Immins & Medical Secs

Dear Colleague

GMC101012-0018

Qur et
DJ/LB

Your ref

fate

16 February 2000

The bed crisis at Queen Alexandra hospital continues unabated. Routine surgical operations
have been cancelled now. It has fallen on us to try and utilise all our beds in elderly medicine
as efficiently as possible. There has been some underutilisation of continuing care beds.
From 16 February 1 propose that we use vacant continuing care beds for post acute patients. A
policy offering guidance is enclosed. We shall trial the flexible use of the beds for a few

weeks and I would be happy to co-ordinate any comments.

Thank you for your help.

Yours sincerely

Code A

DAVID JARRETT FRur

DEPARTMENT OF MEDICINE FOR ELOERLY PrOw

Queen Alexandra Hospital
Coxham Parremouth. Hanis POG 1LY
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EMERGENCY USE OF COMMUNITY HOSPITAL BEDS

Due to current crisis with the acute medical beds at Queen Alexandra Hospital
and the detrimental effect on surgical waiting lists, the Department of Medicine
for Elderly People is making some urgent changes to the management of
beds in the small hospitals. Some continuing care beds remain underutilised
in Petersfield Community Hospital, Gosport War Memorial Hospital and St
Christopher's Hospital Fareham. These beds have no resident medical staff
and weekly, or less than weekly, Consultant ward rounds. There is basic
nursing care and only minimal rehabilitation staff and facilities.

Therefore patients referred to these beds for post acute care shouid be:

1 Waiting for placement having had a full care management assessment

2 Medically stable with no need for regular medical monitoring

3 No outstanding investigations or need for -close medical or nursing
monitoring

4 No interventional therapy such as intravenous lines or need for IV
medication

5 The patient lives near the community hospital and/or are willing to go
there for temporary placement awaiting permanent placement

6 The patient and family consent to the move

7 The patient, family and staff of referring ward cleary understand that the
placement is in a post acute bed, not continuing care bed; this placement
does not entitle patient to NHS continuing care

8 GP beds in community hospitals are independent of the department's
cantinuing care pravision and their flexible use should be negotiated with
the patient's general practitioner

This policy will be operational from 16.2.00 and will be reviewed after one
month.  Linda Butchers in the Eldery Medicine Offices will keep a list of
names of patients from referring ward and consultant, discharge destination
and any problems encountered.

g finda/dycomm.hosp.beds/8 2.00
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Dr David Jarrett Dr Jane Barton
Elderty Medicine Clinical Assistant in Elderly Services
Portsmouth Heaithcare Trust The Surgery

148, Forton Road

Gosport

HANTS PO123HH

Tel 02392583333
22nd February 2000

INICAL ASSISTANT ELDERLY MEDICI M RIA T

| was very disappointed and also quite concemed to be shown a letter from
yourself dated the 16th February on the subject of the bed crisis at Queen Alexandra and
addressed to the various ward managers and Sisters.

Less than a month after | wrote a letter to the Clinical Director axprassing my
concems about the situation in our continuing care unit., | find that we are being asked to
take on an even higher risk category of patient .

These post acute patients have a right to expect a certain standard of medical
care, appropriate levels of therapy and supervision and appropriate out of hours cover
during this period of time in hospital.

| find myself without a consultant or seamless locum consultant cover for a period
of a further month on one of the wards and the other consultant cannot be expected to
provide anything other than firefighting support during this time.

As a result | am unable to do the clinical Assistant job to a safe and acceptable
standard which will inevitably lead to further serious and damaging complaints about the
service given in my wards. In addition my staff are subjected to ever increasing pressures
from patients and relatives , causing stress and sickness levels to rise.

I would also question the term understilisation in a unit which is handling
approximately 40% or the continuing care dontby Elderly Services at this time.

| hope you will give this serious consideration,

Yours Sincerely



GMC101012-0021

PORTSMOUTH

HealthCare

e ——— e
TRUST

Dr Jane Barton DI/MW
Clinical Assistant

Elderly Medicine

Gosport War Memorial Hospital

Gosport 07 March 2000

dats

iCode Al

Dear Jane
RE: CLINICAL ASSISTANT ELDERLY MEDICINE GWMH

Thank you for your letter dated from the 22™ February making me aware of your concerns
about the use of continuing care wards.

My original letter was an atternpt to ease some of the acute pressures at Queen Alexandra
Hospital. As you know there are a huge number of elderly patients as outliers who are
blocking the surgical beds. There has effectively been little elective surgery from the
Christmas crisis period.

A brief survey, a few weeks ago showed that there were some continuing care beds that were
unfilled.

After discussion between John Bevan and my consultant colleagues, we felt it might help the

dire situation here if we used some of those unfilled continuing care beds for patients who arc
clinically stable and awaiting placement in say a rest home or nursing home. It was envisaged
that the patients would require little medical input and that we would only move patients who
they themselves and their families were happy to the move.

I understand that the continuing care workload at Gosport War Memorial Hospital is quite
large certainly in comparison with other comumunity hospitals. Gosport is busy in other areas
with an ever increasing number of referrals from Haslar hospital and an increasing need for
coosultant input to the GP beds. With that in mind we will need to look at ways of trying to
improve consultant cover for the Gosport peninsula, | will try and incorporate this into our
plans to try and expand consultant numbers.

Thank you for letting me know of your concerns.

Yours sinccr:ely
Code A

David Jmptt
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Peter King Dr.JA Barton

Personnel Director Clinical Assistant in Elderly Services
Portsmouth Healthcare trust 148, Forton Road

St James Hospital Gosport

Portsmouth PO48LD Tel 023 92583333

28th April 2000
References:
a. My letter 28.1.2000 to Clinical Director Elderly Medicine
b. My letter 22.2.2000 to Dr David Jarrett (copies of both letters attached)

Dear Peter,
Over recent months I have become increasingly concerned about the clinical

cover provided to the continuing care beds at Gosport War Memorial Hospital.
I have highlighted these worries on two occasions previously in the enclosed

letters.
I returned from my Easter leave this weekend to find that the situation has

deteriorated even further. For example on one of the wards I will only be
having locum consultant cover until September . In addition an increasing
number of higher risk “step down” patients continue to be transferred to the
wards where the existing staffing levels do not provide safe and adequate
medical cover or appropriate nursing expertise for them.

The situation has now reached the point that, with the agreement of my
partners, I have no option but to tender my resignation.

My original contract of employment signed in 1993 indicates I am required to
give you two months notice. However, I wish my serious concerns and
anxieties to be placed on record during the notice period.

Yours sincerely,

Jane Barton
Copies to:
M Millett
Dr I Reid
Dr A Lord
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Your rel
Dr J Barton
The Surgefy [RAIY
148 Forton Road 19 May 2000
GOSPORT Ixt
'POI2 3HH {Code A
Dear Jane,

1 have been passed a copy of your letter of 28th April 2000 tendering your resignation from the
post of Clinical Assistant in Elderly Services at Gosport War memorial, to which I believe
Peter King has formally responded.

I am writing to offer my thanks for your commitment and support to Gosport War Memoriat
Hospital over the last seven years. There is little doubt that over this period, both the client
group and workload have changed and I fully acknowledge your contribution to the service
whilst working uadcr considerable pressure. _

Acceptance of the above pressures coupled with your resignation bas led to a review paper
being produced which outlines the current service at Gosport War Memorial Hospital for
Elderly Medicine patients, the medical support to this and the issues and pressures arismg.
The paper proposes enhanced medical input and rationale for that, which is in keeping with
current intermediate care discussions.

1 hope that you will be able to give your support to this proposal, given your knowledge of the
current situation, when the paper is presented to the PCG.

My thanks for your contribution to Gosport War Memorial Hospital and my good wishes for
continued success in your other roles.

" Code A

Fiona Camero:
Divisional General Manager
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200 471 Non op o/d analges.s

PARACETAMOL
(Acetaminophen)

Indications: mild 1o moderate pain. pyrexia
Cautions: hepatic and renaf impairment, afcohol dep-
endence; interactions: Appendix 1 (paracetamol)
Side-effects: side-cffects rare, but rashes, blood
disorders: acute pancreatitis reported after pro-
longed use; important: liver dumage Gand fess
frequently renul damage) following overdosage.

see Emergency Treaument of Poisoning, p. 20
Dose: by mouth, 0.5-1 g every 4-6 hours 10 2 max.
of 4y¢ duily: CHILD 2 months 60 mg for post-
immunisation pyrexia: otherwise under 3 months
(on doctor's advice only), 10mg/kg (3 mykg if
jaundiced); 3 months—1 year 60-120mg. 1-5
years 120-250 mg, 612 years 250-500 mg; these
doses may be repeated every 46 hours when nec-
essary (max. of 4+ doses in 24 hours)
For full Joint Committee on Vaccination and
Immunisation recommendation ol post-immuni-
sation pyrexia, see section 14.1
Rectal route. see below

Paracetamol (Non-proprictary)

Tablets 1, paracetamol 500 mg. Net price 20
= }1p. Label: 29.30

Available from APS. Cox, Norton, Sterling Health
(Punadol” [5715))

Soluble Tublers (= Dispersible 1ablcts)
puracetamol 500 mg. Net price 60-tab pack =
£2.32. Label: 13.29, 30

Availuble from Sterling Health (Panadol Soluble™ 230

Paediatric Soluble Tablets (= Paediatric dispersi-
ble tablets), paracctamol 120 mg. Net price 24-1ab
pack = 82p. Label: 13,30
Avuiluble from R&C (Disprol* Soluble
Parucetumol B8]

Paediatric Oral Solution (= Pacdiatric Elixir).
paracetamol 20 mg/S mL. Net price 100mL =
30p. Lubel: 30
Note. Sugar-free versions are avanluble and can be
ordered by specifying “supar-free” on the prescription.

Available from Berk. Norton, Rosemont
(Paldesic® GEd)), Wallace Mg (Sulzone” DSl

Oral Suspension 120mg/3 mL (= Paediatric Mix-
ture), paracetamol 120mg/S mL. Net price
100mL = 43p. Label: 30
Note. BP directs that when Pacdiatric Parscetamol Oral
Suapension ur Pacdiatric Paracetamol Mixture i pre-
aoribed  Paracetamol  Oral Suspension 120 mg/S mL
should be dispensed: sugar-free versions can be ordered
by specifying “sugar-free’ on the prescription

Avuilable from Cupal (Medinol® Puaediatric sugar-free),
Norton. R&C (Disprof® Puediatric, sugar-free), Rose-
mont (Puldesic® ), Sterling Health (Punadol”, sugar-
free), Warner Lambert ¢Culpol® Pacdiairic. Calpol®
Pucdiatric sugar-free)

Oral Suspension 250mg/5 mlL (= Mixtare), para-
cetamol 250 mg/S mL. Net price 100 mL = 75p.
Label: 30

Avaitable from Cupal (Medinol® Over 6 p#Fes]). Hall-
cross. Rosemont {Paldesic®), Warner Wellcome (Cul-
pol* 6 Plus BAS])

Suppositories, paracetamol 60 mg, net price 10 =
£9.96; 125 mg, 10=£11.50: 250 mg. 0= £23.00;
500mg, 10 = £9.90. Laubel: 30
Dose: by rectun, ADULT and SHLD over 12 yuars 0.5-

1 ¢ up to 4 times duily. CHRD 1-5 years 125-230mg. 6-
12 years 230-500mg

Availuble from Astra (Alvedon™, 60 mg, 125 mg,

250mg). Aurum (120mg, 240mg. S00myg)

8 Co-codamoi 8/500

When co-codamol tablets, dispersible (or effervescenty
tublets. or capsules arc prescribed und oo strength is
stated tablets. dispersible tor effervescent) tablets. or cap-
sules, respectively. containing codeine phosphate 8 mg and
paracetamol 500 my should be dispensed.

Co-codamol 8/500 [Forl? (Non-proprictary)
it

Tublets. co-codamol 8/500 (codeme phosphate
8 g, paracetamol 500 mg) Net price 20=27p.
Label: 29, 30
Dose: 1-2 tablets every 4-6 hours: max. 8 tablets daily:
CHILD 612 years Y2-1 tablet
Available from APS. Cox. CP, Galen, (Purake® (s,
Generies, Norton, Sterling Health (Panadeine® Eetl)
Effervescent ot dispersible tablets, co-codamol 8/
500 (codeine phosphate 8 my, paracetamol
500 mg). Net price 20 = 70p. Label: 13,29,30
Dose: 1-2 tablets in water every 4—6 hours, max. 8 tub-
Jets duily: CHILD 612 years Y21 tablet, max 4 daily
Availuble from Roche Consumer Health
(Paracodol® B8], Sterwin
Nore. The Drug Tariff ullows tablets of co-codamol
lubelied *dispenible’ to be dispensed uagainst an order
for “effervescent” and vice versu
Cupsules. co-codumol 8/500 (codeine phosphate
8 myg. paracetamol 500 mg). Net price 30=£2.14.
Label: 29, 30
Dose: 1-2 capsules every 4 hours: max. 8 capsules daily
Availuble from Rocbe Consumer Health
(Puracodol® (BF8])

8 Co-codamoi 307500

When co-codumol Liblets, dispersible {or effervescent)
tablets, vr capsules are prescribed and Bo strength is
stated tablets, dispersible (or etfervescent) tablets, or cap-
sules. respectively, containing codeine phosphate 8 mg and
paracetumol 500 mg should be dispensed (see preparations
above).

See wamings and notes on p. 198 (important: special care
in elderly—reduce dose)

Co-codamol 30/500 (Non-proprictary)
]

Tublets, co-codamol 30/500 (codeine phosphate
30 my. paracetamol 500 mg). net price 100-tab
pack = £7.53. Label: 2. 29. 30
Dose: 1-2 tablets every 4 hours; max. 8 tablets daily;
CHILD nut recommended

Availuble from CP

Kapake® (Gulen) el

Tablets. scored, co-codamol 30/500 (codeine phos-
phate 30 mg, paracetamol 500 mg). Net price 30-
tab pack = £2.26 (hosp. only), 100-tab pack =
£7.53. Label: 2,29, 30
Dose: 1-2 tablets every 4 huurs; max. 8 tablets daily;
CHILD not recommended

Capsules. co-codamol 30/500 (codeine phosphate
30 mg. paracetamol 500 mg), net price 100)-cap
pack = £7.53. Label: 2. 29, 30

Dose: 1-2 capsules every 4 hours; max. 8 capsules daily;
CHILD not recommended

1. May be sold to the public provided packs contain no
more than 32 capsules or tahlets: pharmacists can sell
multiple packs up to a total quantity of 100 capsuies of
tablets in justifiable circumstances; for details see Med:-
cines, Ethics and Practice. No. 22, London, Pharma-
ceutival Press. 1999 tand subsequent editions as
available)

2. May be sold 10 the public nder certain Circumsianies,
for exemptions see Medicines. Ethics and Practice, No.
22 London, Pharmaceutical Press, 1999 (and subse- )
quent editions as available)
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St{('/l(l.\' (Kapuke Insts®). co-codamol 30/500 (cod-
eine plhosphme 30 mg. paracetamol 500 mg), net
rice -sache! ack = . Nied
go 00-sachet pack = £8.53. Label: 2,13, 29, Co-dydramol (Non-proprictary) Feri] [l
Tublets, scored, co-dydramol 107300 (dihy drocod-
cine tartrate 10 mg. paracetamol 500 mg). Net
price 20 = 31p. Labek: 21,29, 30 )
Dose: 1-2 tablets every 4-6 hours: max. 8 tublets daily:
CHILD not recommended
Available from APS. Cox. CP, Galen (Guluke® [bas]),
Generics. Norton. Sterwin
When  co-dydramol tablets are prescribed und  no
strength is stated (ablets containing dihydrocodene tar-

trate {0mg and paracetamol 500 mg should be dis-
pensed.

B With dihydrocodeine tartrate 10 mg
Sce notes on p. 198

Dose: 1-2 sachets every 4 hours: max. 8 suchets duily;
CHILD not recommended

Solpadol® (Sanofi Winthrop) PoM] el
Caplets (= tablets), co-codamol 30/500 (codeine
phosphate 30 mg, paracetamel S00mg). Net price
100-tab pack = £7.90. Label: 2. 29, 30
Dose: 2 ublets every 4 hours: max. 8 daily; CHILD ot
recommended

Cz{psu[e.\', grey/purple, co-codamol 307500 (cod-
eine phosphate 30 mg. paracetamol 500 mg). Net
price 100-cap pack = £7.90. Label: 2, 29, 30
D:.M'e.‘ 1-2 cupsules every 4 hours; max. 8 capsules
daily; CHILD nol recomimended

Effervescent tablets, co-codamol 30/500 (codeine
phosphate 30 mg. paracetamol 500 mg). Contains
18.6 mAmol Na*/tablet; avoid in renal impairment.
Net price 100-tub pack = £9.48. Label: 2, 13, 29,
30 '

Dose: 2 tablets in water every 4 hours: max. 8 daily:
CHILD not recommended

Tylex® (Schwarz) (|

Capsules. co-codumol 30/500 (codeine phosphate
30 myg, parucetamol 500 mg). Net price 100-cap
pack = £8.60. Label: 2, 29, 30

Daoser 1-2 cupsules every 4 hours: max. § capsules
daily; CHILD not recommended

Nowe. Tablets containing  paracetumol  S00mg  and
dihydrocodeine 746 mg (Paramor 1) are on sale 1o
the public. The name Puramol*was formerly applied o
a brund of co-dydramol tublets

B With dihydrocodeine tartrate 20 or 30 mg
See warnings and notes on p. 198 (important: special care
in elderly—reduce dose)
Remedeine® (Nupp) [FoM] [ad
Tablets, paracetamol 500 myg, dihydrocodeine tar-
trate 20mg. Net price 112-tab pack = £12.21.
Label: 2,21, 29,30 .
Dose: 1-2tablets every 4-6 hours: man. 8 tabiets daily:
CHILD nut recommended
I;'jjun'_cscem tablets, paracetamol 500 myg, dibydro-
codeine tartrate 20 mg. Contuins 15.2 mmol Na*/
tablet: avoid in renal impairment. Net price 56-
tub puck = £7.39. Label: 2, 13, 21, 29, 30
Dose: 1-2 wbicts every 4-0 hours; max. 8 labiets duly:
CHILD not reconnnended )
quu’ tahlets, paracetamol SU0 mg. dihydrocod-
cine tartrate 30 my. Net price 56-tab pach = £7.54.
Lubel: 2, 21,29, 30
Dose: 1-2tablets every 4-6 hours; max. § tablets daily:
CHILD not recommended ’

. Efferveseent tablets, co-codamol 30/500 (codeine
phosphate 30 nig, paracetamol 500 mg). Contains
13.6 mmol Na*ntablet: avoid in renal impairment.
?Jl price 90-tab pack = £8.53. Label: 2, 13, 29,

Note. Contuins aspartanie 25 nigftabict isee section 9.4.1y

Dose: 1-2 tublets in water every 4 hours: man. 8 tablets

Furte effervescent rablets, parac 5
: g . paracetamod 300 mg.
daily; CHILD not recommended .

dihydrocodeine tartraie 30 mg. Contains
l‘J.Bmmu] Na*Aablet: avord in renal impatrment.
Net price 56-tab pack = £9.15. Label: 2. 13, 21,
29,30

Daose: 1-2 tablets every 4-6 hours: max. 8 tublets daily:
CHILD not recomuended ’

& Co-codamol 6071000

See warnings and notes on p. 198 (important: special care

in elderly:reducc dose) purtant: peciat cure

Kapake® (Gulen) PoM) [l

Sa(‘llel; {Kapake Insts®), co-codamol 6071000
(cc_)dcme phosphate 60 mg, paracetamol | g), net
price 50-sachet pack = £8.53. Label: 2, 13, 30
Dose: | suchet every 4 hours: max. 4 sachets daily;
CHILD not recommended ’

B Other compound preparations
Sce warnings and notes on p. 198 (important: special care
in ¢lderly—reduce dose)
Co-proxamol (Non-proprietary) For] [l
Tablets, co-proxamol 32.5/325 (dextropropoxy-
phene hydrochloride 32.5 mg, paracetamol
125 myg). Net price 20 = 23p. Label: 2, 10 patient
information leaflet (it available). 29, 30
Dase: 2 tablets 3 imes daily; max. 8 tablets daly;
CHILD not recommended ’
Available from APS, Berk. Cox (Cosulgesic? [#es)),
Dista (Distalgesic® B#tS]), Norton, Sterwin
When co-proxamol tablets are prescribed and  no
strength is stated tablets containing destropropoxy phenc
hydrochloride 323 my and paracetamol 325 my ‘should

B With methionine (co-methiamol)

A mixture of aethionine and paracetamol: methionine has
nuanulgf:a_u activity but may prevent paracetamol-induced
tiver toxivity if overdose tuken

Paradote® (Penn)

T_ablrl.s', ffc, co-methiamol 100/500 (OL-methion-
ine 100 mg, paracetamol 500 mg). Net price 24-
tab pack = £1.05, 96-tab pack = £2.77. Label: 29,

30 be dispensed.

Fortagesic® (Sunoti Winthrop) [55€] [€D} [t
Tublets, pentuzocine 15 myg (as hydrochloride).
paracetamol 500 mg. Net price 100-tab pack =

Duse: 2 wblets every 4 hours: max. 8 tablets daily;
CHILD 12 yeaurs and under, not recommended

[l denotes preparations that are considered o

£7.00. Labet: 2, 21, 29. 30
Dose: 2 tablets up o 4 tmes Jaily: CHiLD 7-12 years |
tublet every 4 hours, max. 4 tablets danly

be less suitable for prescribing (see p. vi)
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D6
Dr fan Reid Dr Jane Barton
Clinical Director Clinical Assistant in Elderly Services
Elderly Medicine The Surgery
Portsmouth Healthcare Trust 148, Forton Road
Gosport

HANTS PO123HH

Tel 02392583333
28th January 2000

| feel that this is an opportune moment to examine my post for a number or reasons.

Firstly there is currently a review of the arrangement of Elderly Services and their
relationship with future Primary Care Trusts and a future Trust configuration .These will
undoubtedly impact on the future use of present continuing care beds throughout the

District.

Secondly the Clinical and Managerial Integration between the Hopsitals Trust and
DSCA and the possible future implosion of acute work at Haslar will have a major effect
upon the types of subacute and post acute care offered at Gosport War Memorial
Hospital in reconfigured services on the peninsula in the future.

Thirdly and perhaps more relevantly at the moment, the type and throughput of patients
who are currently using our beds is completely different from those | looked after when |
took up the post twelve years ago.The types of patients and their medical conditions
have changed markedly and perhaps this issue has not been looked at comprehensively
within the Trust. . There is no such thing as Continuing Care nowadays, and Palliative
care is something that | do perforce without a great deal of specialised back up.

At a clinical level this manifests itself in a number of ways, the most strikingly obvious of
which is the expectations of patients and their relatives.

In part | feel that this stems from a mistaken perception that Gosport War Memorial is a
Hospital with a capital ‘H’, ie resident medical staff and full on site resuscitation facilities.
It is also apparent during discussions that relatives take the word rehabilitation literally
and expect a much higher level of care and expertise than the current staffing levels and

my time allow.
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Whereas as recently as three years ago | would expect to spend a specific period of
time with a worried relative over and above the normal consultation process once every
few weeks, currently | find myself having to do this on a more frequent than weekly basis.
In addition the climate of complaint, litigation and actual prosecution fuelled by intense
media interest at present in care of the elderly and the issue of dying makes my position
as a General Practitioner attempting to provide day to day care extremely difficuit.

@ I am finding the pressures on me to continue to provide what | consider appropriate
care for patients, proper consuitation with their relatives and support of my hard pressed
nursing staff almost intolerable. The current Police investigation into a charge of

Y attempted murder only serves to highlight the almost impossible task faced by a team

@edicated to offering seriously ill patients a dignified and peaceful passing.

| would be most grateful if you would give this matter your eariest attention as | feel that
the issue is placing considerable stress on the nursing staff and | personally feel
extremely vulnerable to litigation for reasons that are outwith my control.

Yours Sincerely

Jane Barton

Copy to Dr A Lord
Max Millett
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Professor Severs

Ward Managers Jersey House/George
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Shannon ward/Cedar ward/Daedalus
ward .

Chrissie Immins & Medical Secs

Dear Colleague
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Qui el
DJ/LB

Your et

ate

16 February 2000

The bed crisis at Queen Alexandra hospital continues unabated. Routine surgical operations
have been cancelled now. It has fallen on us to try and utilise all our beds in elderly medicine
as efficiently as possible. There has been some underutilisation of continuing care beds.
From 16 February 1 propose that we use vacant continuing care beds for post acute patients. A
policy offering guidance is enclosed. We shall trial the flexible use of the beds for a few

weeks and I would be happy to co-ordinate any comments.

Thank you for your help.

Yours sincerely

Code A

DAYID JARRETT FRCP

DEPARTMENT OF MEDICINE FOR ELDERLY PrOwL

Queen Alexandra Hospital
Ceoxham Parremouth. Hants POG LY
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EMERGENCY USE OF COMMUNITY HOSPITAL BEDS

Due to current crisis with the acute medical beds at Queen Alexandra Hospital
and the detrimental effect on surgical waiting lists, the Department of Medicine
for Elderly People is making some urgent changes to the management of
beds in the small hospitals, Some continuing care beds remain underutilised
in Petersfield Community Hospital, Gosport War Memorial Hospital and St
Christopher's Hospital Fareham. These beds have no resident medical staff
and weekly, or less than weekly, Consultant ward rounds. There is basic
nursing care and only minimal rehabilitation staff and facilities.

Therefore patients referred to these beds for post acute care should be:

1 Waiting for placement having had a full care management assessment

2 Medically stable with no need for regular medical monitoring

3 No outstanding investigations or need for -close medical or nursing
monitoring

4 No interventional therapy such as intravenous lines or need for IV
medication 4

5 The patient lives near the community hospital and/or are willing to go
there for temporary placement awaiting permanent placement

6 The patient and family consent to the move

7 The patient, family and staff of referring ward cleardy understand that the
placement is in a post acute bed, not continuing care bed; this placement
does not entitle patient to NHS continuing care

8 GP beds in community hospitals are independent of the depariment's
continuing care provision and their flexible use should be negotiated with
the patient's general practitioner

This palicy will be operational from 16.2.00 and will be reviewed after one
month. Linda Butchers in the Elderly Medicine Offices will keep a list of
names of patients fram referring ward and consuitant, discharge destination
and any problems encountered.

g'finda/dycomm.hosp.beds/ 2.00
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Dr David Jarrett Dr Jane Barton
Elderly Medicine Clinical Assistant in Elderly Services
Portsmouth Healthcare Trust The Surgery

148, Forton Road

Gosport

HANTS PO123HH

Tel 02392583333
22nd February 2000

CLINICAL ASSISTANT ELDERLY MEDICINE GOSPORT WAR MEMORIAL HOSPITAL

| was very disappointed and also quite concermned to be shown a letter from
yourself dated the 16th February on the subject of the bed crisis at Queen Alexandra and
addressed to the various ward managers and Sisters.

Less than a maonth after | wrote a letter to the Clinical Director axprassing my
concems about the situation in our continuing care unit., | find that we are being asked to
take on an even higher risk category of patient .

These post acute patients have a right to expect a certain standard of medical
care, appropriate levels of therapy and supervision and appropriate out of hours cover
during this period of time in hospital.

| find myself without a consultant or seamless locum consultant cover for a period
of a further month on one of the wards and the other consultant cannot be expected to
provide anything other than firefighting support during this time.

As a result | am unable to do the clinical Assistant job to a safe and acceptable
standard which will inevitably lead to further serious and damaging complaints about the
service given in my wards. In addition my staff are subjected to ever increasing pressures
from patients and relatives , causing stress and sickness levels to rise.

| would also question the term understilisation in a unit which is handling
approximately 40% or the continuing care dontby Elderly Services at this time.

| hope you will give this serious consideration,

Yours Sincerely
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Dr Jane Barton

Clinical Assistant

Elderly Medicine

Gosport War Memorial Hospital
Gosport
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Dear Jane

RE: CLINICAL ASSISTANT ELDERLY MEDICINE GWMH

GMC101012-0030

DI/MW

07 March 2000

Thaunk you for your letter dated from the 22™ February making me aware of your concerns

about the use of continuing care wards.

My original letter was an attermnpt to ease some of the acute pressures at Queen Alexandra

Hospital. As you know there are a huge number of elderly patients as outliers who are

blocking the surgical beds. There has effectively been little elective surgery from the

Christmas crisis period.

A brief survey, a few weeks ago showed that there were some continuing care beds that were

unfilled.

After discussion between John Bevan and my consultant colleagues, we felt it might help the

dire sitvation here if we used some of those unfilled continuing care beds for patients who are
clinically stable and awaiting placement in say a rest home or nursing home. It was envisaged
that the patients would require little medical input and that we would only move patients who

they themselves and their families were happy to the move.

I understand that the continuing care workload at Gospart War Memorial Hospital is quite

large certainly in comparison with other community hospitals.

Gosport is busy in other areas

with an ever increasing number of referrals from Haslar hospital and an increasing need for
consultant input to the GP beds. With that in mind we will need to look at ways of trying to
improve consultant cover for the Gosport peninsula, | will try and incorporate this into our

plans to try and expand consultant numbers.

Thank you for letting me know of your concerns.

Yours sincerely

Code A

David ngtt
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Peter King v Dr.JA Barton

Personnel Director Clinical Assistant in Elderly Services
Portsmouth Healthcare trust 148, Forton Road

St James Hospital Gosport

Portsmouth PO48LD Tel 023 92583333

28th April 2000
References:
a. My letter 28.1.2000 to Clinical Director Elderly Medicine
b. My letter 22.2.2000 to Dr David Jarrett (copies of both letters attached)

Dear Peter,
Over recent months I have become increasingly concerned about the clinical

cover provided to the continuing care beds at Gosport War Memorial Hospital.
I have highlighted these worries on two occasions previously in the enclosed

letters.

I returned from my Easter leave this weekend to find that the situation has
deteriorated even further. For example on one of the wards I will only be
having locum consultant cover until September . In addition an increasing
number of higher risk “step down” patients continue to be transferred to the
wards where the existing staffing levels do not provide safe and adequate
medical cover or appropriate nursing expertise for them.

The situation has now reached the point that, with the agreement of my
partners, I have no option but to tender my resignation.

My original contract of employment signed in 1993 indicates I am required to
give you two months notice. However, I wish my serious concerns and
anxieties to be placed on record during the notice period.

Yours sincerely,

fane Barton
Copies to:
M Millett
Dr I Reid
Dr A Lord
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PORTSMOUTH

HealthCare

DA, Y 7 S
TRUST
Our
Private & Confidential FCA.D
. Your el
Dr J Barton
The Surgery e
148 Forton Road 19 May 2000
GOSPORT Ext
POI12 3HH | Code Al
Dear Jane,

I have been passed a copy of your letter of 28th April 2000 tendering your resignation from the
post of Clinical Assistant in Elderly Services at Gosport War memorial, to which I believe
Peter King has formally responded.

§ am writing to offer my thanks for your commitment and support to Gosport War Memoriat
Hospital over the fast seven years. There is litHe doubt that aver this period, both the client
group and workload have changed and I fully acknowledge your contribution to the service
whilst working under considerable pressure. .

Acceptance of the abave pressures coupled with your resignation has led to a review paper
being produced which outlines the current service at Gosport War Memorial Hospital for
Elderly Medicine patients, the medical support to this and the issues and pressures arismg.
The paper proposes enhanced medical input and rationale for that, which is in keeping with
current intermediate care discussions.

I hope that you will be able to give your support to this proposal, given your knowledge of the
current situation, when the paper is presented to the PCG.

My thaaks for your contribution to Gosport War Memorial Hospital and my good wishes for
contmued success in your other roles.

7 Code A

Divisional General Manager
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Dr Jane Ann Barton

Rule 27(2) Advice

. You have now reached the stage where, under Rule 27(2), you have to
consider which, if any, of the remaining unadmitted facts have been proved to
your satisfaction, and whether the proved and admitted facts would be
insufficient to support a finding of serious professional misconduct. Although
at this stage you will produce one determination, Rule 27(2) clearly requires
you to go through 2 separate processes.
. The first part of Rule 27(3) requires you to record your findings in relation to
Rule 27(2): the remainder of Rule 27(3) sets out the procedure you should
follow if you conclude, either that none of the facts have been proved [here Dr
Barton has, of course, made admissions], or that such facts as have been
proved would be insufficient to support a finding of serious professional
misconduct.

Rule 27(2)(i): The Facts
. Itis not my role to advise you as to the facts, or express any view in relation to
them, and I certainly do not do so. You are the judges of both fact and law.
. Although it is a matter for you, you will doubtless wish to take into account
any concessions made by Mr Kark in relation to the strength of evidence on
some of the charges.
. Inrelation to any given allegation, it is open to you to find part of that
allegation proved, and part not proved. This does not require any amendment.
For example, it would be theoretically open to you to find 2bi proved, but only
in relation to Diamorphine. Other combinations are possible. This means
that, when you are considering whether, for example, Dr Barton’s actions or
omissions in relation to a certain matter were inappropriate, or not in the best
interests of the patient, you must be careful to take into account only those
matters in relation to which you have made positive findings, or which are
admitted. If you do make partial findings, you should make the fact of the
partial finding clear in your determination.
. Rule 24(4) gives the Panel a qualified discretion, at any stage, to amend a
charge. If, during its deliberations, the Panel wishes to consider exercising
that power, it should return to open session to allow the parties to make
representations, and to receive advice from me.
. You should not regard a given witness as falling into the GMC camp or the
Defence camp, simply on the basis of which side called or read that witness.
It is for you to decide whether the evidence of any witness assists you one way
or another in deciding the relevant issues. You should consider the evidence
of Dr Barton herself in the same fair way as you would consider any other
evidence in the case.
You may, if you see fit, draw a reasonable inference from evidence. But you
must not speculate.
. You are not bound by the opinion of an expert witness. If you find it of
assistance, you are entitled to rely upon it in coming to your conclusions. If
you do not find it of assistance, then you are entitled to reject it and not place
reliance on it. In the end, what you make of expert evidence is a matter
entirely for you.
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10. You have heard evidence given by way of TV and indeed telephone link. You
must assess the witness concerned in the same way, and with the same care, as
you would assess any witness giving evidence in the room before you.

11. You have heard me advise the Chairman to warn witnesses of their right not to
give replies which might be used by the Crown to establish guilt or decide
whether to prosecute. My advice to give such a warning is no indication
whatsoever of my personal view of a witness, and the giving of a warning
does not undermine a witness’s evidence. As always, the credibility of a
witness is a matter for you.

12. You are entitled to take into account the formal, written statements which Dr
Barton made to the police. You have heard it said that she made those
statements, and that she declined to answer specific police questions. But it
has not been suggested to you by Mr Kark that that failure to answer questions
should in any way be held against Dr Barton — no doubt she received and
followed legal advice on the point - and I advise you that you must not do so.

13. You have had a number of statements read to you. They fall into two
categories. The statements in the first category were read to you on the basis
that their contents were agreed by the other party. In respect of that category
of read statements, you are entitled, but not obliged, to accept the contents of
those statements as true, and you should give the evidence in those statements
the same weight as you would have given it had it been given orally by the
witness in Court. The statements in the second category were read to you on
the basis, not that the other party agreed their contents, but on the basis that it
was agreed that the statements could be read to you. In respect of that second
category of statements, the evidence in the statements is not admitted, and you
should not assume that the content of the statements is true. You should look
at those statements critically, assessing the maker of the statement as best you
can, and comparing the evidence in those statements with other evidence in
the case. Unless you are told to the contrary, you should assume that the
other side has not had the opportunity to cross-examine that witness —
certainly the Panel has not been able to ask that witness questions — and you
should bear in mind that your impression both of that witness and of their
evidence might be different had cross-examination taken place. Subject to
those caveats, it is up to you to make what you will of the content of such a
statement. So far as I am aware, the only statements which you have heard
read which fall into the second category are those of Ernest Stevens, June
Bailey, Jeanette Florio, Sylvia Giffin, Ingrid Lloyd and Gill Hamblin.

14. Mr Langdale QC has referred to a complaint by Nurse Hallmann not being
upheld. It is for you to decide whether that affects your view of her
credibility. But you have also in the course of this case heard reference made
to other more formal inquiries, such as an inquest. Although of course you
may take into account what evidence witnesses in our hearing gave in those
other formal proceedings, if they have been asked about it, I advise you that
the actual decisions of other formal bodies are not relevant to your
considerations here, even were you to be aware of them. You do not know
precisely what evidence they received, or what their terms of reference were.
It is your independent judgement which you have to apply in this case.

15. In considering whether acts or omissions are, for example, inappropriate,
potentially hazardous or not in the best interests of the patient concerned, it is
proper for you to take into account documents such as Good Medical Practice,
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the British National Formulary, the ‘Wessex Protocol’/Palliative Care
Handbook, and the other items in your Bundle 1, as well as the evidence you
have heard from witnesses about those publications, in deciding what the
proper standard of reasonable and competent medical practice was at the
relevant time, and whether Dr Barton has departed from it.

16. These allegations are all of some age. It has not been suggested by anyone
that this means Dr Barton cannot have a fair hearing. But you will no doubt
wish to bear in mind the age of these allegations, and the undoubted difficulty
that Dr Barton and indeed anyone would experience in recalling the detail of
any incident taking place a significant period of time ago. In particular, you
should bear in mind, when assessing the weight of their evidence, that a
number of people in this case are very largely reliant upon notes made at the
time, or at least upon statements made nearer the time, and are able to give
relatively little evidence from actual memory now of any individual patient.

17. You should be careful, especially given the age of these allegations, to ensure
that you are applying only those standards applicable at the time of the dates
specified in the allegations. You should guard against making judgments with
the benefit of hindsight. To apply to any acts or omissions the standards of
2009 would be unfair to Dr Barton, because you might be allowing the
passage of time to penalise her.

18. In applying the proper standards applicable at the dates specified in the
allegations, you are applying an objective test. For example, note-making
may, it seems, have been briefer in the 1990’s than is the case today. But, if
inadequate note-making was prevalent in the 1990’s, that does not mean that
making very short notes, or none at all, was even then an acceptable practice
according to the proper standards of the time. Certainly, by her admissions
made in relation to note-making, Dr Barton has accepted that her conduct was,
in that respect, inappropriate and not in the best interests of her patients.

19. You have also heard reference made to what is said to be Dr Barton’s heavy
workload, the issue of resources, the management structure at the GWMH and
the premature moving of patients to the GWMH. Professor Sikora, in
particular, repeatedly gave evidence as to the differences in various respects
between the situation in the 1990’s, and the situation now. Clearly, the issue,
for example, of the premature moving of patients has relevance to the case as a
whole, because it may have a bearing on the reasons for a patient’s
deterioration. Similarly, any apparent non-intervention by a consultant or
pharmacist who knew of Dr Barton’s prescribing practices, including her
practice of anticipatorily prescribing, may, you think, be potentially relevant to
the issue of whether her acts and omissions were a departure from the proper
standards of the time. However, in relation to the issue of whether there was
any pressure upon Dr Barton affecting her care of patients, I advise you that
any such surrounding difficulties, if  may call them that, are not in themselves
directly relevant to your fact-finding exercise; they are clearly the background
to Dr Barton’s work, but you may think that such surrounding difficulties
cannot make an inappropriate action or omission appropriate. The same goes
for any failings on the part of persons other than Dr Barton. When you are
coming to judgments about the quality of Dr Barton’s acts or omissions, you
are applying an objective test, taking into account as I have said those
standards properly applicable at the time of the dates specified in the
allegations. If, even taking into account any surrounding difficulties, Dr
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Barton’s actions or omissions fell below those standards, they fell below them,
and it matters not for the purposes of fact-finding that those surrounding
difficulties may have contributed to the actions or omissions of Dr Barton.
However, issues such as management, staffing and premature patient transfers
may be relevant when you come on to consider serious professional
misconduct.

This case as charged concerns only the 12 specified patients. You have heard
some evidence as to how Dr Barton treated other patients at the GWMH; for
example, in relation to advance prescribing and the institution of syringe
drivers. I advise that you can take into account any such evidence you have
heard concerning the treatment of patients at the GWMH other than the 12, but
only in so far as it assists you to decide whether the allegations in relation to
the 12 patients are proved. Inrespect of evidence concerning Dr Barton’s
assessment of GWMH patients other than the 12 before you, I advise you that
that evidence is capable of lending support to Dr Barton’s contention that,
whether she made a note of it or not, she did assess each of the 12 patients
before you. Of course, the weight to be given to such evidence is entirely a
matter for you. But what you should not do is draw any inferences from the
fact itself that you only have these 12 patients to consider. You certainly
should not assume, for example, that the GMC chose these allegations relating
to these 12 patients as ‘specimen’ charges; that is to say, as a manageable
number of samples of a wider picture of wrongdoing. There are a number of
possible reasons as to why you only have these 12 before you, and you must
not speculate as to why that is the case. The position is that you have to make
findings only in relation to these 12.

Dr Barton’s good character is not in doubt. She is a doctor of many years’
standing, and there are no previous adverse findings against her. The
allegations raise in themselves no issue as to character; they don’t allege
motives; they allege facts. But that is not the end of the matter. I advise that
the doctor’s good character is relevant to your considerations. The reason for
this is that, you may think, there are, at least potentially, particular disputes
between the GMC and the doctor which may bring into issue, either whether
or not this doctor has behaved in a specifically discreditable way (as opposed
to making, for example, an error of judgement), or whether she has been
telling you the truth. You may think that an example of such an area of
dispute directly relevant to a charge is whether or not Dr Barton performed an
assessment on a given patient. Where you are of the view that such a specific
issue arises, you should take her good character into account in two ways.
Firstly: she is entitled to have taken into account on her behalf the fact of her
good character, and to argue that her good character makes it less likely that
she would act in a discreditable way. Secondly: if there are issues upon which
her credibility and truthfulness have in your view been called into question,
you should, again, take her good character into account: she is entitled to
argue that her good character makes it more likely that she has been telling
you the truth on any specific issue in relation to which her credibility has been
called into question.

I have advised as to how you may take into account specific evidence as to
how Dr Barton treated patients at the GWMH other than the 12 before you. I
have also just advised that you should take into account Dr Barton’s good
character. But you have also heard, for reasons I have outlined in an earlier
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advice, what is effectively general testimonial evidence as to what is said to be
Dr Barton’s pleasant and approachable personality, and general medical skills
in relation to non-GWMH patients. I advise you that you are entitled to take
into account any evidence you have heard as to Dr Barton being a caring or
committed doctor, because this you may think is capable of being relevant to
the factual issues of whether Dr Barton assessed the 12 patients in this case.
But [ advise you also that general testimonial evidence as to a doctor’s
personality or as to her general medical skills is not relevant at this particular
stage of the proceedings.

Rule 27(2)(i): Proof of the Unadmitted Facts

24, Because of the age of this matter it is, as you are well aware, the old rules that
apply. As is still the case under the new rules, the burden of proof in respect
of any disputed fact rests throughout upon the Council; there is no burden here
upon Dr Barton to prove anything. However, as regards the standard of proof,
you must apply the criminal standard, not the civil standard which applies
under the new rules: in other words, in this case, the Council must satisfy you
so that you are sure before you find any fact proved against Dr Barton.
Anything less, and Dr Barton is entitled to a finding of not proved. It may
help if I give an example; one also posited by Mr Langdale QC; the issue of
whether Dr Barton assessed a given patient. The fact that she did not, as she
accepts, make adequate notes does not mean for one moment that it is up to
her to prove to you by other means that she did assess the patient. It is for the
GMC to make you sure that she did not.

25. When you have come to your decision as to the facts not admitted, you should
then go on to consider Rule 27(2)(ii), on the basis of both the facts admitted,
and those not admitted, but found proved.

Rule 27(2)(ii): Whether the Proven or Admitted Facts would be Insufficient to
Support a Finding of Serious Professional Misconduct

26. Although you are not now making a formal finding as to serious professional
misconduct, you do at this stage have to go on to consider and determine
whether the proven or admitted facts would be insufficient to support a finding
of serious professional misconduct. This means that I do have to advise you
on this in some detail now. Should this case proceed to the next stage, there
may be much of this part of my advice that I will not need to repeat.

27. The application of Rule 27(2)(ii) is a matter for your judgement, rather than
for the application of any burden or standard of proof [CRHCP v. GMC &
Biswas [2006]].

28. At this stage, you should consider the cumulative effect of the facts admitted
or found proved. In other words, you will ask yourselves: would all the facts
admitted or found proved, taken together, be insufficient to support a finding
of serious professional misconduct?

29. What does ‘serious professional misconduct’ mean? As was pointed out in the
case of Roylance v. General Medical Council, referred to in more detail
below, the phrase is not defined in the legislation, and it is not an area in
which an absolute precision can be looked for.

30. Even a single incident can amount to serious professional misconduct
(McCoan v. General Medical Council [1964] 3 All ER 143).

31. In the 1987 case of Doughty v. General Dental Council [Privy Council], in
relation to the phrase ‘serious professional misconduct’, it was stated that the
Council had to establish that there was conduct connected with the profession
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in which the dentist concerned has fallen short, by omission or commission, of
the standards of conduct expected among dentists and that such falling short as
is established should be serious.

In the 1999 case of Roylance v. General Medical Council [Privy Council],
assistance was given as follows [at page 21]:

e ‘Serious professional misconduct is presented as a distinct matter from
a conviction in the British Islands of a criminal offence, which is dealt
with as a separate basis for a direction by the committee in section
36(1) of the Medical Act 1983. Analysis of what is essentially a single
concept requires to be undertaken with caution, but it may be useful at
least to recognise the elements which the respective words contribute
to it. Misconduct is a word of general effect, involving some act or
omission which falls short of what would be proper in the
circumstances. The standard of propriety may often be found by
reference to the rules and standards ordinarily required to be followed
by a medical practitioner in the particular circumstances. The
misconduct is qualified in two respects. Firstly, it is qualified by the
word ‘professional’ which links the misconduct to the profession of
medicine. Secondly, the misconduct is qualified by the word ‘serious’.
It is not any professional misconduct which will qualify. The
professional misconduct must be serious.’

“It is settled that serious professional misconduct does not require moral
turpitude. Gross professional negligence can fall within it. Something
more is required than a degree of negligence enough to give rise to civil
liability but not calling for the opprobrium that inevitably attaches to the
disciplinary offence” (per Lord Cooke of Thorndon in Preiss v. General
Dental Council [2001] 1 WLR 1926, 1936C [28])..

In deciding whether the facts proved or admitted would be insufficient to
support a finding of serious professional misconduct, what evidence can you
take into account? As I have already pointed out, it is not the case that you
can take into account any evidence that you have heard up to now.
Assistance was given in the 2005 case of Campbell v. GMC [Court of
Appeal], which I quote or summarise as follows:

e [Paragraphs 19-20.] The character and previous history of the
practitioner may be relevant to the issue of whether the practitioner is
guilty of serious professional misconduct. There may be an overlap, in
that evidence may be relevant, both to that issue and to the later issue,
if relevant, of mitigation. Thus, the professional history of the
practitioner may support a finding of serious professional misconduct
on the basis that he has previously been found to have committed an
identical professional error. This may not have been regarded as
serious professional misconduct on the first or previous occasion, but
the ‘history’ may lead the Committee to conclude that that on this
occasion it does, just because the conduct in question was repeated.
Without the previous history an acquittal would be appropriate. In a
different context, the error under consideration may need to be
examined in the context of a dedicated practitioner working in isolation
and under huge pressure, say, of an epidemic. Such circumstances
may be relevant to the question whether he should be found guilty of
serious professional misconduct. It may indeed provide mitigation of
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circumstances, unrelated to penalty. If notwithstanding this evidence
the case is proved, then precisely the same circumstances may also be
relevant to mitigation of penalty. In short, the same facts may on
occasion impact both on the question whether the practitioner’s
conduct amounted to serious professional misconduct, and on the
appropriate consequential sanction. Nevertheless, although the same
evidence may be relevant on both questions, it does not follow that
they cease to be distinct issues requiring separate determination.

e [Paragraph 46.] Although the committee can, if it thinks it right to do
so, consider the circumstances in which the practitioner found himself
when committing the relevant misconduct, it should always be alert to
the possibility that such circumstances may be more properly relevant
to the question of penalty rather than to the question of whether the
professional misconduct was serious; in particular committees should
not use personal mitigation to downgrade what would otherwise
amount to serious professional misconduct to some lesser form of
misconduct. At this stage, the number and strength of the
practitioner’s testimonials will almost invariably be irrelevant; they
will usually be relevant to the question of the appropriate penalty.

36. I advise as follows.

i) As I have advised you in relation to fact-finding, any
general testimonial evidence you have heard in relation to
Dr Barton’s personality or general medical skills is not
relevant to the issue of serious professional misconduct,
either.

(ii)  But the context and circumstances in which Dr Barton
was working at the relevant time, including any pressure
upon her, are capable of being relevant to the issue of
serious professional misconduct. It is for you to decide,
for example, whether there was such pressure in this case
and, if so, whether it goes to the issue of serious
professional misconduct in the particular circumstances of
this case. The issue of whether any proven or admitted
lapse is an isolated one may also be relevant to the issue
of serious professional misconduct.

(iii) It is important that you look carefully at the evidence you
have heard, and that you decide at what stage or stages of
your deliberations it is relevant.

37. However, I emphasise that, at this stage, you are not making any substantive
finding as to serious professional misconduct. All that you are doing is
deciding whether the proven and/or admitted facts would at this stage be
insufficient to support a finding of serious professional misconduct and that,
therefore, the case should proceed no further.

6™ August 2009 Francis Chamberlain

Legal Assessor
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General
Medical
Council

Regulating doctors
Ensuring good medical practice

Fitness to Practise Panel
Session beginning 8 June 2009
Dr Jane Ann BARTON
Determination of application to admit evidence of witnesses
30 July 2009

Mr Jenkins

Before the end of proceedings yesterday, you made an application to adduce
evidence on behalf of Dr Barton from three witnesses, two of whom are
patients of Dr Barton, and all of whom have had a parent treated by Dr Barton
during her time at the Gosport War Memorial Hospital (GWMH). You stated
that their evidence will give the Panel some insight into Dr Barton’s general
disposition and patient care practices at the ti'me. It is your submission that
their evidence is relevant to certain aspects of the fact-finding exercise that
the Panel has shortly to perform.

Mr Kark, Counsel for the GMC, opposed your application on the basis that
any evidence given by these witnesses would be either character evidence, or
evidence not specifically relating to the allegations in thé case. Mr Kark
submitted that the GMC’s case relates only to the care received by the twelve
patients that have been considered during this hearing.

The Panel has considered your application. It has had regard to your
submissions and those of Mr Kark. It has also noted the advice of the Legal
Assessor in relation to relevant evidence at the fact-finding‘ stage. The Legal
Assessor has advised that it may be helpful to consider separately the
proposed evidence as to good character and general medical skills on the one

hand, and Dr Barton’s examination practices on the other.
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Dealing with Dr Barton’s examination practices, the Panel notes that there are
specific allegations as to failures in her examination and assessment of twelve
patients. It appears that the proposed evidence does, in part, concern the
issue of patient examination by Dr Barton at GWMH during the period under

consideration.

It is not in dispute that Dr Barton assessed patients other than the twelve with
whom we are directly concerned. The Panel notes that the fact that Dr Barton
assessed other patients does not however, mean that she necessarily

~ assessed these twelve.

The Panel recognises that a large number of witneéses have already been
asked general background questions by all Counsel and by members of the
Panel. As you pointed out, there were questions for example, as to the safety
of the wards and Dr Barton’s interaction with relatives. It would appear to be
inconsistent if evidence on such issues were now to be excluded. If adduced,
the proposed evidence might or might not assist the Panel in determining the
factual issues before it. The Panel will only be in a position to make such a

judgement, if it permits the evidence to be adduced.

As to evidence concerning the Doctor's good character and general medical
skills, the Panel recognises that such evidence can have no relevance to the
fact-finding process, and the Panel notes your concessidn that such evidence
is not for the Panel to consider in relation to serious professional misconduct
under Rule 27(2)(ii). However, the Panel recognises that, for the reasons
given by the Legal Assessor, such evidence has already been elicited from
many witnesses. The Panel takes the view that it is well able to set aside
consideration of such evidence until the appropriate stage is reached, and’
that it would be wrong and unnecessary to require witnesses to return on a

second occasion to give such evidence.

It is on this basis that the Panel has determined to accede to your application.
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nouth, tranquillisation and emergency
t mania, 5-20 mg repeated every 4-8
necessary (elderly, initially half adult
ILD, 0.5—1 mg daily

scular injection, up to 10 mg repeated
5 hours if necessary (elderly, initially
dose); CHILD, 0.5-1 mg daily

ous injection, 5-15 mg repeated every
if necessary (elderly, initially half adult

iemotherapy-induced nausea and vomi-
ntramuscular or intravenous injection,
30 minutes before starting therapy, fol-
continuous intravenous infusion 'of 1-
©or 1=5mg by intramuscular or intra-
Jection every 1-6 hours as necessary;
intramuscular or intravenous injection,
srograms/kg

itiem, by intramuscular injection, up to
. ites before operation; CHILD 200
grams/kg

® (Janssen-Cilag)

llow, scored, droperido! 10 mg. Net

ab pack =£12.30. Label: 2

I, sugar-free, droperidol 1 mg/mL. Net
-mL pack (with graduated cap) = £4.47;
ack = £21.25. Label: 2

Iroperidol 5 mg/mL. Net price 2-mL

D : ’ .

TIXOL

ol)

s: schizophrenia and other psychoses,

ly with apathy and withdrawal but not

psychomotor hyperactivity; depression,

34 :
Contra-indications; Side-effects:
Cl' promazine Hydrochloride but less
exuapyramidal symptoms more fre-

‘% of patients); avoid in senile confu-

ites, excitable and overactive patients;
(section 9.8.2)

chosis, initially 3-9mg twice daily

according to the response; max. 18 mg

)ERLY (or debilitated) initially quarter to
dose; CHILD not recommended

m, see section 4.3.4

‘Lundbeck)

llow, s/c, flupentixol 3 mg (as dihydro-
Net price 20 = £3.14. Label: 2

ction (flupentixol decanoate): section

pdl UL ULl |y uy DU VALVl dliu aaaudidg, ale
more frequent; avoid in depression

'Dose: schizophrenia and other psychoses, mania,

initially 2.5-10mg daily in 2-3 divided doses,
adjusted according to response to 20mg daily;
doses above 20 mg daily (10 mg in elderly) only
with special caution; CHILD not recommended
Short-term adjunctive management of severe
anxiety, psychomotor agitation, excitement, and
violent or dangerously impulsive behaviour, ini-
tially 1 mg twice daily, increased as necessary to
2 mg twice daily; CHILD not recommended

Moditen® (Sanofi Winthrop)

Tablets, all s/c, fluphenazine hydrochloride 1 mg
(pink), net price 20 = £1.06; 2.5 mg (yellow), 20 =
£1.33; 5Smg, 20 =£1.77. Label: 2

Modecate® '

Section 4.2.2

HALOPERIDOL

Indications: see under Dose; motor tics, section
493

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride but less
sedating, and fewer antimuscarinic or hypoten-
sive symptoms; pigmentation and photosensit-
ivity reactions rare. Extrapyramidal sympjoms,
particularly dystonic reactions and akathisia are
more frequent especially in thyrotoxic patients.
Rarely weight loss. Avoid in basal ganglia disease

Dose: by mouth,
Schizophrenia and other psychoses, mania, short-
term adjunctive management of psychomotor agi-
tation, excitement, and violent or dangerously
impulsive behaviour, initially 1.5-3 mg 2-3 times
daily or 3-5mg 2-3 times daily in severely
affected or resistant patients; in resistant schizo-
phrenia up to 100mg (rarely 120 mg) daily may
be needed; adjusted according to response to low-
est effective maintenance dose (as low as 5-10 mg
daily); ELDERLY (or debilitated) initially half adult
dose; CHILD initially 25-50 micrograms/kg daily
(in 2 divided doses) to a max. of 10mg; adoles-
cents up to 30 mg daily (exceptionally 60 mg)
Short-term  adjunctive management of severe
anxiety, adults 500 micrograms twice daily; CHILD
not recommended
Intractable hiccup, 1.5 mg 3 times daily adjusted
according to response; CHILD not recommended

By intramuscular injection, 2-10mg, subsequent
doses being given every 4-8 hours according to
response (up to every hour if necessary) to total
max. 60mg; severely disturbed patients may
require initial dose of up to 30 mg; CHILD not rec-
ommended
Nausea and vomiting, 0.5-2 mg

Haloperidol (Non-proprietary)
Tablets, haloperidol 1.5 mg, net price 20 = 84p;
5mg, 20 = £2.48; 10mg, 20 = £4.73; 20mg, 20 =
£8.66. Label: 2

GMC101012-0044
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Dozic® (Rosemont)

Oral liquid, sugar-free, haloperido! { mg/mL. Net
price 100-mL pack = £7.65. Label: 2

Haldol® (Janssen-Cilag)

Tublets, both scored, haloperidol 5 mg (blue), net
price 20 = £1.65; 10 mg (yellow), 20 = £3.21.
Label: 2

Oral liquid, sugar-free, haloperidol 2 mg/mL. Net
price 100-mL pack (with pipette) = £5.08. Label:
2

Injection, haloperidol 5 mg/mL. Net price 1-mL
amp = 33p '

Depot injection (haloperidol decanoate): section
422

Serenace® (Baker Norton)

Capsules, green, haloperidol 500 micrograms. Net
price 20 = 65p. Label: 2

Tablets, haloperidol 1.5 mg, net price 20 = £1.16:
5 mg (pink), 20 = £3.27; 10 mg (pale pink), 20 =
£5.87; 20 mg (dark pink), 20 = £10.58. Label: 2

Orul liquid, sugar-free, haloperidol 2 mg/mL. Net
price 100-mL pack = £8.77. Label: 2

Injection, haloperidol S mg/mL, net price 1-mL
amp = 59p; 10 mg/mL, 2-mL amp = £2.03

4.2.1 Antipsychotic drugs

LOXAPINE

Indications: acute and chronic psychoses

Cautions; Contra-indications: see under Chlor-
promazine Hydrochloride; porphyria (section
9.8.2) :

Side-effects: see under Chlorpromazine Hydro-
chloride; nausea and vomiting, weight gain or
loss, dyspnoea, ptosis, hyperpyrexia, flushing and
headache, paraesthesia, and polydipsia also
reported

Dose: initially 20-50 mg daily in 2 divided doses,
increased as necessary over 7-10 days to 60—
100 mg daily (max. 250 mg) in 2-4 divided doses,
then adjusted to usual maintenance dose of 20-
100 mg daily; CHILD not recommended

Loxapac® (Lederle)

Capsules, loxapine (as succinate) 10 mg (yeliow/
green), net price 100-cap pack = £9.52; 25 mg
(light green/dark green), 56-cap pack = £10.67;
50 mg (blue/dark green), 100-cap pack = £34.27.
Label: 2

METHOTRIMEPRAZINE

(Levomepromazine)

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride but
more sedating
ELDERLY. Risk of postural hypotension particularly in
patients over 50 years—not recommended for ambulant
patients over 50 years unless risk of hypotensive reac-
tion has been assessed

Dose: by mouth, schizophrenia, initially 25-50 mg
daily in divided doses increased as necessary:
bedpatients initially 100-200 mg daily usually in
3 divided doses, increased if necessary to lg
daily; ELDERLY, see Cautions
Adjunctive treatment in palliative care (including
management of pain and associated restlessness,
distress., or vomiting), 12.5-50mg every 4-8
hours

GMC101012-0045

By intramuscular injection or by intravenous
injection (by intravenous injection after dilution
with an equal volume of sodium chloride 0.9%
injection), adjunct in palliative care, 12.5-25mg
(severe agitation up to 50 mg) every 6-8 hours if
necessary

By continuous subcutaneous infusion, adjunctin
palliative care (via syringe driver), diluted in a
suitable volume of sodium chloride 0.9% injec-
tion, see Prescribing in Palliative Care, p. 13;
CHILD (experience limited), 0.35-3 mg/kg daily

Nozinan® (Link)
Tablets, scored, methotrimeprazine maleate 25 mg,
Net price 20 = £3.57. Label: 2
Injection, methotrimeprazine hydrochloride
25mg/mL. Net price {-mL amp = £1.94

OXYPERTINE

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride, but
extrapyramidal symptoms may occur less fre-
quently. With low doses agitation and hyperactiv-
ity occur and with high doses sedation.
Occasionally photophobia may occur

Dose: schizophrenia and other psychoses, mania,
short-term adjunctive management of psychomotor
agitation, excitement, and violent or dangerously
impulsive behaviour, initially 80-120 mg daily in
divided doses adjusted according to the response;
max. 300 mg daily; CHILD not recommended
Short-term  adjunctive management of severe
anxiety, initially 10mg 3-4 times daily preferably
after food; max. 60 mg daily; CHILD not recom-
mended

Oxypertine (Sanofi Winthrop)
Cupsules, oxypertine 10 mg. Net price 20 = £2.12.
Label: 2
Tublets, scored, oxypertine 40 mg. Net price 20 =
£6.64. Label: 2

PERICYAZINE

(Periciazine)

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride, but
more sedating; hypotension commonly occurs
when treatment initiated

Dose: schizophrenia and other psychoses, initially
75 mg daily in divided doses increased at weekly
intervals by steps of 25 mg according to response:
usual max. 300 mg daily (elderly initially 15-
30 mg daily)
Short-term adjunctive management of severe
anxiety, psychomotor agitation, and violent or
dangerously impulsive behaviour, initially 15-
30mg (elderly 5-10mg) daily divided into 2
doses, taking the larger dose at bedtime, adjusted
according to response

CHILD (severe mental or behavioural disorders
only), initially, 500 micrograms daily for 10-kg
child, increased by 1 mg for each additional 5 kg
to max. total daily dose of 10mg; dose may be
gradually increased according to response but
maintenance should not exceed twice initial dose
INFANT under 1 year not recommended

et



Dose: 0.25—1.5 mg daily in divided doses, adjusted
according to the response; ELDERLY (or debili-
tated) initially half adult dose; CHILD not recom-
mended

Anquil® (Janssen-Cilag)
Tablets, benperidol 250 mictograms. Net price
100-tab pack = £26.13. Label: 2

DROPERIDOL.

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Haloperidol.

Dose: by mouth, tranquillisation and emergency
control in mania, 5-20 mg repeated every 4-8
hours if necessary (elderly, initially half adult
dose); CHILD, 0.5-1 mg daily

By intramuscular injection, up to 10mg repeated
every 4-6 hours- if necessary (elderly, initially
half adult dose); CHILD, 0.5~1 mg daily -

By intravenous injection, 5~15mg repeated every
4-6 hours if necessary (elderly, initially half adult
dose)

Cancer chemotherapy-induced nausea and vomi-
ting, by intramuscular. or intravenous injection,
1-10mg 30 minutes before starting therapy, fol-
lowed by continuous intravenous infusion of 1-
3Img/our or 1-5mg by intramuscular or intra-
venous injection every 1-6 hours as necessary;
CHILD by intramuscular or intravenous injection,
20-75 micrograms/kg

Premedication, by intramuscular injection, up to
‘10mg 60 minutes before operation; CHILD 200
500 micrograms/kg

Droleptan® (Janssen-Cilag)

Tablets, yellow; scored, droperidol 10 mg. Net
price 50-tab pack = £12.30. Label: 2

Oral liquid, sugar-free, droperidol 1 mg/mL.. Net
price 100-mL pack (with graduated cap) = £4.47;
500-mL pack = £21.25. Label: 2

Injection, droperidol 5 mg/mL. Net price 2-mL
amp = 90p

FLUPENTHIXOL

(Flupentixol) '

Indications: schizophrenia and other psychoses,
particularly with apathy and withdrawal but not
mania or psychomotor hyperactivity; depression,
section 4.3.4

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride but less
sedating; extrapyramidal symptoms more fre-
quent (25% of patients); avoid in senile confu-
sional states, excitable and overactive patients;
Porphyria (see section 9.8.2)

Dose; psychosis, initially 3-9mg twice daily
adjusted according to-the response; max. 18 mg
daily; ELDERLY (or debilitated) initially quarter.to

f adult dose; CHILD not recommended
Depression, see section 4.3.4

Beplxof® (Lundbeck)

T“ble'ts, yellow, s/c, flupenthixol 3 mg (as dihydro-
thloride). Net price 20 = £2.85. Label: 2

gozt injection (flupenthixol decanoate): section
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Fluanxol® [FoM] (depression), see section 4.3.4

FLUPHENAZINE HYDROCHLORIDE

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride, but
less sedating and fewer antimuscarinic or hypo-
tensive symptoms; extrapyramidal symptoms,
particularly dystonic reactions and akathisia, are
more frequent; avoid in depression

Dose: schizophrenia and other psychoses, mania,
initially 2.5-10mg daily in 2-3 divided doses,
adjusted according to response to 20mg daily;
doses above 20 mg daily (10mg in elderly) only
with special caution; CHILD not recommended
Short-term  adjunctive. management of . severe
anxiety, psychomotor agitation, excitement, and
violent or dangerously impulsive behaviour, ini-
tially 1 mg twice daily, increased as necessary. to
2 mg twice daily; CHILD not recoramended

Moditen® (Sariofi Winthrop)

Tablets, all s/c, fluphenazine hydrochloride 1 mg
(pink), net price 20 = £1.06; 2:5 mg (yellow), 20 =
£1.33; 5mg, 20 = £1.77. Label: 2

Depot injections (fluphenazine decanoate): section
422

HALOPERIDOL

Indications: see under Dose; motor tics, section
493 ’ . :

Cautions; Contra-indications;; Side-effects:

see under Chlorpromazine Hydrochloride but less
sedating, and fewer antimuscarinic or hypoten-
sive symptoms; pigmentation and- photosensit-
ivity reactions rare. Extrapyramidal symptoms,
particularly dystonic reactions and akathisia are
more frequent especially in thyrotoxic patients.
Rarely weight loss. Avoid in basal ganglia disease
Dose: by mouth, o
Schizophrenia and other psychoses, mania, short-
term adjunctive management of psychomotor agi-
tation, excitement, and violent or dangerously
impulsive behaviour, initially 1.5-3 mg 2-3 times
daily or 3-5mg 2-3 times daily in severely
affected or resistant patients; in resistant schizo-
phrenia up to 100 mg (rarely 120 mg) daily may
be needed; adjusted according to response to low-
est effective maintenance dose (as low as 5-
10 mg daily), ELDERLY (or debilitated) initially
half ~adult dose; CHILD initially 25-
50 micrograms/kg daily (in 2 divided- doses) to a
max. of 10mg; adolescents up to 30mg daily
(exceptionally 60 mg) '
Short-term adjunctive management of severe
anxiety, - adults 500 micrograms twice . daily;
CHILD not recommended
Intractable hiccup, 1.5mg 3 times daily adjusted
according to response; CHILD not recommended

By intramuscular injection, 2-10mg, subsequent

doses being given every 4-8 hours according to
response (up to every hour if necessary) to total
max, 60mg; severely disturbed patients may
require initial dose of up to 30 mg; CHILD not rec-
ommended

Nausea and vomiting, 0.5-2 mg
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General
Medical
Council

Regulating doctors
Ensuring good medical practice

Fitness to Practise Panel
Session beginning 8 June 2009
Dr Jane Ann BARTON
Determination of application to admit evidence of a withess who has been
present during the proceedings
17 July 2009

Mr Jenkins

The Panel has considered your application to adduce evidence on behalf of Dr Barton
which relates principally to the credibility of an earlier witness called by the GMC, Mrs
Shirley Hallmann. You stated that “She is the nurse and the only one who has
suggested that she had concerns about the use of syringe drivers and diamorphine
during the time with which ydu are concerned.”

You seek to bring contradictory evidence before the Panel in the form of testimony from
Ms Betty Woodland, the nurse representative, who has been present in the public
gallery for a large number of days of this hearing. In addition, you also propose to
adduce evidence from Ms Woodland as to the general character and skills of Dr Barton,
what Ms Woodland knew of the 1991 debate over the use of opiates, and finally
evidence concerning unrelated dealings Ms Woodland had with Nurse Hallmann and
which you say would go to Nurse Hallmann’s credibility.

The Panel has in mind Rule 50(5) of the General Medical Council Preliminary
Proceedings Committee and Professional Conduct Committee (Procedure) Rules 1988
which states:

“Without leave of the Committee no person (other than a party to the
proceedings) shall be called as a witness by either party in proceedings before
the Professional Conduct Committee unless he has been excluded from the

proceedings until he is called to give evidence”.



GMC101012-0048

The Panel has had regard to the evidence of Nurse Hallmann in relation to her claimed
concern over the use of opiates, in particular the use of syringe drivers. The Panel has
also had regard to exhibit D3 ‘Notes of the meeting between Dr Jane Barton and
Rosemary Salmond, Investigating Officer, on Friday 7 April’ and to Dr Barton’s own
evidence in chief.

The Panel notes that this additional evidence is corroborative of Nurse Hallmann’s

testimony as to her concern over the use of opiates at the time in question.

Accordingly, it appears to the Panel that this is a settled issue. In the circumstances, the
Panel does not find that it would be helped by hearing from Ms Woodland as to what
issues had or had not been discussed by her and Nurse Hallmann when preparing the
harassment complaint and the Panel does not find that the reception of such evidence
is desirable in the face of Rule 50(5).

So far as the other matters of evidence which you wished to adduce are concerned, the
Panel has considered whether those are collateral to the real issues of the case or
whether they have an importance which would make it desirable to admit them at this
stage regardiess of Rule 50(5).

So far as testimony to the general skills and character of Dr Barton are concerned, the
Panel has already received considerable evidence and may well hear more from other
witnesses who have not been present during the proceedings. The significance of this
evidence is not such as to make it desirable for the Panel to receive it regardless of
Rule 50(5).

Similarly, the Panel has received a great deal of evidence, both oral and written, as to
the circumstances of the 1991 debate. The recollection of Ms Woodland is not
something which the Panel feel would be likely to add to its understanding of the matter.
It follows that the Panel does not take the view that such evidence is of sufficient
significance to make its reception desirable in the face of Rule 50(5).

Finally, you alluded to testimony connected with an unrelated collateral matter which it

is said would reflect on the credibility of Nurse Halimann. The Panel sees no value in
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receiving this testimony since Nurse Hallmann’s evidence on the subject of opiate
concerns is already corroborated by other evidence.

In all the circumstances, this application is denied.
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168 4.2.1 Antipsychortic drugs

Hatoperidol (Non-proprietary)

Tablets, haloperidol 1.5 mg, net price 20 = 84p;
5mg, 20 =£2.62; 10mg, 20 = £4.82; 20 mg, 20 =
£8.76. Label: 2

Dozic® (Rosemont)

Oral liquid, sugar-free, haloperidol 1 mg/mL. Net

price 100-mL pack = £7.65. Label: 2
Haldol® (Janssen-Cilag)

Tablers, both scored, haloperido} 5 mg (blue), net
price 20 = £1.65; 10mg (yellow), 20 = £3.21.
Label: 2

Oral liguid, sugar-free, haloperidol 2 mg/mL. Net
price 100-mL pack (with pipette) = £5.08. Label:

2

Injection, haloperidol 5 mg/mL. Net price 1-mL
amp = 33p; 2-mi. amp = 62p

Depot injection (haloperidol decanoate): section
422

Serenace® (Baker Norton)

Capsules, green, haloperidol 500 micrograms. Net
price 20 = 65p. Label: 2

Tablets, haloperidol 1.5mg, net price 20 = £1.16;
Smg (pink), 20 = £3.27; 10 mg (pale pink}, 20 =
£5.87; 20 mg (dark pink), 20 = £10.58. Label: 2

Oral liguid, sugar-free, haloperidol 2 mg/mL. Net
price 100-mL pack = £8.77. Label; 2

Injection, haloperidol 5 mg/mlL., net price I-mL
amp = 59p; 10 mg/mL, 2-mL amp = £2.03

LOXAPINE

Indications: acute and chronic psychoses

Cautions; Contra-indications: sec under Chlor-
promazine Hydrochloride: porphyria (section
9.8.2) .

Side-effects: see under Chlorpromazine Hydro-
chioride; nausea and vomiting, weight gain or
loss, dyspnoea, ptosis, hyperpyrexia, flushing and
headache, paraesthesia, and polydipsia also
reported

Dose: initially 20-50 mg daily in 2 divided doses,
increased as necessary over 7-10 days to 60—
100 mg daily (max. 250 mg) in 2-4 divided doses,
then adjusted to usual maintenance dose of 20~
100 mg daily; CHILD not recommended

Loxapac® (Lederle)
Capsules, loxapine (as succinate) 10 mg (yellow/
green), net price 100-cap pack = £9.52: 25 mg
(light green/dark green), 100-cap pack = £19.05;

50 mg (blue/dark green), 100-cap pack = £34.27.
Iabel: 2

METHOTRIMEPRAZINE

(Levomepromazine)

Indications: sce under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride but
more sedating

ELDERLY. Risk of postural hypotension particularly in
patients over 50 years—not recommended for ambulant
patients over S50 years unless risk of hypotensive reac-
tion has been assessed

Dose: by mourh, schizophrenia, initially 25-50 mg
daily in divided doses increased as necessary;
bedpatients initially 100-200 mg daily usually in
3 divided doses, increased f necessary to g

Adjunctive treatment in palliative care (includip,

management of pain and associated restlessneg
distress, or vomiting), 12.5-0mg every 43

hours

By intramuscular injection or by intravenous
injection (by intravenous injection after dilution
with an equal volume of sodium chloride 0.9%
injection), adjunct in palliative cire, 12.5-25m
(severe agitation up to 50 mg) every 6-8 hours if
necessary

By continuous subcutaneous infusion, adjunct in
palliative care {via syringe driver), 25-200 mg
daily (over 24-hour period), diluted in a suitable
volume of sodium chloride 0.9% injection; CHILD
(experience limited), 0.35~3 mg/kg daily

Nozinan® (Link)
Tablets, scored, methotrimeprazine maleate 25 mg.
Net price 20 = £3.57. Label: 2
Injection, methotrimeprazine hydrochloride
25 mg/mL. Net price 1-mL amp = £1.94

OXYPERTINE

Indications: see under Dose

Cautions; Contra-indications; Side-effects:
see under Chlorpromazine Hydrochloride, but
extrapyramidal symptoms may occur less fre-
quently. With low doses agitation and hyperactiv-
ity occur and with high doses sedation.
Occasionally photophobia may occur

Dose: schizophrenia and other psychoses, mania.
short-term adjunctive management of psychomo-
tor agitation, excitement, and violent or danger-
ously impulsive behaviour, initially 80-120mg
daily in divided doses adjusted according to the
response: max. 300 mg daily: CHILD not recom-
mended

Short-term  adjunctive management of severe
anxiety. initially 10 mg 34 times daily preferably
after food; max. 60 mg daily. CHILD not recom-
mended

Oxypertine {Sanofi Winthrop)
Capsules, oxypertine 10 mg. Net price 20 = £2.12.
Label: 2

Tablets, scored, oxypertine 40 mg. Net price 20 =
£6.64. Label: 2

PERICYAZINE

(Periciazine)

Indications: see under Dose

Cautions; Contra-indications; Side-effects:

see under Chlorpromazine Hydrochloride, but

more sedating; hypotension commonly occurs
when treatment initiated

Dose: schizophrenia and other psychoses, initially

75 mg daily in divided doses increased at weekly
intervals by steps of 25 mg according to response:
usual max. 300mg daily (elderly initially 15~
30 mg daily)

Short-term adjunctive management of severe
anxiety, psychomotor agitation, and violent or
dangerously impulsive behaviour, initially 15-
30mg (elderly 5-10mg) daily divided into 2
doses, taking the larger dose at bedtime, adjusted
according to response

CHILD (severe mental or behavioural disorders
daily: ELDERLY, see Cautions

only), initially, 500 micrograms daily for 10-kg

-
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471 Non-opioid analgesics

PARACETAMOL
(Acetaminophen)

Indications: mild 1o maderate pain, pyrexia
Cautions: hepatic and renal impainment, aleohol dep-
endence; interactions: Appendix | (paracetamol)
Side-effects: side-cflects rare, bul rashes, blood
disorders; acute pancreatitis reported after pro-
longed usc; important: liver damage {and less
frequently renul damage) following overdesage.

see Emergency Treatment of Poisoning, p. 20
Dose: by mouth, 0.5-1 g every 4-6 hours to a max.
of 4g daily; CHILD 2 months 60mg for post-
immunisation pyrexia; otherwise under 3 onths
(on doctor’s advice only), 10mg/kg (Smg/kg if
jaondiced); 3 months-1 yeur 60-120mg, 1-5
years 120-250 mg, 612 years 250-500 mg; these
doses may be repeated every 4-6 hours when nec-
essary (max. of 4 doses in 24 hours)
For full Joint Commitiee on Vaccination and
Immunisation recammendation on post-immuni-
sation pyrexia, see section 14.1
Rectal route, see below

Paracetamel (Non-proprictary)

Tublets-BeM), paracetamol 500 mg. Net price 20
= 11p. Label: 29. 30

Available from APS, Cox, Norton. Sterting Health
(Panadol® [pEeS]y

Soluble Tablets (= Dispersible tablets) {Pom}?,
paracetamol 500 mg. Net price 60-tab pack =
£2.32.Label: 13, 29, 30

Available from Sterling Health (Punadol Soluble® B¥S])

Paediatric Soluble Tablets (= Pacdiatric dispersi-
ble tablets), paracetamol 120 mg. Net price 24-tab
pack = 82p. Label: 13, 30

Available from R&C (Disprof® Soluble
Paracetamol [BHS])

Paediatric Oral Solution (= Paediatric Elixir),
paracetamol 120 mg/5 mL. Net price 100 mL =
30p. Label: 30
Note. Sugar-free versions are available and cuan be
ordered by specitying “sugar-tree” on the prescription.

Available from Berk, Norton, Rosemont
(Paldesic® D8)y. Wallace Mig (Salzone® D51y

Oral Suspension 120 mg/5 mL (= Paediatric Mix-
ture), paracetamol 120 mg/5 mL. Net price
100 mL = 43p. Label: 30
Note. BP directs that when Paediatric Paracetamol Oral
Suspension or Pacdiatric Paracetamol Mixture is pre-
seribed Paracetamol Oral  Suspension  120mg/5 mL
should be dispensed; sugar-free versions can be ordered
by specitying “sugar-tree’ on the prescription

Availuble from Cupal (Medinol® Paediatric, sugar-free),
Norton. R&C (Disprol® Paediatric, sugar-free), Rose-
mont (Puldesic®), Sterling Health (Panudol®, sugar-
free), Warner Lambert (Calpol® Paediatric, Calpol®
Puacdiatric sugar-free)

Oral Suspension 250 ing/5mL (= Mixture), para-
cetamol 250 mg/S mL. Net price 100 mL = 75p.
Label: 30

Available from Cupal (Medinal® Over 6 {&#131), Hill-
cross. Rosemout (Paldesic®), Warner Wetlcome (Cul-
pol® 6 Plus (BES])

Suppositories, paracetamol 60 mg, net price 10=
£9.96; 123 mg, 10=£11.50,250mg, 10= £23.00;
500 mg, 10 = £9.90. Label: 30
Dose: by sectum, ADULT and CHILD over 12 years 0.5-

1 g up 10 4 times daily, CHILD 1-5 years 125-250 mg, 6—
12 years 250-500mg
Avuilable from Astra (Ahvedon®, 60 mg, 123 mg.
250 mg). Aurum (120 mg, 240mg. 500 mg)

B Co-wudamol 8/500 :
When co-codamol tablets, dispersible (or effervescent)
tablets, or capsules are prescribed and no strengthis:
stated Lablets, dispersible (or etfervescent) tablets, or capr
sules, respectively. containing codeine phosphate 8mg and
paracesasnol 500 mg should be dispensed. )
Co-codamol 8/500 [PeM]? (Non-proprietary)
]

Tablets, co-codamol 8/500 (codeine phosphate
8 mg, paracetamol 500 mg) Net price 20.527p. =
Label: 29, 30 . :
Dose: 1-2 tablets every 4—6 hours; max. § tablets daily;
CHILD 612 years Y2—} lablet ok

Available from APS, Cox, CP, Galen, (Parake® BESD), .
Generics, Norton, Sterling Health (Panadeine® PNy

Effervescent or dispersible tablets, co-codamol |
500 (codeine phosphate 8 mg, paracetamol
500 mg). Net price 20 = 70p. Label: 13, 29,30
Dose: 1-2 ablets in water every 4-6 hours, max. 8 tab-
lets daily: CHILD 6-12 years v3-1 tablet, max 4 daily -

Available from Roche Consumer Health .
(Puracodol® BEE]), Sterwin
Note. The Drug Taritf allows tablets of co-codanio]
labelled ‘dispersible’ to be dispensed against an ordef.
for "effervescent’ and wvice versd .
Capsules, co-codamol 8/500 (codeine phosphate ..
8 mg, paracetamol 500 mg). Net price 30 = £2.14 ]
Label: 29, 30 R
Dose: 1-2 capsules every 4 hours; max. § capsules daily, *
Available from Roche Consumer Health AR
(Puracodol® BE5])

® Co-codamol 30/500 S
When co-codamol tablets, dispersible {or effervescent):

tablets, or capsules are prescribed and no strength k5
stated tablets, dispersible (or effervescent) tablets, or cdp- -
sules, respectively, containing codeine phosphate 8mgand
paracetamol 500 mg should be dispensed {sce preparations

above). LR
See warnings and notes on p. 198 (important: special care.
in elderly—reduce dose)

Co-codamol 30/500 (Non-proprietary}
]

Tablets, co-codamol 30/500 (codeine phosphate
30 mg, paracetamot 500 mg), net price 100-tab ="
pack = £7.53. Label: 2, 29,30 ;
Duse: 1-2 tableis every 4 hours; max. 8§ tablets daily;’
CHILD not recommended

Available from CP

Kapake® (Galen) [ | Coe

Tablets, scored, co-codamol 30/500 (codeine ph
phate 30 mg, paracetamol 500 mg). Net price 30+
tab pack = £2.26 (hosp. only), 100-tab pack = .
£7.53. Label: 2, 29, 30
Dose: 1-2 tablets every 4 hours; max. 8 tablets dail
CHILD not recommended R S

Capsules, co-codamol 30/500 (codeine phosphate:
30 mg, paracetamol 500 mg), net price 100-cap
pack = £7.53. Label: 2, 29, 30 '

Dose: 1-2 capsules every 4 hours; max. 8 capsules.
CHILD not recommended g

1. May be sold to the public provided packs contain ng :
more than 32 capsules or tablets: pharmacists can schl
muliiple packs up to a total quantity of 100 capsules
tablets in justifiuble circumstances; for details see 2
cines. Ethies und Practice, No. 22, London, Pharma-:
ceutical Press. 1999 (and subsequent editions as’
available) o

2. May be sold to the public under certain circumstaf
for exemptions see Mcdicines. Ethics and Practice,
22, London, Pharmaceutical Press, 1999 (and subse<
quent editions as available) p

Sachers (Kapake Insis®), co-  amol 30/500 (cod-
eine phosphate 30 mg, paracetamot 500 mg), net
price 100-sachet pack = £8.53. Label: 2, 13, 29,
30
Dose: 1-2 sachets every 4 hours: max. 8 sachets daily:
CHILD not recommiended

Soipadol® (Sanofi Winthrop) ]

Caplets (= 1ablets), co-codamol 30/500 (codeine
phosphate 30 mg, paracetamol 500 mg). Net price
100-tab pack = £7.90. Label: 2, 29, 30
Dose: 2 tablets every 4 hours; max. 8 daily; CHILD not
recommended

Capsules, grey/purple, co-codamol 30/500 (cod-

__eine phosphate 30 mg, paracetamol 500 mg). Net
price 100-cap pack = £7.90. Label: 2, 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
daily; CHILD awt recommended

Effervescent tablets, co-codamol 30/500 {codeine
phosphate 30 mg, paracetamol 500 mg). Contains
18.6 mmol Nu*/tablet; avoid in renal impairment.
Net price 100-tab pack = £9.48. Label: 2, 13, 29,
30
Dose: 2 wblets in water every 4 hours: max. 8§ daily:
CHILD not recommended

Tyiex® (Schwarz) ]

Capsules. co-codamol 30/500 (codeine phosphate
30 mg, paracetamol 500 mg). Net price 100-cap
pack = £8.60. Label: 2, 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
.daily; CHILD not recommended

Effervescent tablets, co-codamol 30/500 (codeine

. phosphate 30 mg, paracetainol 500 mg). Contains
13.6 mmol Nat/tablet; avoid in renal impairment.
Net price 90-tab pack = £8.53. Label: 2, 13,29,
30
Note. Conluints aspartarne 25 mg/tablel (see section 9.4.1)

Dose: 12 tablets in water every 4 hours; max. 8 tablets
daily; CHILD not recommended

® Co-codamol 60/1000
See warnings and notes on p. 198 (important: special care
in ciderly—reduce dose)
Kapake® (Galen) [
Sachets (Kapake Insis®), co-codamot 60/1000
+(codeine phosphate 60 mg, paracetamol 1 g), net
-price 50-sachet pack = £8.53. Label: 2, 13, 30
Dose: 1 sacbet every 4 bours; max. 4 sachets daily;
* CHILD not recommended

l With methionine (co-methiamol)

A mixture of methionine and paracetamol; methionine has
10 dnalgesic activity but may prevent paracetamol-induced
liver toxicity if overdose taken

Pﬁadote® (Peun)

" Tablets. f/c, co-methiamol 100/500 (DL-methion-

- ine 100 mg, paracetamol 500 mg). Net price 24-

.. tab puck = £1.05, 96-1ab pack = £2.77. Label: 29,

<30
*“Dose: 2 1ablels every 4 hours; max. 8 tablets daily;
HILD 12 years and under, not recommended

il denotes preparations that are considered to
less suitable for prescribing (see p. vi)

¢ st
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471 Non-cpidic

W With dihydrocodeine tartrate 10 mg
See notes on p. 198
Co-dydramol (Non-proprictary) Fot] Lt
Tublets, scored. co-dydramol 10/500 (dihydrocod-
cine tartrate 10 mg. paracetamol 300 mg). Net
price 20 = 31p. Label: 21, 29, 30
Dose: 1-2 tablets every 4-6 hours: max. § tablets daily:
CHILD not recommended
Available from APS, Cox, CP, Galen (Galake® [B5]),
Generics, Norton, Sterwin
When co-dydramo) tablets  are prescribed and no
strength is stuted tablets containing dihydrocodcine tar-
trate 10myg and paracetamol 500mg should be dis-
penscd.
Note. Tablets containing paracctamol 500mg  and
dihydrocodeine 7.46 mg (Pararmol® B are on sale to
the public. The name Paramot®was formerly applied 0
a brand of co-dydramot tablets

® With dihydrocodeine tartrate 20 or 30 mg
See wanings and notes on p. 198 (important: special care
in etderly—reduce dose)
Remedeine® (Napp) (|
Tublets, paracetamol 500 mg, dihydrocodeine tar-
wrate 20 mg. Net price 112-tab pack = £12.21.
Label: 2,21, 29,30
Dose: 1-2 tablets every 4-6 hours; max. 8 tblets daily;
CHILD not recommended
Effervescent 1ablets. paracetamol 500 mg. dihydro-
codeine tartrate 20 mg. Contains 15.2 mmol Na*/
tublet; avoid in renal impairment. Net price 56-
tab pack = £7.39. Lubel: 2, 13,21, 29, 30
Dose: 1-2 tablets every 4-6 hours; max. 8 tablets duily:
CHILD not reconunended
Forte tablets, paracetumol 500 mg, dihydrocod-
cine tartrate 30 mg. Net price 56-tab pack = £7.54.
Label: 2, 21.29,30
Dose: 1-2 tablets every 4-6 hours; max. 8 tablets duily:
CHILD not recommended
Forte effervescent tablets. paracetamol 500 mg,
dihydrocodeine tantrate 30 mg. Containg
15.2mmol Na*/usblet; avoid in renal impairment.
Net price S6-tab pack = £9.15. Label: 2. 13. 21
29,30
Dose; 1-2 wblets exery -6 hours; max. § tablets daily:
CHILD not reconunended

B Other compound preparations
See warnings and notes on p. 198 (important: special cure
in elderly—reduce dose)
Co-proxamol (Non-proprietary) |
Tablets, co-proxamol 32.5/325 (dextropropoxy-
phene hydrochloride 32.5 mg, paracetamol
325 ng). Net price 20 = 23p. Label: 2, 10 patient
information leaflet (if available), 29, 30
Dose: 2 tablets 3~4 times daily: max. 8 tablets daily,
CHILD not recommended
Available from APS, Berk. Cox (Cosalgesic® BES]),
Dista (Distatgesic® BE3)), Nonon, Sterwin
When co-proxamol tablets are prescribed and no
strength is stated tblets containing dextropropoxyphene
hydrochioride 32.5 mg and paracetamol 325 mg should
be dispensed.
Fortagesic® (Sanofi Winthrop) Ll
Tublets. pentazocine 15 mg (as hydrochloride),
paracetamol 500 mg. Net price 100-tab pack =
£7.00. Label: 2,21. 29, 30
Dose: 2 tablets up to 4 times daily: CHItO 7-12 years 1
tablet every 4 hours, max. 4 tablets daily

et ot g e AWEven g A e o e et g
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200 4 7.1 Non-oploid analgesics

PARACETAMOL
{Acetaminophen)

Indications: mild 10 moderate pain, pyrexia
Cautions: hepatic and renal impairment, alcohol dep-
endence; interactions: Appendix I (paracetamol)
Side-effects: side-cfiects rare, but rashes, blood
disorders; acute pancreatitis reported after pro-
longed use; important: liver damage (and less
frequently renal damage) following overdosage.

see Emergency Treatment ot Poisoning, p. 20
Dose: by mouth, (.5-1 g every 4-6 hours to a max.
of 4g daily; CHILD 2 months 60mg for post-
immunisation pyrexia; otherwise under 3 months
(on doctor’s advice only), 10mg/ky (Smg/kg if
jaundiced); 3 months—1 year 60-120mg, 1-5
years 120-250 mg, 612 years 250~500 mg; these
doses may be repeated every 4-6 hours when nec-
essary (max. of 4 doses in 24 hours)
For full Joint Commitee on Vaccination and
Immunisation recommendation on post-immuni-
sation pyrexia, see section 14.1
Rectal route, see below

Paracetamol (Non-proprictary)

Tublets FaMl!, paracetamol 500 mg. Net price 20
= 11p. Labei: 29. 30

Available from APS, Cox, Norton, Sterling Health
(Panadol® ¥S])

Soluble Tublets (= Dispersible tablets)
paracetamol 500 mg. Net price 60-tab pack
£2.32. Label: 13,29, 30

Available from Sterling Health (Panadol Soluble® (il

Paediatric Soluble Tablets (= Paediatric dispersi-
ble tablets), paracetamol 120 mg. Net price 24-tab
pack = 82p. Label: 13, 30

Available from R&C (Disprol® Soluble
Paracetamol )

Paediatric Oral Solution (= Paediatric Elixir),
paracetamol 120 mg/5 mL. Net price 100 mL =
30p. Label: 30
Note. Sugar-free versions are available and can be
ordered by specifying ‘sugar-free’ on the prescription.

Available from Berk, Norton, Rosemont
(Paldesic® BEH), Wallace Mfy (Salzone® BHS))

Oral Suspension 120 mg/5 mL (= Paediatric Mix-
twre), paracetamol 120 mg/5 mL. Net price
100 mL = 43p. Label: 30
Note. BP directs that when Paediatric Paracetamol Oral
Suspension or Paediatric Paracetamol Mixture is pre-
seribed  Paracetamol - Oral  Suspension 120 mg/S mL
should be dispensed; sugar-free versions can be ordered
by specifying ‘sugar-free’ on the prescription

Available from Cupal (Medinol® Paediatric, sugar-free),
Norton. R&C (Disprol® Paediatric, sugar-free), Rose-
ot {(Paldesic®), Sterling Health (Panadal®, sugar-
free). Warner Lambert (Calpol® Paediatric. Calpol®
Puediatric sugar-free)

Oral Suspension 250 mg/5 mL (= Mixture), para-
cetamol 250 mg/5 mL. Net price 100 mL = 75p.
Label: 30

Availabie from Cupal {Medinol® Over 6 [BES1), Hill-
cross, Rosemont {Paldexic®), Warner Wellcome (Cal-
pol® 6 Plus [BHS])

Suppositories, paracelamol 60 mg, net price 10 =
£9.96; 125 mg. 10=£11.50: 250 mg, 10 = £23.00:
500 myg, 10 = £9.90. Label: 30
Dose: by rectium, ADULT and CHILD over 12 ycars 0.5-

1 g up to 4 times daily, CRILD 1-5 years 125-250 mg. 6
12 years 250-500 mg
Available from Astra (Afvedon®, 60 mg, 125 sag,
250 mg). Aurum (120 mg, 240 mg, 500 mg)

GMC101012-0052

4.7.1 Non-0pioia anaigasis 201

B Co-_vdamol 8/500 ' Suchers (Kapake Insts®), ccamol 30/500 (cod- B With dihydrocodeine tartrate [0 mg
When co-codamol tablets, dispersible (or effervescenty eine phosphate 30 mg, paracetamol 500 mg), net  See notes on p. 198
x.:l:ll:; (;rl ::upg‘lulcs .xgul ;Zresclr_ii_txd andr)n‘obfl:-engm 5.0 };gce 100-sachet pack = £8.53. Label: 2, 13,29, Co-dydramol (Non-proprictary) e
ska tablets, dispersibic (or € ervescent) tabiels, or Cap- i e ~ . . el
sules, respectively. containing codeine phosphate 8 mg and Dose: 12 sachets every 4 houss: i, 8 sachets daily; Tu_blel.\, scored, co dyz‘jrflmo'l 10/500 (dihy dr'ou)d
paracetamol 500 mg should be dispensed. R CHIALL:> o r:com;wn:lc)d ouxs; max, 8 sachets daily; eine !azl(‘l)rmg l10 x;jt'i) Pld";“;c‘;’;‘;]osoo mg). Net
v N o — abel:
Co-codamol 8/500 [FoMi2 (Non-proprietary) price 20 = 31p. Labei: 21, 27, v
e R Solpado|® (Sanofi Winthrop}) Ll Dose: 1-2 tablets every 4-6 hours: max. 8 tablets daily:
Tablets, co-codamol 8/500 (codeine phosphate Caplets (= tablets), co-codamol 30/500 (codeine AC*I*_"I-'E;lnolt' reco::r;ex;led o Gt Gtk
8 mg, paracetamol 500 mg) Net price 20.=27p phosphate 30 mg, paracetamol 500 mg). Net price (‘;:_"n:ni ﬁ:)nnon S:tero\:x.n . Galen (Galuke™ [BEES]),
Label: 29, 30 : - =f bel: . N
" 100-tab pack = £7.90. Label: 2, 29, 30 When co-dydramol tablets are prescribed and no

o: 1-2 tablets every 4 . m blets daite 7 :
?:IXCD l(»:l ;“::Z;:f/::?l:bg(ho““‘ max. § tablets duily Dose: 2 tablets every 4 hours; max. 8 daily; CHILD not strength is stated tablets containing dihydrocodeine tar-
- N y recommended trate {0 and paraceta 500 should be dis-

Available from APS, Cox, CP, Galen, (Parake® 8], r:nicd mg and paracetamol me should e dis
Capsules, grey/purple, co-codamol 30/500 (cod- ponsed.

Generics, Norton, Sterling Health (Panadeine® 598])° ; : 2 Note. Tablets containing paracctamol 500mg  and
Eﬁ.e”’es‘w" or dispersible tablets, co-codamol 8 ! eine phosphate 30mg, paracemmol 500 mg). Net ‘dih;(.lrocodci;e 7‘-46‘m '](Ftu'cpndnzl(: ) ;Are unlcsa!glm

500 (codeine phosphate 8 mg, paracetamol '/ : price 100-cap pack = £7.90. Label: 2, 29, 30 the public. The name I’iuranmlgwas formerly appiied 0

500 mg). Net price 20 = 70p. Label: 13,29, 30, e Dose: 1-2 capsules every 4 hours; max. 8 cupsules a brand of co-dydramot tablets

Dose: 1~2 tablets in water every 4-6 hours, max, 8 i) daily; CHILD not recommended

lets daily: CHILD 6-12 years V-1 tablet, max 4 daily Effervescent tablets, co-codamol 30/500 (codeine ™ With dibydrocodeine tartrate 20 or 30 mg
A"F'_“‘l“blf ["?Q;“';e SC"':;‘.’"‘“ Health . .* " phosphate 30 mg, paracetamol 500 mg). Contains ~ Se¢ warnings and notes on p. 198 (important: special care

(Paracodo - Sterwin © 18.6 mmol Na*/tablet; avoid in renal impairment. in elderly—reduce dosc)

Tylex® (Schwarz) [ | ?:::’D rl‘;l?.rtcag:;i:;?d‘k() hours; max. § tablets daily:
Capsules, co-codamol 30/500 (codeine phosphate  groryescent rablets, paracetamol 500 mg. dihydro-
30 mg, paracetamol 500 mg). Net price 100-cap codeine tartrate 20 mg. Contains 15.2 mmol Na/
pack = £8.60. Label: 2, 29, 30 tablet; avoid in renal impairment. Net price 56~

Label: 29, 30 :
Dose: 1-2 capsules every 4 hours; mux, § capsules daily
Available from Roche Consumer Health :
(Paracodol® F5))

Note. The Drug Tariff allows tablets of co-codamot .
ubelied ‘di:)pergible' © :le dispénzed against an onder. Net price 100-tab pack = £9.48. Label: 2, 13,29, Remedeine® (Napp) Ll —
for “effervescent’ and vice versa 30 Tublets, paracetamol 500 ing, dihydrocodeine tar- ;
Capsules, co-codamol 8/500 (codeine phosphate::' : Dose:?2 tablets in water every 4 hours; max. 8 daily; trate 20 mg. Net price 112-tab pack = £12.21. e
8 mg, paracetamol 500 mg). Net price 30 =£2.1 CHILD not recommended Label: 2, 21, 29, 30 g
=
<

|

® Co-codamol 30/500 : ‘7« Dose: 1-2 capsules every 4 hours; max. 8 capsules tab pack = £7.39. Label: 2, 13, 21, 29, 30
When co-codamol tablets, dispersible (or effexvescent} -~ -daily; CHILD not recommended Dose: 1-2 tablets every 4-6 hours; max. 8 tablets duily:
tablets, or capsules are prescribed and ne strength is i e e cocods 4t cH 5 ended ” ’ '
stated iablets. dispersible (or cffervescent) tablets, of cap- . Effervescent tablets, co-codamol 30/500 (cod‘,u'xc ILD not recommende: )

: . phosphate 30 mg, paracetamol 500 mg). Contains Forte tablets, paracetamol 500 mg, dihydrocod-

sules, respectively, containing codeine phosphate 8mg and
paracetamol 500 mg should be dispensed (see preparations
above). :

See warnings and notes on p. 198 (important: special care - 30

13.6 mmol Na*/tablet; avoid in renal impairment. cine tartrate 30 mg. Net price 56-tab pack = £7.54.
Net price 90-tab pack = £8.53. Label: 2, 13, 29, Label: 2, 21, 29, 30

Dose: 1-2 tablets every 4-6 hours; max. 8 tablcts daily:
CHILD not reconumended

in elderly—reduce dose) . S . Note. Contains aspariame 25 mg/ablet (sce section 9.4.1)
Co-codamol 30/500 (Non-proprietary) ; Dose: 1-2 tablets in water every 4 hours; max. 8 tablets Forte effervescent 1ablets, paracetamol 500 mg.
[ daily; CHILD not recommended dihydrocodeine tartrate 30 mg. Contains

15.2mmol Na*/tablet; avoid in renal impairment.

Net price 56-tab pack = £9.15. Label: 2, 13, 21,

. 29,30

: see warnings and notes on p. 198 (important: special care Dose: 1-2 tblets every -6 hours: niax. 8 tblets daily:
in elderly—reduce dose) CH]LIE) no: recommended ) i '

Tablets, co-codamol 30/500 (codeine phosphate:- ©.:
30 mg, paracetamol 500 mg), net price 100-tab == "
pack = £7.53. Label: 2, 29, 30 B ¥ Co-codamol 60/1000
_2 tablets every 4 hours; max. 8 tablels dai

Dose:
CHILD not recommended

Available from CP ‘ - Kapake“‘ (Galen) [ |
Kapake® (Galen) >} : Y Sachets (Kapake Insts®), co-codamol 60/1000 ® Orther compound preparations
Tablets, scoted, co-codamol 30/500 (codeine phos (codeine phosphate 60 my, paracetamol | g), net  See wamnings and notes on p. 198 (important: special care
phate 30 mg, paracetamol 500 mg). Net price 30- . price 50-sachet pack = £8.53. Label: 2, 13, 30 in clderly—reduce dose)
f;;;ctieﬁzgé”glo:g only), 100-tab pac] : Dose: 1 sachet every 4 hours; max. 4 sachets daily; Co-proxamol (Non-proprietary) (et
23, Label: £, 27, 5 R “CHILD not recommended Tublets. co-proxamol 32.5/325 (dextropropoxy-
Dose: 1-2 tablets every 4 hours; max. 8 tablets dai S phene hydrochloride 32.5mg, paracetamol

CHILD not secommended

Capsules, co-codamol 30/500 (codeine phosphate
30 mg, paracetamol 500 mg), net price 100-cap
pu.cl.( ,f' 7,'5%'11“?')51' 2.29, 30 8 los dai CHILD not recommended

Déaleml ;;lc;i?ni;:ﬁgf hours: max. 8 capsules (% ® Available from APS, Berk, Cox (Cosalgesic® Bo8]),

i Paradote® (Penn) Dista (Distalgesic [B8)), Norton, Sterwin

1. May be sold to the public provided packs contain Tablets, fic, co-methiamol 100/500 (DL-methion- When co-proxamol tablets are prescribed and no
more than 32 capsules or tablets: pharmacists can ine 100 mg, paracetamol 500 mg). Net price 24- strength is stated lablets containing detropropoxyphene
multiple packs up to a total quantity of 100 capsul tab pack = £1.03, 96-tab pack = £2.77. Label: 29, hydrochloride 32.3mg and paracetamol 325 mg should

tablets in justifiable circumstances; for detatls.see My 30 be dispensed.
cines, Ethics and Practice, No. 22, London, Pharma- Fortagesic® (Sanofi Winthrop) |

ceutical Press, 1999 (and subsequent editions as' - Tublets. pentazocine 15 mg (as hydrochloride),

325 mg). Net price 20 = 23p. Label: 2, 10 patient
information leaflet (if available), 29, 30
Dose: 2 tablets 3—4 times daily; max. 8 tablets daily:

@ ‘With methionine (co-methiamol)
"A‘mixture of methionine and paracetamol; methionine has
*no analgesic activity but may prevent paracetamol-induced
liver toxicity if averdose taken :

““Dose: 2 tablets every 4 hours; max. 8 tablets daily;
LD 12 years and under, not recommended

available) . . N e | 2 e
2. May be s0ld to the public under certain circumstaness; ) z‘;rg;et:rr;oll 5‘?0 2"]’3:'22‘39:5“‘33 100-tab pack =
for exemptions see Medicines, Ethics und Practice, = - - .00. Label: 2, 21, 29,

o o Lt denotes preparations that are considered to | Dose: 2 ablets up to 4 times daily; CHILD 712 years |

22, London, Pharmaceutical Press, 1999 (and 51

quent editions as avaiable) - s suitable for prescribing (see p. i) ’ J tablet every 4 hours. max. 4 tablets daily




200 7 1 Non-opioid analgesics

PARACETAMOL
(Acetaminophen)

Indications: mild to moderate patn, pyrexia
Cautions: hepatic and renal impairment, alcohol dep-
endence; interactions: Appendix | (paracctamol)
Side-effects: side-cifects rare, but rashes, blood
disorders; acute pancreatitis reported after pro-
longed use; important: liver damage (and less
frequently renal damage) following overdosage.

see Emergency Treatment of Poisoning. p. 20
Dose: by mouth, 0.5-1 g every 4-6 hours to a max.
of 4g daily; CH'LD 2 months 60mg for post-
imimunisation pyrexia; otherwise under 3 months
(on doctor’s advice only), 10mg/ke (5Smgkg if
jaundiced); 3 months-1 year 60-120mg. 1-5
years 120-250 mg, 612 years 250-500 mg: these
doses may be repeated every 4-6 hours when nec-
essary (mmax. of 4 doses in 24 hours)
For full Joint Committee on Vaccination and
Immunisation recommendation on post-immuni-
sation pyrexia, see section 14.1
Rectal route, see below

Paracetamol! (Non-proprictary)
Tablets [BsH] !, paracetamol 500 mg. Net price 20
= l1p. Label: 29. 30
Available from APS. Cox, Norton, Sterling Health
(Panadol® [e3))
Soluble Tublets (= Dispersible tablets) FoMl?,
paracetamol 500 mg. Net price 60-tab pack =
£2.32. Label: 13, 29, 30
Available from Sterling Health (Panadol Soluble® D)
Paediatric Soluble Tablets (= Paediatric dispersi-
ble tablets), paracetamol 120 mg. Net price 24-tab
pack = 82p. Label: 13, 30
Available from R&C (Disprol® Soluble
Paraceramol %))
Paediatric Oral Solution (= Paediatric Elixir).
paracetamol 120 mg/5 mL. Net price 100 mL =
30p. Label: 30
Note. Sugar-free versions are available and can be
ordered by specifying ‘sugar-free’ on the prescription.
Avuiluble from Berk, Norton, Rosemont
(Paldesic® [578}), Wallace Mfg (Salzone® [BHS])
Oral Suspension 120 mg/5 mL (= Paediatric Mix-
tre), paracetamol 120 mg/5 mL. Net price
100 mL = 43p. Label: 30
Note. BP directs that when Paediatric Paracetamol Oral
Suspcnsion of Puediatric Paracetamo!l Mixture is pre-
scribed Paracetamal Oral  Suspension 120 mp/5 mL
should be dispensed; sugar-free versions can be ordered
by specifying *sugar-free’ on the preseription
Available from Cupal (Medinol® Paediatric, sugar-free),
Norton. R&C (Disprol® Paediarric, sugar-free), Rose-
wmont (Paldesic™), Sterling Health (Punadot®, sugar-
frec), Warner Lambert (Calpol® Puediatric, Calpoi®
Puediatric sugar-free)
Oral Suspension 250mg/S mL (= Mixture), para-
cetamol 250 tmg/5 mL. Net price 100 mL = 75p.
Label: 30
Availuble from Cupul (Medinol® Over 6 BEES), Hill-
cross. Rosemont (Paldeyic®), Warner Wellcome (Cal-
pol® 6 Plus 3]y
Suppositories, paracetamol 60 mg, net price 10 =
£9.96: 125 mg, 10=£11.50; 250 mg, 10 = £23.00;
500 mg. 10 = £9.90. Label: 30
Dose: by recium, ADULT and CHILD over 12 years 0.5
1 g up to 4 times duily. CHILD -5 years 125-250 mg. 6-
12 years 250-500 mg

Availuble from Astra (Alvedon®, 60 mg, 125 g,
250 mg). Aurum (120 mg. 240 mg, 500 mg)

B Co-cudamol 8/500
When co-cadamol tablets, dispersible (or effervescent}
tablets. or capsules are prescribed and no strength is
stated tablets, dispersible (or etfervescent) tablets, or cap-
sules, respectively, containing codeine phosphate 8 mg and
paracetamol 560 mg shouid be dispensed. T
Co-codamol 8/500 [EoM]2 (Non-proprietary)
Lt

Tablets, co-codamol 8/500 (codeine phosphale
8 mg, paracetamol 500 mg) Net price 20 =27p... .
Label: 29. 30 .

Dose: 1-2 tablets cvery 46 hours: max. 8 tablets daily;
CHILD 6—12 yeurs Y21 tablet E

Available from APS, Cox, CP. Galen, (Parake® NES)), ,
Generics, Norton, Sterling Health (Panadeine®

Effervescent or dispersible tablets, co-codamol
500 (codeine phosphate 8 mg, paracetamol
500 mg). Net price 20 = 70p. Label: 13,29, 30 ;
Dose: 1-2 tablets in water every 4-6 hours, max. 8 tab-."
fets daily: CHILD 6-12 years %4-1 tablet, max 4 daily
Available from Roche Consumer Heulth
(Paracodol® [3E8)), Sterwin
Note. The Drug Tariff allows tablets of co-codamal
labelled “dispersible’ to be dispensed against an’ordl
for “effervescent’ and vice versa i
Capsules, co-codamol 8/500 (codeine phosphate:
8 mg, paracetamol 500 mg). Net price 30 = £2.1
Label: 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
Availabie from Roche Consumer Health
(Paracodol® B3E])

daily

8 Co-codamol 30/500 :
When co-codamol tablets, dispersible (or effervescenty
tublets, or capsules are prescribed and no strength is
stated tablets. dispersible (or effervescent) tablets, or cap-

sules, respectively, containing codeine phosphate 8 mg and
paracetamol 308 mg should be dispensed (see preparations
above). B

See warnings and notes on p. 198 (important: special care
in elderly—reduce dose)

Co-codamol 30/500 (Non-proprietary) :
[l

Tablets, co-codamol 30/500 (codeine phosphate
30 mg. paracetamol 500 mg), net price. 100-tab
pack = £7.53. Label: 2,29,30 ;
Dose: 1-2 tablets every 4 hours; max. § tablets dail
CHILD not recommended

Available from CP

Kapake® (Galen) |

Tablets, scored, co-codamo! 30/500 (codeine ph
phate 30 mg, paracetamol 500 mg). Net price’3
tab pack = £2.26 (hosp. only), 100-tab pa
£7.53. Label: 2, 29, 30 )
Dose: 1-2 wablets every 4 hours; max. 8 tablets dajly;
CHILD not recommended ’
Capsules, co-codamol 30/500 (codeine phospha
30mg, paracetamol 500 mg), net price 100-cap
pack = £7.53. Label: 2. 29, 30

Dose: 1-2 capsules every 4 hours; max. 8 capsules daily;
CHILD not recomimended ’

1. May be sold to the public provided packs cont:
more than 32 capsules or lablets; pharmacists can s
multiple packs up to a total quantity of 100 capsul
tablets in justifiable circumstances: for details see
cines, Ethics and Practice, No. 22, London, Ph
ceutical Press. 1999 (and subsequent editions as
available)

2. May be sold to the public under certain circumstances;
for exemptions see Medicines, Ethics and Practice;
22, London. Pharmaceutical Press, 1999 (and subse
quent editions as available) ;

Sachets (Kapake Insts®), co-  .amol 30/500 (cod-
eine phosphate 30 mg, paracetamol 500 mg), net
price 100-sachet pack = £8.53. Label: 2. 13, 29,
30
Dose: 1-2 sachets every 4 hours; max. 8 sachets daily:
CHILD not recommended

Solpadol® (Sanofi Winthrop) "

Caplets (= tablets), co-codamol 30/500 (codeine
phosphate 30 mg, paracetamol 500 mg). Net price
100-tab pack = £7.90. Label: 2, 29, 30
Dose: 2 tablets every 4 hours; max. 8 daily; CHILD not
recommended

Capsules, grey/purple, co-codamol 30/500 (cod-
eine phosphate 30 mg, paracetamol 500 mg). Net
price 100-cap pack = £7.90. Label: 2, 29, 30

. Dose: 1-2 capsules every 4 hours; max. 8 capsules

ily: CHILD not recommended

Effervescent tablets, co-codamot 30/500 (codeinc
phosphate 30 mg, paracetamol 500 mg). Contains
18.6 mmol Na*/tahlet; avoid in renal impainment.
Net price 100-tab pack = £9.48. Label: 2, 13, 29,
30
Dose: 2 tablets in-water every 4 hours; max. 8 daily:
CHILD not recommended

Tylex® (Schwarz) [

Capsules. co-codamol 30/500 (codeine phosphate
30 mg, paracetamol 500 mg). Net price 100-cap
pack = £8.60. Label: 2, 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
daily; CHILD not recommended

Effervescent tablets, co-codamol 30/500 (codeine
phosphate 30 mg, paracetamot 500 mg). Contains
13.6 mmol Na*/tablet; avoid in renal impairment.
Net price 90-tab pack = £8.53. Label: 2, 13,29,
30
Note. Containg aspartanie 25 mg/ublet (se section 9.4.1)

Dose: 1-2 tablets in water every 4 hours; max. § wablets
daily; CHILD not recommended

B Co-codamol 60/ 1000

Sec warnings and notes on p. 198 (important: special care

' in elderly—reduce dose)

Kapake® (Galen) [PoM] [l

Sachets (Kapake Mnsts®), co-codamol 60/1000
{codeine phosphate 60 mg, paracetamol 1 g), net
price 50-sachet pack = £8.53. Label: 2, 13, 30

* Dase: 1 sachet every 4 hours; max. 4 sachets daily;
- *CHILD not recommended

& With methionine (co-methiamot)

A mixture of methionine and paracetamol; methionine has

no analgesic activity but may prevent paracetamol-induced
liver toxicity if overdose taken

" Paradote® (Penn)

Tablets, f/c, co-methiamol L(0/500 (DL-methion-

ine 100 mg, paracetamol 500 mg). Net price 24-

tab pack =.£1.05, 96-tab pack = £2.77. Label: 29.

30

Dose: 2 tablets every 4 hours; max. 8 tablets daily:
CRILD 12 years and under. not reccommended

less suitable for prescribing (see p. vi)

[osfl denotes preparations that are considered to

471 Nor-opieig zialgesics 201
B With dihydrocodeine tartrate {0 mg
See notes on p. 198
Co-dydramol (Non-proprictary) (|
Tublets, scored, co-dydramot 10/500 (dihydrocod-
¢eine tartrate 10 mg, paracetamol 500 mg). Net
price 20 = 31p. Label: 21,29, 30
Dose: 1-2 tablets every 4-6 hours; max. ¥ tablets daily:
CHILD not recommended
Available from APS, Cox, CP. Galen (Galake? BES]),
Generics, Norton, Sterwin
When co-dydramol tablets are prescribed and no
strength is stated tablets containing dihydrocodeine tar-
trate 10mg and paracetamol 500mg should be dis-
pensed.
Note. Tablets containing paracctamol 500 mg  and
dihydrocadeine 7.46 mg (Paramol® BT} are on sale o
the public. The name Paramoi®was formerly applied o
a brand of co~dydramol tablets

B With dihydrocodeine tartrate 20 or 30 mg
See warnings and notes on p. 198 (important: special care
in elderly-—reduce dose)
Remedeine® (Nupp) [PoM] [l
Tablets, paracetamol 500 mg, dihydrocodeine tar-
trate 20 mg. Net price 112-tab pack = £12.21.
Label: 2,21, 29,30
Dose: 1-2 lablets every 4-6 hours; max. 8 tablets daily:
CHILD not recommended
Effervescent tablets, paracetamol 500 mg. dihydro-
codeine tartrate 20 mg. Comtains 15.2 mmol Na*/
tablet; avoid in renal impairment. Net price 56-
tab pack = £7.39; Label: 2, 13, 21, 29,30
Dose: 1-2 tablets every 4-6 hours; max. 8 tablets daily;
CHILD not recommended
Forte 1ablers, paracetamol 500 mg, dihydrocod-
cine tartrate 30'mg. Net price 56-tab pack = £7.54.
Label: 2, 21, 29,30
Dose: 1-2 tablets every 4-6 hours; max. 8 tablets daily;
CHILD not recommended
Forie effervescent tablets, paracetamol 500 mg,
dihydrocodeine lanrate 30 mg. Containg
15.2mmol Na*/tablet; avoid in renal impainuent.
Net price 56-tab pack = £9.15. Label: 2, 13. 21,
29,30
Dose: 1-2 tablets every 4-6 hours: max. 8 tublets daily:
CHILD not recomunended

B Other compound preparations
See warnings and notes on p. 193 (important: special care
in ¢lderty-—reduce dose)
Co-proxamol (Non-proprietary) (|
Tublets, co-proxamol 32.5/325 (dextropropoxy-
phene hydrochloride 32.5 mg, paracetamol
325 mg). Net price 20 = 23p. Label: 2. 10 patient
information leaflet (if available), 29, 30
Dose: 2 lablets 3—4 times daily: max. § tablets daily:
CHILD not recommended
Available from APS, Berk. Cox (Cosalgesic? B8,
Dista (Distalgesic® E#8]), Norton, Sterwin
When co-proxamol tablets are prescribed and no
strength s stated tablets containing dextropropoxyphene
hydrochloride 32.5myg and paracetamol 325 my should
be dispensed.
Fortagesic® (Sanoti Winthrop) [BFE] ("1
Tublets, pentazocine 15 mg (as hydrochloride),
paracetamol 500 mg. Net price 100-tub pack =
£7.00. Label: 2,21, 29, 30
Dose: 2 tablets up to 4 times daily; CHILD 7-12 years |
tablet every 4 hours, mux. + tablets daily

e iy bt & AP
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200 4 7.1 Non-opioid analgesics

PARACETAMOL
(Acetaminophen)

Indications: mild to moderate pain, pyrexia
Cautions: hepatic and renal impainnent, alcohol dep-
endence; interactions: Appendix 1 (paracetamol)
Side-effects: side-effects rare, but rashes, blood
disorders; acute pancreatitis reported after pro-
Jonged use: important: liver damage (and ess
frequently renal damage) following overdosage.

see Emergency Treatment of Poisoning, p. 20
Dose: by mouth. 0.5~1 g every 4-6 hours to a max.
of 4g daily: CHILD 2 months 60 mg for post-
immunisation pyrexia: otherwise under 3 months
(on doctor’s advice only), 10mg/kg (Smg/kg if
jaundiced); 3 months—1 year 60-120mg. 1-5
years 120-250 mg. 6-12 years 250-500 mg: these
doses may be repeated every 4-6 hours when nec-
essary (max. of 4 doses in 24 hours)
For tull Joint Committee on Vaccination and
Immunisation recommendation on post-immuni-
sation pyrexia, see section 14.1
Rectal route, see below

Paracetamol (Non-proprictary)

Tublets PeMl!, paracetamol 500 mg. Net price 20
= 11p. Label: 29, 30

Available from APS, Cox, Norton, Sterling Health
(Panadol® [8e3])

Soluble Tublets (= Dispersible tablets) [BoFil,
paracetamol 500 mg. Net price 60-tab pack =
£2.32. Labet: 13,29, 30

Available from Steding Health (Panadol Soluble® o843])
Puediatric Soluble Tublets (= Paediatric dispersi-
ble tablets), paracetamol 120 mg. Net price 24-tab
pack = 82p. Lubek: 13, 30
Available from R&C (Disprol® Soluble
Paracetamol BHS))

Puediatric Oral Solution (= Paediatric Elixir),
paracetamol 120 mg/5 mL. Net price 100 mL =
30p. Label: 30
Note. Sugar-free versions are available and can be
ordered by specifying ‘sugar-free’ on the prescription.

Available from Berk, Norton, Rosemont
(Paldesic® BEA8Y), Wallace Mg (Salzone® BES])

Oral Suspension 120 mg/5 mL (= Paediatric Mix-
ture), paracetamol 120 mg/5 mL. Net price
100 mL = 43p. Label: 30
Note. BP directs that when Paediatric Paracetamoi Oral
Suspension or Pacdiatric Paracctamol Mixiure is pre-
scribed  Paracetwnul Oral Suspension 120 mg/S mbL
should be dispensed; s’ugur-fn:c versions can be ordered
by specifying “sugar-free’ on the prescription

Avuiluble from Cupal (Medinol® Paediatric, sugar-iree).
Norton. R&C (Disprol® Puediutric, sugar-iree), Rose-
mont (Paldesic™), Sterling Health (Punudu[" sugar-
iree), Warner Lambent (Calpol® Puediatric. Calpol®
Paediatric sugar-free)

Orul Suspension 250 mg/5 mL (= Mixture), para-
cetamol 250 mg/5 mL. Net price 100 mL = 75p.
Label: 30
Available from Cupal (Medinol® Over 6 (s}, Hill-
cross, Rosemont {Paldesic®), Wamer Wellcome (Cal-
pol® 6 Pluy HS))

Suppositaries, paracetamol 60 mg, net price 10 =
£9.96; 125 mg, 10=£11.50; 250 mg, 10 =£23.00;
500 mg, 10 = £9.90. Label: 30
Dose: by rectum, ADULT and CHILD over |2 ycars 0.5—

1 g up 0 4 times daily, CRILD 1-5 years 125-250 mg. 6-
12 years 250-500 mg
Available from Astra {Alvedon®, 60 mg, 125:mg,
250 mg). Aurum {120 mg, 2401nyg, 560 mg)

B Co-cudamol 8/500
When co-codamol tablets, dispersible (or effervescent}
tablets, or capsules are prescribed and no strength is

stated tablets, dnpur\lbln, (or effervescent) tablets, or caps-
sules, respectively, containing codeine phosphaie Bmg and

paracetamol 500 mg should be dispensed.
Co-codamol 8/500 FeM]? (Non-proprietary)
"}

Tablets, co-codamol 8/500 (codeine phosphate
8 mg, paracetamol S00 mg) Net price 20 = 27p.:i;
Label: 29. 30

Dose: 1-2 tablets every 4-6 hours; max. 8 tablets ddll)’, E

CHILD 612 years Y21 tablet
Available from APS, Cox, CP, Galen, (Purake® -). G
Generics. Norton, Sterling Health (Panadeine® [98)

Effervescent or dispersible wblets, co-codamol 8.

500 (codeine phosphate 8 mg. paracetamol

500 mg). Net price 20 = 70p. Label: 13, 29, 30

Dose: 1-2 wablets in water every 4—6 hours, max, 8 tab-

lets duily: CHILD 6-12 years v2-1 tablet, max 4 daily
Available from Roche Consumer Health

(Paracodol® B8]}, Sterwin

Note. The Drug Tariff allows tablets of co-codamol
labelled “dispersible’ to be dispensed against an order

for ‘effervescent’ und vice versa

Cupsules, co-codamot 8/500 (codeine phosphate =
8 mg, paracetamol 500 mg). Net price 30 = £2. 14
Label: 29, 30

Dose: 1-2 capsules every 4 hours; max. 8 capsules d.nly

Available from Roche Consumer Health
(Paracodol® [BF8])

® Co-codamol 30/500

When co-codumol tablets, dispersible (or effervescent b

tablets, or capsules are prescribed and no strenglh

stated tblets, dispersible (or effervescent) tablets, or Cap- ‘
sules, respectively, containing codeine phosphate 8 mg and -
paracetamol 500 mg should be dispensed (see pmparauors

above).

See warnings and notes on p. 198 (impertant: Speclal Care’

in elderly—reduce dose)

Co-codamol 30/500 (Non-propsietary) -
|

Tablets, co-codamot 30/500 (codeine phosphute :
30 mg. paracetamol 500 mg), net price 100-tab’
pack = £7.53. Labet: 2, 29, 30 :
Dose: 1-2 tablets every 4 hours; max. § tablets dzuly'
CHILD not recommended

Available from CP

Kapake® (Galen) [PoFl [l

Tablets, scored, co-codamol 30/500-(codeine phos ;
phate 30 mg, paracctamol 500 mg). Net price 30- .

tab pack = £2.26 (hosp. only), 100-tab pd«.k =
£7.53. Label: 2, 29, 30
Dose: 1-2 tablets every 4 hours; max. § tablets daﬂy
CHILD not recommended

Capsides. co-codamol 30/500 (codeine phosphalc

30 mg. paracetamol 500 mg), net price 100-cap
pack = £7.53. Label: 2, 29, 30
Dose: 1-2 capsules every 4 hours: max. 8 capsules [
CHILD not recommended g

1. Muy be sold to the public provided packs contain g

more than 32 capsules or tablels: pharmacists can sell i

multiple packs up to a total quantity of 100 capsules
tablets in justifiable circumstances; for details see M
cines, Ethics and Practice, No. 22, London, Phamw
ceutical Press. 1999 (and subsequent editionsas -
dvdlldbk)

2. May be sold (o the public under certain circumstances;

for exemptions see Medicines, Ethics and Practice
22, London, Pharmaceutical Press, 1999 (and subsi
quent editions as available) .

Sachets (Kapake Insis®), co  .amol 30/500 (cod-
eine phosphate 30 mg, parucetamol 500 mg), net
price 100-sachet pack = £8.53. Label: 2, 13,29,
30
Dose: 1-2 sachets every 4 hours: max. 8 sachets daily:
CHILD not recommended

Solpadol® (Sanofi Winthrop) |

Caplets (= tablets), co-codamol 30/500 (codeine
phosphate 30 mg, paracetamol 500 mg). Net price
100-tab pack = £7.90. Label: 2, 29, 30

Dose: 2 tablets every 4 hours: max. 8 daily; CHILD nut
recommended

Capsules, grey/purple, co-codamol 30/500 (cod-
eine phosphate 30 mg, paracetamol 500 ing). Net
price 100-cap pack = £7.90. Lubel: 2, 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
daily;.CHILD not reconimended

Effervescent tablets, co-codamol 30/500 (codeine
phosphate 30 mg, paracetamol 500 mg). Contains
18.6 mmol Na*/tablet; avoid in renal impairmeni.
Net price 100-tab pack = £9.48. Label: 2, 13, 29,
30

Dose: 2 tablets in water cvery 4 hours: max. 8 daily:
CHILD not recommended

< Tylex® (Schwarz) ("1

Capsules, co-codamol 30/500 (codeine phosphate
30 mg, paracetamol 500 mg). Net price 100-cap
pack = £8.60. Label: 2, 29, 30
Dose: 1-2 capsules every 4 hours; max. 8 capsules
daily; CHILD not recommended

Effervescent tablets, co-codamol 30/500 (codeine

* phosphate 30 mg, paracetamol 500 mg). Contains

13.6 mmol Na*/tablet; avoid in renal impairment.
Net price 90-tab pack = £8.53. Label: 2, 13, 29,
30
Note. Contains aspartame 25 mg/tablet (see section 9.4.1)

- Dose: 1-2 tablets in water cvery 4 hours; max. 8 tublets
daily; CHILD not recommended

B Co-codamol 60/1000
See warnings and notes on p. 198 (important: special care
in elderly—reduce dose}
Kapake?® (Galen) |
Sachets (Kapake Insis®), co-codamol 60/1000
(codeine phosphate 60 mg, paracetamol 1 g), net
price 50-sachet pack = £8.53. Label: 2, 13, 30
"Dose: 1 sachet every 4 hours; max. 4 suchets duily;
CHILD not recommended

% ‘With methionine (co-methiamol)

A mixture of methionine and parucciamol: methionine hus

no analgesic activity but may prevent paracetamol-induced

liver toxicity if overdose taken

~Paradote® (Penn)

Tablets, tic, co-methiamol 100/500 (DL-methion-

ine 100 mg, paracetamol 500 mg). Net price 24-
tab pack = £1.05, 96-tab pack = £2.77. Labe}: 29,
30

. “Dose: 2 tablets every 4 bours; max. 8 tublets daily;

HILD 12 years and under. not recommended

Jess suitable for prescribing (see p. vi)

Tl denotes preparations that are considered to]

4.7.1 Non-op:ond ana’g

B With dihydrocodeine tartrate {0 mg
See notes on p. 198
Co-dydramol (Non-proprictary) (ot
Tublets, scored, co-dydramol 10/500 (dihydrocod-
cine tartrate 10 mg. paracetamol 500 mgj. Net
price 20 = 31p. Label: 21. 29, 30
Dose: 1-2 tabiets cvery 4-6 hours: max. 8 tablets L]mly;
CHILD not recommended
Availahle from APS, Cox, CP. Galen (Galake® Mﬂ),
Generics. Norton. Sterwin
When co-dydramol tablels are prescribed and no
strength is stated tablets containing dihydrocodeine tur-
trate 10mg and paracetwnol 500 mg should be dis-
pensed.
Note. Tablets containing  paracetamol 500mg  and
dihydrocodeine 7.46 mg (Paramol® [BS]) are on sale 1o
the public. The name Paramol®was formerly applied to
a brand of co-dydramol tablets

m With dihydrocodeine tartrate 20 or 30 mg
See warnings and notes on p. 198 (important: special care
in elderly—reduce dose)
Remedeine® (Napp) FoM] [l
Tablets, paracetamol 500 mg. dihydrocodeine tar-
trate 20 mg. Net price 112-tab pack = £12.21.
Label: 2, 21,29, 30
Dose: 1-2 tablets every 4-6 hours; max. 8 tablets duily:
CHILD nut recommended
Effervescent tablets, paracetamol 500 mg. dihydro-
codeine tantrate 20 mg. Contains 15.2 mmol Na*/
Lablet; avoid in renal impairment. Net price 56~
tab pack = £7.39. Label: 2, 13, 21, 29, 30
Dose: 1-2 tablets every 46 hours; max. 8 tablets daily;
CHILD not recommended
Forte tableis, paracetamol 500 mg, dihydrocod-
eine tartrate 30 mg. Net price 56-tab pack = £7.54.
Label: 2,21, 29, 30
Dose: 1-2 tablets cvery 4-6 haurs; max. 8 tablets daily:
CHILD not recommended
Forte effervescent tablets, paracetamol 300 mg,
dihydrocodeine tartrate 30 mg. Contains
15.2mmol Na*/tablet; avoid in renul impairment.
Net price 56-tub pack = £9.15. Label: 2, 13. 21,
29,30
Dose: 1-2 tblels every 4-6 hours; max.
CHILD not recommended

8 tabicts daily;

W Other compound preparations
See warnings and notes on p. 198 (important: special care
in clderfy—reduce dose)
Co-proxamol (Non-proprietary ) [t
Tublets. co-proxamol 32.5/325 (dextropropoxy-
phene hydrochloride 32.5 mg, paracetamol
325 mg). Net price 20 = 23p. Label: 2, 10 patient
information leaflet {if available), 29, 30
Dose: 2 tablets 3—4 times daily; max. § tablets dady:
CHILD not recominended
Available from APS, Berk. Cox (Cosalgesic® BEA8]),
Dista (Distulgesic® B3]}, Norton, Sterwin
When co-proxumol tablets are prescribed and no
strength i stated tablets containing dextropropoxyphenc
hydrochloride 32.5mg and paracetamol 325 mg should
be dispensed.
Fortagesic® (Sunofi Winthrop) BFS] o}
Tubleis, pentazocine 15 mg (as hydrochloride),
paracetamo} 500 g, Net price 100-tab pack =
£7.00. Label: 2,21, 29, 30
Dose: 2 ublets up to 4 times daily: CHILD 7-12 years 1
tublet every 4 hours. max. + tablets daily
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This Statetnent comsisting of 6 pages signed by me, is true to the best of my knowlcdge and belief
aud I make it knowing that if it is tendered in cvidence | shall be liable to prosecution if [ have

wilfully stated in 1t anything which | know to be faise or do not believs to be true.

DATED this 24, day of Jor i 2009
Signed% C o d e A .....
ROBERT PENNELLS
1 am Robert Penmells of | Code A '] am a Registered

Medical Practitioner and was until September 2007 a General Practiioner in Gosport, Hampshire
having starfed work there in 1978, I trained at St Mary’s Hospital, London, passed my finals in
1971, and registered in 1972. Between 1972 and 1978 I undertook hospital work in various
specialties in England, Bexriuda and New Zealand. I then worked as a GP in Gosport, becoming
Senior Partner in my practice in 1990. ’

I first met Dr Janc Barton whea she did locum work st my own practice in 1979 ot 1980 before
she joined her preyent practice. Indecd, my partners and 1 at the time did not rsalise that Dr
Barton was looking for a permanent post and would have congidered offering her a post in our
practice if we had, The reason for this is that we appeeciated how she good she was at general
practicc even in that short time; Since then, I have known her as a cheerful, hardworking and
caring physician. She became Clinical Assistant in Elderly Medicine ip the 1980s or 1990s, and

COde A wl‘mcssedié COde A
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was also involved in the formation of Gosport Primary Care Group and acted as Chairman for
some time, T was part of that group and her performance in that role was oxcellent.

Gosport is very fortunate in having the Gosport War Memorial Hospital, which is 2 local hospitsl
with in-patient beds. Therc have been changes over the years, but the Hospital has a mix of
elderly medicine beds, GP beds, and out-patient services. The elderly medicine beds are further
sub-divided in to long stay beds, rehabilitation beds and terminal care beds. These categories are
not necessarily definable and there are arcas in between that would best be described as grey
areas — because elderly people may change in their condition without waring, depending on their
ilincsses or circumstance Elderly paticats would thercfore be Jooked after long torm perhaps
whils awaiting a place in an ‘Oid Peoples’ Home' or being rchabilitated 10 a stage where they
could live in the community or an Old Peoples’ Home, or they wene in a position of having been
mvestigated and treated but not being expected to recover — ic palliative care.

Dr Barton worked in the elderly medicine department as a Clinical Assistant, as far as [ know
with the supervision of the Consultant in charge of the beds and, as far as 1 could sce, very
efficicntly. Dr Bartan was effectively working as a Jamior Doctor — equivalent to 2 Senfor House
Officer or Registrar, My surgery was inn the Gosport Health Centre at the time of the allegations
gow made against Dr Barton, and our bwlding was attached to the Gosport War Memounial
Hospital on the same site. As I drove to work in the moming L often saw Dr Bayton’s car parked .
outside the hospital as she was visiting thmards before going on to ber own surgery to do her

GP work. 1 took this to be an indication of her dedication to the post which she was serviug.l

In relation to Jane's work as a Clinical Assistant, 1 understand thal_she worked for 3% or 4
sessions a week. 1 havg been told that Dr Barton was looking after patients in up to 44 beds at
any one ime. This is a high workload and becamo increasingly more difficult in the time
alfocated. [ think initially ber position was a nice job — she was doing it at her speed and the
patients were likely to improve}

. m Code A ' Code A




GMC101012-0057

' 27-JUL-2089 19:29 From:MOU LEGAL DEPARTMENT! Code A | To:; Code A P.58

T Code A | COPY AND PRINT CENTR PAGE 94/07

STATEMENT OF ROBERT PENNELLS
AQE: OVER 18

During her time as Clinical Assistant, Dr Barton asked e to sign aremation forms for some of
the patients who had died i the Elderly Madicine Department. Somctires these patients had
been registered with my practice and I would have had some background knowledge of their
previous condition. 1 believe that in seeking an opinion in relation to the Cremation Forms Dr
Bartan would often ask a doctor from the patient’s own practice to help with these forma.

The signing of the second part of the cremation form is a Jegal act not to be taken lightly. [ have
signed many of these forms over the years and always made sure 1 was in possession of all
relevant facts before doing so. The procedure is as follows: the clinician that was Jooking after
the patient at the time of death contacts another physician who was not in the same practice or
depactmernt and tefls him or her the cause of death and the circumstances leading up to the death.
The second chinician then speaks to someone who had been looking after the deceased or wha
had some knowledge of the events leading up 1o the death, If the sccond clinician is sure that
thore is no reason the cremation needs to be defayed, then and only then, does he or she sign the
farm,

Tn considermg tbe Cremation Forms relating to patieots Dr Barton had been locking after, T never
came across a case in which I thonght there was 2 problem in signing the Cremation Certificate.
E:f‘orc considering whether or not it was appropriate to sign the Certificate I always looked at the V]
patient’s notes and spoke to the Nursing Staff who had had care of the patient. In the case of the  *
patients from the Elderly Medicine Departrnent there was always a Senior Nursing Staff Nurse,
Sister or Nurse Manager to interview and also the hospital notes to inspect. ) Tc my mind there
rever appeared to be any question aboul Dr Barton’s clinical abﬂiﬂ&@o case in which [ was
asked to sign the Cremation Form did I feel there was a problem with the way the patient had
boen treated] (My general impression of her was that sho was 2 good Clinical Assistant from all

the information | was able to gather, including my liaison with the Nursing &ﬁ}\

In reviewing the notes of patients when being asked sign Cremation Forms, it appeared to me that
over the mid to late 90s, patients who had been transferred into beds at Gosport War Memorial

Hospital appeared to be more illi than in previous years,
Code A Code A

Signed.... Witnessed
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COPY AND PRINT CENTR PAGE 085/87

27/07/2089 18:¢3 | Code A

STATEMENT OF ROBERT PENNELLS
AGE: OVER 13

In later vears T found that | was signing more ¢cremation forms, aad it scemed that this resolted
from a change in the naturc of the paticnls who wore being transferred to Dacdalus Ward and
Dryad Wards at the War Memaorial Hospital - they were more acutely ill and dependent than
proviously.

As a General Practtioner it was apparent to me that over the years local hospital trusts had
increasing ditfculty in relation to beds. General hospital beds were routinely filled, and otten
consultants at the Queen Alexandra Hospital, for cxample, would ask us to take patients ooto
Sultan Ward a the War Memorial Hospital. On occasion we would be told that the patient
would be able to go home sﬁoﬁly after their admission to the Ward, only to fimd out on teansfer
from the District General Hospital that they were in a worse condition than we had beea led to
believe. Ultimately in 2000 it became necessary to sct clear criteria for admission to the Ward.

Closure of beds was our maim problem, the lack of availability of beds at District Ueneral
Hospitals meant that more patients were transferred to us. I think thers might have been a slight
criticism from the Hospital Trust that Sultan Ward, for example, was only 80% occupied, whilst
other units were at 95% capacity.

In relation to the quality of nates I reviewed when considering the Cremation Certificates, 1 do
not believe there was a problem in picking out the important information. Tt was of course open 1
for me to spcak with the Nursing Staff which 1 did. and any apparent gaps in the notcs were filled

oy |

Not all the patients who dicd on those Wards were receiving Diamorpbine and Midazolam by
way of syringe drivers. 1 think it is fair to say that a high proportion were receiving such
wedication as time went on,@ that resvlted from the different type of patient being admitted,
with an increasing number being in pain than had been the case carlier, | Towards the end of Dr

Rarton’s time ag & Clinical Assistant at the Hospital, I would estimate that about half of the
paticnts that died wera receiving this medication and by such a method of administration.

Signed.. COde A L | Witnessed COde A
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STATEMENT OF ROBERT PENNELLS
AGE: OVER 18

That had not been the case in carlier years. I am aware that from time to time syringe drivers
were donated to the Hospital by grateful rclatives of patisnts who had been treated and indeed
who had died there.

Originally at the War Memorial Hospital, there had been male, female and children’s wards, all
with GP beds. However, when the Hospital was developed, an extra 3 wards were added,
including Sultan Ward, being the new GP Ward. Patients were admitted to Sultan Ward under
GP Care if we felt the patient nesded more support than was generally available at home. If |
admitted a patient to Sultan Ward, 1 would then go to see that patient on most days, fo cnsure that
the patient was progressing as T had hoped - or indeed arranpo for the paticnt then to be
transferred to a Local District General Hospital if necessary. Altematively, it was possible to gat
the view of a olinician in Elderly Medicine, who could arrange admission to one of the other
Wards at the Gosport War Memorial Hospital if that was felt to be appropriate and a bed was
available,

It is only fair to point out that the War Memorial Hospital i3 not a District General Hospital, and
patients were dealt with in a different way, We had good narsing staff at the Hospital, but there
was limited medical cover.

" Tem aware of the detail of the allegations made agafnst Dr Barton contained in tho varjous Heads
of Charge. ! appreciate there is some concem that the doses of opiates drugs prescribed were not
in the paticnts® best intecests. | anderstand that variable doses were prescribed. T never felt the
duses were excessive in (ke cases | was asked to comment upon when dealing with Cremation
Forms. At the time in the Blderly Medicine Department the prescription of these drugs was put
in this manner in oxder for the staff to be able to increase the dose of the drug without the
difficulty of having to find a prescribiug Clinician to change the dose, This was particularly for
out of hours and weekend times when vadue sufering may have been caused if a patient had to
wait for someone to be called in to the Hospital. This manner of prescribing is not only confined
to elderly medicine, I have come across it in treatment of pain cspecially with regard to cancer

suﬁ@
Code A Code A

Signed.:. L Witnessed
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STATEMENT OF ROBERT PENNELLS
AGE: OVER 18 |

Over the years patients came to register with our practice who had fallen out with gtter GPs
locally, and they werc therefore h‘aﬁsferring. At no time, howevcer, did T ever have a paticnt
trausferring to me from the list of Janc Barton.

In my view, v Barton is a competent and caring clinicianﬁ; has spent the tast 10 vears at lcast
in a very unnatural condition waiting far her case tn be completed In describing her, T cannot
think of any bad words to say about her,

Of Dx Barton and I her husband, [ would say they are a remarkable couple. Both are extremely
resilicnt  Scveral medical colleagues have commented to me that they would sumply not have
been able to put up with the pressure under whick Dy Barton has suffered over recent years.

Dr Barton puts on a brave face about her predicamert, but it has taken a toll upon her,

é.CodeA COde A

Signed..... vermeres cenersas - Witnessed
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WITNESS STATEMENT

STATEMENT OF GILLIAN ELIZABETH HAMBLIN

AGE: OVER 18

This Statement consisting of 2 pages signed by me, is true to the best of my knowledge and belief
and I make it knowing that if it is tendered in evidence I shall be liable to prosecution if I have

wilfully stated in it anything which I know to be false or do not believe to be true.

DATED this ({, day of February 2008

C Code A

Signed

GILLIAN ELIZABETH HAMBLIN

[ am Gillian Elizabeth Hamblin! Code A

1 make this statement further to my statement of 23 October 2007, in relation to events at the

Gosport War Memorial Hospital in Hampshire.

In that statement, | described difficulties which were encountered in relation to record keeping,
both on the part of the Nursing Staff, and the part of Dr Jane Barton, the Clinical Assistant on
Dryad Ward.

| also described the arrangement which came to exist concerning the prescription of certain
medications in a dose range, which prescription could be made anticipating the future need of the

patient.

From my knowledge, I do not believe there was a situation in which a patient was ever put at risk

Signed ... Code A witnessed..... Code A ...
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routinely communicated at handovers, ward rounds, and generally, concerning the condition and

treatment of our patients.

Similarly, from my knowledge, 1 do not believe a patient was ever actually put at risk through the
attended on the Ward each Monday, reviewing all the drug charts and the drug stock. She would
give advice and guidance, but I do not believe she ever raised criticism, or that concern was ever

expressed by her about the arrangements for prescribing in the way that we had adopted.
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A I think most of the relatives just wanted their loved ones kept comfortable, pain-free,
so I cannot honestly recall them asking about that really, about whether or not they would be
more conscious or pain-free. As I say, the majority of relatives wanted their loved ones kept
comfortable.

Q So in general terms, in terms of responsiveness to the concerns of the relatives how
open was the doctor to taking on board the wishes and desires of the relatives?
A Dr Barton was very sensitive to that and obviously took on board what the relatives

were saying; and hopefully that that was the case — that they wanted them either kept pain
free, which was what most of the relatives wanted for them.

THE CHAIRMAN: That was all I had. The very final bit is that I have to ask the barristers
whether they have any questions arising out of those. Mr Kark.

MR KARK: No, sir.

THE CHAIRMAN: Mr Jenkins.

MR JENKINS: No, sir.

THE CHAIRMAN: Then that completes your testimony. Thank you very much indeed for
coming. It follows that you will not need to come back on Friday. We are most grateful to
you for your assistance. We do rely on the help of parties such as yourself to help us in our
inquiries and you leave with our thanks.

THE WITNESS: Thank you very much.

(The witness withdrew)

THE CHAIRMAN: We will be starting at 11.30 tomorrow. If there is nothing else we will
adjourn now and meet again at 11.30 tomorrow. Thank you very much, ladies and
gentlemen.

(The Panel adjourned until Tuesday 28 July 2009 at 11.30 a.m.)

Day 32 -96
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General Medical Council

Dr Jane Barton

Statement of Sheelagh Joines

I, Sheelagh Joines, will say as follows:

o

6456060 v1

I qualified as a nurse in August 1958 and qualified as a midwife in 1960. I started
working at Gosport War Memorial Hospital in 1973 and worked on Daedalus ward
from 1993.

I was the Ward Sister in charge of Daedalus Ward.

I make this statement in relation to the investigation into Dr Barton by the General
Medical Council.

I have previously made two statements to the Hampshire Police and exhibit these to
this statement.

Tylilitand ¢ 1o +o - “Q T, £ e + +
Exhibited to this statement and marked “SJ1” is a copy of my witness statement dated

12 February 2003.

Exhibited to this statement and marked “SJ2” is a copy of the witness statement dated
13 October 2004 I made in relation to the care of Elsie Lavender and the use of syringe
drivers on the ward.

I can confirm that I have been given the opportunity to re-read these statements and
would like to make the following comments to clarify matters.

In relation to page 2 of my statement dated 12 February 2003, on reflection I do not
feel that the fourth paragraph reflects the clinical position. I would therefore like to
add the following words. “My work also involved the care of terminally ill patients.
These were so 11l that their quality of life was minimal and further treatment would not
help. They could be in pain or distressed and unable to take oral medication. My aim
was to give these patients a peaceful, pain-free and dignified death. I also thought this
was beneficial for the relatives and caused them less distress.”

Because the patients could not take oral analgesia, a syringe driver would be used to
give the patient 24-hour pain relief. Also we could add sedation and other drugs, ie. to
“dry up” secretions if necessary.”
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10.

11.

12.

In relation to page 3 of my statement of 17 February 2004 I would like to add that
Dr Barton would visit the hospital between about 8-8.30 am.

I cannot remember the exact date but I was present when Dr Lord carried out a ward
round with Dr Barton. It was decided during this ward round that Dr Barton would
prescribe medication prior to it being required to prevent patients being left in pain.
Sometimes patients deteriorated rapidly and if Dr Barton was not present then her GP
partners may be unwilling to prescribe painkillers as they did not know the patients’
history. It was during this ward round that we decided that Dr Barton could prescribe
medication prior to it being required. This was not a written policy and I think it was
only in place on Daedalus Ward. We did not use the policy regularly but it did happen
for the patients’ good.

In relation to paragraph 3 I clarify that I would speak to Dr Barton prior to
commencing the syringe driver and would start the patient on a minimal dosage. I

- 'spoke to the relatives and explained this to them but if Dr Barton was around then she

13.

14.

15.
16.
17.

18.

19.

6456060 v1

would speak to them. I always recorded my actions in the medical notes. I feel that
the patients’ relatives were well aware of what had happened.

I had no concerns myself regarding this practise or Dr Barton. I set up quite a few

syringe drivers and never had any doubts about whether or not they were required. I
think that the relatives benefited from the patient’s treatment.

I would never start a patient on a syringe driver without a relative’s conser?tf I would
make sure that the patient’s relatives were fully aware about the effects of the syringe
driver. The syringe driver does not cause death but- helps the- process . ,

K Tig ir o Godsta ey went 002K LR TR
I would make an entry in the notes that I had spoken to Dr Barton and that the relatlves
were informed and their permission was granted to go ahead.

In January 1997 I retired from Daedalus Ward at the age of 69. (O

No staff ever raised concerns with me about the use of syh'nge drivers-and I did not
have any myself.

_ Irelation to the statement I made on 13 October 2004 I would like to add that I cannot

remember Elsie Lavender. Nothing about her care sticks in my mind.

Whilst I was the Ward Sister of Daedalus Ward there was appropriate staffing levels
and I had an excellent team working for me. We split the staff into two teams, blue
and red, the staff all knew what they were doing and knew which patients were under
the care of their team.



20.

21
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I worked very closely with Dr Barton and would say that she was all for the patients.
Dr Barton was very open with the relatives.

I understand that my statement may be used in evidence for the purposes of a hearing
before the General Medical Council’s Fitness to Practise Panel and for the purposes of
any appeal, including any appeal by the Council for Healthcare Regulatory Excellence.
I confirm that I am willing to attend the hearing to give evidence if asked to do so.

I believe that the facts stated in this witness statement are true

Signed:

Dated:

6456060 v1

iCode A
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General Medical Council

Dr. Jane Barton

Exhibit SJ1

®

This is the Exhibit marked “SJ1” referred to in the statement of Sheelagh Joines:-

- Statement dated 12 February 2003 (regarding Elsie Devine)

6834042 v1
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Form MG [(T)

Page 1 of 4

WITNESS STATEMENT

(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)

Statement of:  JOINES, SHEELAGH | e

Ageifunder [8: OVER 18  (ifover I8 insert ‘over 18') Occupation: RETIRED RGN

This statement (consisting of 5 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything

which I know to be false or do not believe to be true.

Signed: S A JOINES Date: 12/02/2003

I am the above named person and I live at the address overleaf. I began my training as a nurse
in 1955 at the Royal and Queen Alexander Hospital in Portsmouth. I qualified in August 1958

as a State Registered Nurse and went on to qualify as a midwife in 1960 at Beckenham in Kent.

In 1961 I married my husband who was in the RAF. In 1963 we were stationed in RAF
Changai where I worked as a civilian sister for about 2% years. I returned to England in 1966
and I began working at the GWMH as a staff nurse on the female ward. I worked there until

1968 when I adopted a son. I gave up work and had a daughter in July 1969.

In March 1970 we moved to South Africa where I again started work as a nurse at the
Vordrekkerhoogte Military Hospital. I was a sister on a general ward leaving in 1971. I then

worked in Nedpark Hospital Arcadia as a sister for about a year. In early 1973 we returned to

Gosport in the UK.

Having retumed to England I began working again at the GWMH, I was a staff nurse on the
male ward for about two - three months and then began work at Northcote Annex as a sister for

about 18 months. This was a geriatric ward, the first one [ had worked on.

I then had a period of 18 months on a children's ward before going back to Northcote Annex

where I worked for about a year before returning to the children's ward. I think this would have

been about 1977.

In 1979 until 1997 (rough dates) I worked on the male ward at GWMH as a sister, dealing with

Signed: S A JOINES Signature Witnessed by:
2004(1)
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Continuation of Statement of: JOINES, SHEELAGH ' Form MGII(T)(CONT)
Page 2 of 4

medical, surgical, geriatric and terminal care patients. During that period the male ward moved
to Daedalus Ward in 1993. The male ward at the GWMH came under GP's but Daedalus Ward
was under the control of a consultant, Dr LORD . I enjoyed a good working relationship with

Dr LORD, who in my opinion was an excellent doctor.

The other doctor who worked on Daedalus Ward was Dr Jane BARTON , who was the clinical
assistant. Dr BARTON would make the early moming visits and review the patients. I found
Dr BARTON to be one of the best doctors I worked with. She is a very caring lady and
someone I would describe as compassionate, she is a fair lady and someone who valued the

opinion of her staff. She is still my GP and someone I trust and respect highly. Although we

had a first class working relationship we never went out socially.

Although Daedalus Ward was there to cater for rehab patients in my opinion this was not
always possible. We would take stroke rehab where it was not always possible to rehabilitate
them. We did rehabilitate some patients and got them home or into nursing homes. The rest of
the beds in the ward were long stay patients. Many of these patients were at the hospital for
respite care. However if it was felt that their relatives were unable to cope with them at home

they would then be transferred into a long stay bed. This decision would be made by Dr LORD.

Whilst working I was involved in terminal care of very ill patients. There were people who
were so ill they were expected to die. It was always my aim to give these people care, comfort
and dignity. I was given instruction in the use of syringe drivers. These provided patients with
24 hour pain relief, normally for patients who were unable to swallow oral analgesics. We

could also administer sedation and drugs to dry up secrctions.

Only a doctor could authorise the use of a syringe driver, they would be put up by two trained
nursing staff and with the consent of the patients family. With regard to the very ill patients for
whom £herc was no further treatment who were in pain or distressed, I would inform the family
that the use of the syringe driver would lead to a peaceful, dignified death. The use of the
syringe driver did not accelerate the process of dying. In the four years I was at Daedalus only

one family declined and asked for treatment by antibiotics. This was done as per their request.

Signed: S A JOINES Signature Witnessed by:
2004(1)
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Continuation of Statement of: JOINES, SHEELAGH Form MGI1I(T)(CONT)
Page 3 of 4

Whilst at Daedalus Ward some patients would suffer from pain for a period of time prior to
being seen by Dr BARTON. This was because quite rightly the patients were being seen by
partners of Dr BARTON who did not know the case history and were therefore unwilling to

prescribe analgesic drugs required by the patients.

To that end it was agreed by Dr LORD, Dr BARTON and myself that Dr BARTON would
prescribe medication prior to it being required. This was done in case a patient deteriorated and
needed the drugs that had been prescribed. The prescriptions were written up as a patients

admission in case they were needed, not as a matter of routine. I do not know if this practice

was used on other wards.

Once the drug had been prescribed if and only if the patient deteriorated I would inform Dr
BARTON and tell her I thought the time had come for the drugs to be given. I would see the
relatives and discuss the situation with them in detail, involving the outcome and only if they
agreed I would speak to Dr BARTON again informing her the family had given their permission
and on her authority commence a syringe driver on minimal dosage given thescale as laid down

by Dr BARTON. Any increase in dosage could only be authorised by Dr BARTON.

Dr BARTON would only give her permission to start a syringe driver, a few hours after having
seen the patient and was fully aware of their medical condition and the need for a syringe dri ver.
At no time did Dr BARTON and I ever disagree about the use of syringe drivers. [ have never
had any concern about the use of syringe drivers or the drugs given under the direction of Dr
BARTON. Had I been worried I would have questioned Dr BARTON had she failed to answer

me in a satisfactory manner I would have spoken with my manager or Dr LORD.

I am not aware of any trained or auxiliary staff voicing concemn about the use syringe drivers. I

am not aware of any of the families I dealt with making complaints about syringe drivers or Dr

BARTON.

In my opinion as a result of the current investigation many people will not get the pain free, w

Signed: S A JOINES Signature Witnessed by:
2004(1)

~
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Continuation of Statement of: JOINES, SHEELAGH Form MG!I(T)(CONT)
Page 4 of 4

dignified deaths they would otherwise have had.

In January 1997 I retired from the GWMH. Since then I have worked as a night nurse co-

ordinator which is a clerical post based at Waterlooville.

Signed: S A JOINES Signature Witnessed by:
2004(1)
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General Medical Council

Dr. Jane Barton

Exhibit SJ2

This is the Exhibit marked “SJ2” referred to in the statement of Sheelagh Joines:-

- Statement dated 13 October 2004 (regardin
syringe drivers on the ward)

Isie Lavender an

6834042 v1
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Form MGLI(T)
Page | of 5
WITNESS STATEMENT Q/\ \07

(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 5
\a

Ageif under18: OVER 18  (if over 18 insert ‘over 18") Occupation: NIGHT NURSE COORDINATOR

2

Statement of:  JOINES, SHEELAGH ANN

This statement (consisting of 6 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything

which [ know to be false or do not believe to be true.

Signed:  SAJOINES Date: 13/10/2004

I am Sheelagh Ann JOINES and I live at an address known to the Police.
Further to my previous statement made to the Police on 12th March 2003 (12/03/2003), I would
like to add the following; my current role is that of a Night Nurse Coordinator at St

Christopher's Hospital in Fareham. I have held this position for some 7 years since my

retirement from Nursing.

In 1996 myrole at the Gosport War Memorial Hospital was that of Sister in charge of Daedalus

Ward. On a day to day basis I was responsible for the running of the ward in general. My

- responsibilities also included the clerical work, and accompanying the Doctor on the Ward

round, usually between 0800 and 0830 hrs.

I am unsure who my line manager was at this time, it could have been Isobel EVANS , Barbara
ROBINSON or Sue HUTCHINGS who would have held the position of what we used to call

Matron, the person who is charge of the staff is the best way I can describe it.

My weekly hours of work at that time were 371/2. My duties, as far as I can recollect were from

0730 to 1330, 0730 to 1630/1700 and 1215 to 2030.

I was not certified to use IV drugs, and in any event these were not used on the ward at that

time.

I have no knowledge of the term Wessex Protocols, but if it means the analgesic ladder, I am of
course familiar with that.

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1) '
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Continuation of Statement of: JOINES, SHEELAGH ANN Form MGI (T} CONT)
Page 2 of 5

I am fully trained in the use of syringe drivers but I am unsure what type of driver was being

used at the time in question.

With regards to training for nurses regarding syringe drivers I had been trained in their use, But
I can't remember now by whom. It could have been someone from the company that supplied it,
a trained nurse, or a Marie Curie or Countess of Mountbatten nurse who would use them far
more often that we would. The training would have been for a day at the most but probably less
than that. It quite a simple procedure and I have trained it myself. The training consists of how
to set up the syringe driver and how to put the required dose into the driver. Trained nurses only

would be allowed to use such equipment. Health care and support workers would not.

At this time the there. were two teams of nurses, the red and blue teams. The named nurse was

the person in overall charge of each of those teams.

The time and date of all entries in the patient notes were usually completed first thing in the

morning after handover or done on the day.

I have been asked to detail my involvement in the care and treatment of Elsie Hester
LAVENDER . I can say that I have no recollection of this patient, but after referring to her
medical notes, exhibit reference BIC/30 pages 131,151, 153, 200 to 228 and a letter page 13.

I can confimm that on the 23 February 1996 (23/02/1996), page 131 I wrote the following on
what I belicve to be a Diabetes prescription nursing record:
Date Time DrugName and Dose Reason Signature

23/2/96 (23/02/1996) 1730 Mixtard Insulin Blood Sugar 8 S JOINES

With reference to this I can now see that I did not record the actual dose of insulin, which is not
like me and I have no explanation as to why. This particular type of insulin is subcutaneously

injected just under the skin, usually in the abdomen, upper arm or thigh

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1) '
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Continuation of Statement of: JOINES, SHEELAGH ANN Form MGL I(T)(CONT)
Page 3 of 5

The blood sugar figure is a sign of whether the diabetes is controlled. The reading 8 is

satisfactory.
I must say that I really do not recognise this form, after all this time.

I can confim that also on the 23" February 1996 (23/02/1996), page 151 I wrote the following
at 1720 hrs on what I believe to be the Kardex admission notes - Pathology phoned- Platelets

36? Too small sample. To be repeated Monday. Dr BARTON informed - will review. This

entry is signed by me.

With reference to this entry I believe this to mean that not enough blood was taken, therefore it
was not possible to do a full blood count. To repeat and take more blood on Monday, the right
amount. Platelets are concemned in the make up of blood. I am not familiar with chemical

pathology records so I am unable to comment on any attempt to cross reference the two records.

I can confimm that in a letter from Dr JC TANDY (Consultant Physician in Gerihtrics) which

reads;
Elsie LAVENDER, Code A

I think the most likely problem here is a brain stem stroke leading to her fall. I note she has iron
deficient anaemia. Upper GI investigation might be helpful as, in view of the atrial fibrillation,
one might want to consider Aspirin here (I would be reluctant to consider Warfarin as I think
she's going to be at great risk of falling). Alas, I don't think her brain stem stroke would show up

particularly well on a CT and were now 11 days post-ictus.

I'll get her over to Daedalus Ward, Gosport War Memorial Hospital, for rehab as soon as

possible. I'd be grateful if her notes and x rays could go with her.
Thank you for asking me to see her.

Yours sincerely

Signed: S A JOINES . Signature Witnessed by: D WILLIAMSON
2004(1)
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DrJC TANDY
Consultant Physician in Geriatrics

CC Dr EIPETERS , the Surgery, 149 Forton Road, Gosport, PO123HH
Sister S JOYNES, Daedalus Ward, GWMH.

I am shown as being a recipient of this letter, I believe purely because I was the Sister in Charge

of the Ward and for no other reason. As I have said I have no recollection of this patient. I don't

know Dr TANDY personally, but I know of her.
On Daedalus Ward at that time there were 8 stroke beds and 14 geriatric long stay beds.

I can confim that on page 153 of Exhibit BLC/30 dated 25" and 26™ February 1996
(26/02/2004), T wrote the following 1900 hrs on 25/2/96 (25/02/1996).

Appears to be in more pain, screaming "My back" when moved but uncomplaining when not.

Son would like to see Dr BARTON; this entry was signed by me.
On 26/2/96 (26/02/1996), I wrote the following;

Seen by Dr BARTON MST> 20mgms BD. She will see Mr LAVENDER @ 1400 hrs this

afternoon. Idid phone him. Blood sugars 20> this entry was signed by me

Insulin dose increased
1430 hrs - Son's wife seen by Dr BARTON- prognosis discussed. Son is happy for us to just

make Mrs LAVENDER comfortable and pain free. Syringe driver explained.

1440hrs- All mattress needed changing- 10 MST mgms given prior to moving on to Pegasus

mattress.

The meaning of this is almost self explanatory in that the use of the syringe driver was

explained to Mr LAVENDER junior's wife in order for the patient to be comfortable and to be

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1)
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free from pain,

MST means Morphine Slow release Tablets were used as Mrs LAVENDER was not

responding, it was not controlling the pain.

- The Pegasus air mattress was required for release of pressure from bed sores.

I can confimm that on page 151 of Exhibit BJC/30, dated 24/2/96, I wrote the following

Pain not controlled properly by DF 118. Seen by Dr BARTON- boarded for MST 10Mgs BD,

this entry was signed by me.

I knew that the pain was not being controlled by observing that the patient was in pain when

moved. Another reason would be that the patient informed us of pain.

Because of this I informed Dr BARTON who visited and boarded for MST 10 Mgs twice a day.
This was usually at 0600 and 1800

Boarded means, written up or prescribed in treatment sheet

BD means twice a day

DF 118 is astrong Analgesic tablet

Dr BARTON increased the MST to 20Mgs on 26/2/96 (26/02/1996)
This is shown on page 145 of BJC/30, the prescription charts.

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1)
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WITNESS STATEMENT

(01 Aot 1987, 6.8 MC Act 1980, s¢.3A03) {1 and 58 MO Rules 1981070 &

Srstement ofr  JOINES, SHEELAGH

Ageifunder 18 OVER IR (ifover 18 inseet‘over 187 Occupations RETIRED RGN

This statement consisting of 5 page{s) cuch signed by me) i true 1o the best of my knowledge and belief and |
make it knowicg that, if it {3 tendered in evidence, T shall be Hable to prosecution if T have wilfully stited anything
which I koow o be falie or donot belisve o be frue.

Sigred: 54 IOINES Paten 12/02/2003

I any the above named person and 1 live at the address overleal. I began my training as a nurse
in 1933 at the Royal and Queen Alexander Hospital in Portsmoath. [ qualified in August 1958

e a
a3 3 State Registered Nurse and went on to qualify as a midwife in 1960 at Beckenham in Kent.

In 1961 1 marvied my husband who was in the RAF. In 1963 we were stationed in RAF
Changai where I worked as & civilian sister for about 2V2 years. I returned to England in 1866
and 1 began working at the GWMH a5 2 staff norse on the female ward. [ worked there unul

1968 when { adopted 2 son. 1 gave up work and had a daughter in Jaly 1969,

In March 1970 we moved to South Africa where 1 again started work 8s a nurse at the
Vordrekkerhoogte Military Hospital. I was g sister on a general ward feaving in 1971, 1 then
worked in Nedpark Hospital Arcadia as a sister for about a year, In sarly 1973 we returned 1o

Gosportin the UK.

Having retumed to England { began working again at the GWMH, 1 was a staff nurse on the
male ward for about twp - three months and then began work at Morthcote Annex as a sister for

about 18 months. This was a geriatric ward, the first one [ had worked on;

1 then had a perind of 18 months on a children’s ward before going back to Northeote Annex
where I worked for about a year before returning to the children's ward, 1 think this would have

been abouy 1977,

In 1979 undl 1997 (rough doies) [ worked on the male ward at GWMIH as a sister, dealing with
SR

Signed: S A JOINEY Signature Witnessed by
20041
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medical, surgical, gedatric and terminal care patients. During that period the male ward moved
to Daedalus Ward in 1993, The male ward at the GWMH came under GF's but Diedalus Ward
was under the control of a consultant, Dr LORD . I enjpyed a good working refationship with

Dr LORD, who in my opinion was an excellent doctor.

The other doctor who worked on Daedalus Ward was Dr Jane BARTON | who was the clinical
assistant. Dr BARTON would make the early morning visits and review the patieats. 1 found
Dr BARTON 0 be one of the best doctors 1 worked with,  She is a very caring lady and

someone I would describe as compassionate, she is a fair lady and someone who valued the

opinion of her staff. She i3 still my GP and someone 1 frust and respect highly. Although we
* Fowashat 7

" Rawtvda

T e R Tk
Although Daedalus Ward was there © cater for rehab patienis in my opinion this was not ‘

had a first class working relationship we never went out socially.

always possible. We would take stroke rehab where it was not always possible to rehabilitate
the beds in the ward were long stay patients. Many of these patients were at the hospital for
respite care. However if it was felt that their relatives were unable to cope with them at home

they would then be transferred into a long stay bed. This decision would be made by Dr LORD,

» There were people who

24 hour pain relief, normally for patients who were unable to swallow oral andgesics. We

could also administer sedation and drugs © dry up secretions.

ok #they would be put up by two trained

‘l » . . " . 4 - ]
Batum’  nursing stalf and with the consent of the patients family. With regard 10 the very ill patients for
Ovhehasd | '
== whom there was no further treatment who were in pain or distressed, T would inform the family

s
- one family declined and asked for treatment by antibiotics. This was done as per their request.

Sigoed: 5 A JOINES Sigaature Witnessed by:
2004013
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ist ut Duedalus Ward some paﬂfznm would suffer from pain for a pamd of time prior 107

f;nm hnuw the case history and were therefore

needed the drugs that had been prescribed. The

{ not as a matter of routine. 1

Jopaatss seawr, el & ssdam
o SasTEelX e Sur® RPN

-~

\

g,»mﬁ*:: wiiey
fg&*ﬁw&a 3&‘? Ju ’

®x e
b L1 %,

fronude f

meina sutisfacmry manner | would bave spoken with my manager or Dr LORD,
O gt W eyt Ting swiaiies  s@n®l

Fam not aware of any trained or auxiliary staff voicing concern about the use syringe drivers, |
am not aware of any of the farilies I dealt with making complaints about syringe drivers or Dr
BARTON.

In iy opinion 45 a result of the cumrent investigation many people Will not get the pan free,

5 gmd 5 AJUINES Signature Witnessed by:
Ol 1)
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i deathn they would otherwise have had.

In Junuary 1997 1 retired from the GWMH. Since then [ have worked as a night nurse co-

ordinater which is a clerical post based at Waterlooville,

i k?‘a«wﬂmr-&

P i

= ¥ e ot

oARATAy

- Ft Ay 5

£

s

* Vtostom Py  BwdE

B T e M Sl

izned: S A JOINES Signature Wirnessed by:
O04(1)
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WITNESS STATEMENT

(1 Act P67, 9.9, MC At 1980, 3. 5A(3) (8) and 38; MC Rules 1981, .70

Smtement ol JOINES, SHEELAGH ANN

Age ifunderifs OVER IS of over 18 insert e 13y Gocupaton:  NIGHT NURSE COORDINATOR

This statement{consisting of § page(s) vuch signed by me} s trye to the best of my knowledze and belief and §
make 11 knowing that, {fit is wendered in svideoce, 1 shall be lakle w prosecution if § bave wilfully stated anything
which I kntow to befalse or do not Believe 1o be e,

Signed:  5AJOINES Date: 13102004

1 am Sheelagh Ann JOINES and 1 live at an address known {0 the Police.

Further 10 my previous staternent made o the Police on 12th March 2003 (125‘93}2{}{}3}1 Twould

ke to add the following: my cument vole is that of a Night Nurse Loordinator at St
rd

Christophers Hospital in Fareham. I have held this position for sorfe 7 vears since ny

retiremient from Nursing.

ﬂ‘(\.‘

-~
in 1996 my role at the Gosport War Memorial Hospital };,ss’ that of Sister in charge of Daedalus

Ward. On a day to day basis T was responsible fqr/fge running of the ward in general. My
responsibilities also included the clerical worky and accompanying the Doctor on the Ward

round, usually between DR00 and 0830 hrs, x/
/..

p
Fd
I am unsure who my line manager a}:ﬁs at this time; it could have been Isobiel EVANS | Barburg

ROBINSON or Sue Irf[ﬂf»il}i]}%g}é who would have held the position of what we used to call
%
Matron, the person who is chapge of the staff is the best way I can describe it
s

&

. s . s .
My weekly bours of wopk at that time were 371/2. My duties, us far as I can recoliect were from

0730 to 1338, 0730 }ﬁ 163071700 and 1215 1o 2030,
y
y

y
1 was not aergief{fzd to use IV drogs, and in any event these were not used on the ward at that
4

time. Ve

UV

o v

o

Signed: S A JOINES Signature Witnessed by: Tt WILLIAMSON
200413
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[ am fully tuined in the use of sydnge drivers but I am unsure what type of dnver was being

used at the time in question.

With regards to training for nurses regarding syringe drivers T had been trained in their use, Bat
I can't remember now by whom. It could have heen someone from the company that supplied it,
a trained nurse, or 8 Mare Curie or Countess of Mountbatien nurse whao would use them far
mnre often that we would, The training would have been for a day at the most but probably less

than that, It quite a simple procedure and 1 have trained it myself. The training cousists of how

to ser up the syringe driver and how to put the required dose into the driver. Trained nurses only

would be allowed to use such equipment. Health care and support workers would npot.

At this time the there were twe teams of nurses, the red and bloe teams. The named nurse was

the person in overall charge of each of those feams.

The time and date of all entries in the patient notes were usually completed first thing in the

morning after handover or done on the day.

1 have been asked to detail my involvement in the care and treatment of ester

DER . T can say that | Have no recollection of this patient, but after referring to her

medical notes, exhibit reference BIC/30 pages 131,131, 153, 200 to 228 and a letter page 13,

I can confinm that on the 237 Februacy 1996 (23/02/1996), page 131 1 wrowe the following on

what { believe 10 be a Diabetes prescription nursing record:

Date Time  Drug Name and Dose  Reason Signaturg
2373/96 {23/02/1990) 1730 Mixtard Insulin Blood Sugar & S JOINES

With refervnce to this I can now see that T did not record the actual dose of insulin, which is not
like me and 1 have no explanation as to why, This particular type of insulin is subcutaneously

injected just under the skin, usually in the ahdomen, upper arm or thigh

Stgned: £ A JOINES Signature Witnessed by D WILLIAMSOR
2004¢ 1) :
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The blood sugar figure is & sign of whether the digbetes is controlled. The reading & is

satisfactory.

1 must say that § really do not recognise this form, after all this time.

1 can confirm that also on the 237 Febriary 1996 (23/02/1996), page 151 T wrote the following

at 1720 hrs on what T believe ta be the Kardex admission notes - Pathology phoned- Platelets
267 Too small sample. To be repeated Monday. Dr BARTON  informed - will review. This

entry is signed by me.

With reference to this entry 1 believe this to mean that not esough blood was taken, therefors it
was not possible to do 3 full blood count. To repeat and take more blood on Monday, the night
amount. Plaelets are concerned in the make up of blood. I am not familiar with chemcal

pathology records so Tam unable to comment on any attempt to cross reference the two records.

I can confirm that in a letter from Dr JC TANDY (Consultant Physician in Geriatrics) which
reads:
Elsie LAVENDER, Code A :

{ think the most Hkely problem here is a brain stem stroke leading to her fall. I note she has iron

deficient anasrmia, Upper GI mvestigation might be helpful as, in view of the atrial fibrillation,
ong might want © consider Aspirin here (1 would be reluctant to consider Warfarin as [ think
she's going to be at great risk of falling). Alas, I don't think her brain stem stroke would show ap

particularly well on a CT and were now 11 days post-ictus.

Tl get her over (0 Daedalus Ward, Gosport War Memorial Hospital, for rehab us soon as

possible. I'd be grateful if her notes and x rays could go with her.

Thank you for asking me ta see her.

Yours sincerely

Yianed: § A JOUINES Signature Witnessed by D WILLIAMSOM
0041
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D JC TANDY

Consultant Physician in Genatrics

CC Dr EJPETERS | the Surgery, 149 Forton Road, Gosport, PO123HH
Sister 5 JOYNES, Daedalas Ward, GWMH.

1 am shown s being a recipient of this letter, T believe purely because { was the Sister in Charge
of the Ward and for no other reason. As I have said T have no recollection of this patient. T don't

know Dr TANDY personally, but [ know of her.

On Daedalus Ward at that time there were 8 stroke beds and 14 geriatric long stay beds,

I can confim that on page 153 of Exhibit BLC/30 dated 25" and 26® February 1996
s on 25/2/96 (25/02/1996),

(26/02/20043, T wrote the following.

Appears 0 be in more pain, screarming "My back” when moved but uncomplaining when not,

San would like to see Dr BARTON, this entry was signed by me.
On 26/2/96 (26/02/1996), T wrote the following;

Seen by Dr BARTON MST> 20mgms BD. She will see Mr LAVENDER @ 1400 hrs this

afternoon. 1 did phone him. Bloed sugars 20> this entry was signed by me

Insulin dose increased
1430 brs - Son's wife seen by Dr BARTON- prognosis discussed. Son 1s bappy for us to just

make Mz LAVENDER comfortable and pain free. Syringe driver explained.

1440hrs- All mattress needed changing- 1D MST mgms given prior to moving on to Pegasos

maliress,

The meaning of this i3 almost self explanatory w that the ose of the syrings driver wag

explained to Mr LAVENDER junior's wife in order for the patient 1 be comfortable and to be

Signed: S AJOINES Signaiure Witnessed by D WILLIAMSON
200401)
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free from pain,

MSET means Morphine  Slow release Tablets were used as Mrs LAVENDER was not

responding, it was not conirolling the pain.

The Pegasus air matiress was required for relzase of pressure from bed sores,

Tean confinm that on page 131 of Exhibit BIC/30, dated 2472496, 1 wrote the following

this entry was signed by me.
1 knew that the pain was not being controlled by observing that the patient was in pain when

meved. Ancther reason would be that the patizat informed us of pain.

Benause of this § infermed Dr BARTON who visited and boarded for MST 10 Mgs twice a day,
This was vsually at 0600 and 1800

Boarded means, written up or prescribed in treatment sheet

BD means twice a day

DF 11815 astrong Analgesic tablet

Dr BARTON increased the MST to 20Mas on 26/2/96 {26/02/1996)

This is shown on page 145 of BIC/30, the prescription charts.

Signed: 5 A JOINES Sipnature Wimessed by D WILLIAMSON
003
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WITNESS STATEMENT
STATEMENT OF ROBERT PENNELLS
AGE: OVER 18

This Statement consisting of 6 pages signed by me, is true to the best of my knowlcdge and belief
and I make it knowing that if it is tendered in evidence I shall be liable to prosecution if T have

wilfully stated in it anything which | know 10 be false or do not believe to be true.

DATED this 24 day of e e 2009
1 Code A
Signed ..
ROBERT FPENNELLS
I am Robert Pennells of | Code A | | am a Registered

Madical Practitioner and was until September 2007 a General Practitioner in Gosport, Hampshire
having started work there in 1978, I trained at St Mary's Hospital, London, passed my finals in
1971, and vegistered m 1972. Between 1972 and 1978 I undertook hospital work in various
specialties in England, Bexmuda aod New Zealand. [ then worked as a GP in Gosport, becoming

14

Senior Partner in my practice in 1990.

T first met Dr Janc Barton whea she did locum wotk at my own practice in 1979 ar 1930 before
ghe joined her present practice. Indeed, my pariners and [ at the time did oot realise that Dr
Barton was locking for a permanent post and would have ¢onsidered offering her a post in our
practicc if we had. The reason for this is that we appreciated how she good she was at general
practicc even in that short time, Since then, I have known her as a cheerful, hardworking and
caring physician. She became Clinical Assistant in Elderly Medicine io the 1980s or 1990s, and

Code A COdé A

Signed.... Witnessed:
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STATEMENT OF ROBERT PENNELLS

AGE: OVER 18

was also involved in the formation-of Gosport Primary Care Group and acted as Chairman for
some time. I was part of that group and her performance in that role was cxcellent.

Gosport is very fortunate in having the Gosport War Memorial Hospital, which is a local hospital
with im-patient beds. Therc have been changes over the years, but the Hospital has a mix of
elderly medicine beds, GP beds, and out-patient services. The elderly medicine beds are further
sub=divided in to long stay beds, rehabilitation beds and terminal care beds. These categories are
not necessarily definable and there are arcas in between that would best be described as grey
areas — because elderly people may change in their condition without wamniug, depending on their
illncsses or circumstance Elderly paticnts would thercfore be Jooked after long tcrm perhaps
whils awaiting a place in an ‘Old Peoples’ Home' or being rchabilitated 1o a stage where they
oould tive in the community or an Old Peoples’ Home, or they were in a position of having been
investigated and weated but not being expected to recover — ie palliative care.

Dr Barton worked in the clderly medicine department as a Clinical Assistant, as far a5 [ know
with the supervision of the Consultant in charge of the beds and, as far as | could see, very
efficicntly. Dr Barton was effectively working as a Junior Doctor ~ equivalent to a Senior House
Officer or Registrar. My surgery was in the Gosport Health Czotre at the time of the allegations
gow made against Dr Baron, and ow buifding was attached to the Gosport War Memorial
Hospital on the same site. As I drove to work in the momning ) often saw Dr Barton’s car parked
outside the hospital as she was visiting the Wards before going an to her own surgery to do her
GP work. [ took this to be an indication of her dedication to the post which she was serving.

In relation to Jane's work as a Clinical Assistant, I understand that she worked for 3% or 4
sessions a week 1 have been told that Dr Barton was looking after patients in p to 44 beds at
anly one tme. This is a high workload and became increasingly more difficult in the time
alfocated. { think iniially ber position was a nice job - she was doing it at her speed und the
patients were likely to improve.

Code A Code A

Signed... Witnessec
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STATEMENT OF ROBERT PENNELLS
ACE: OVER 18

During her time as Clinical Assistant, Dr Barton asked me to sign cremation forms for some of
the patients who had died in the Elderly Medicine Department. Sometimes these patients had
been registered with my practice and I would have had some background knowledge of their
previous condition. 1 believe that in seeking an opinion in relation to the Cremation Farms Dr
Barton would often ask a doctar from the patient’s awn practice to help with these forms.

The signing of the second part of the cremation form is a legal act not to be taken lightly. [ have

! signed many of these forms over the ycafs and always made sure 1 was in possession of all
relevant facts beforc doing so. The procedure is as follows: the clinician that was looking after
the patient at the time of death ¢ontacts another physician who was not in the same practice or
department and tells him or her the cause of death and the circumstances leading up to the deatl,
The second chinician then speales lo someons who had been looking after the deceased or wha
had some knowledge of the events leading up to the death, If the sccond clinician is sure that
thore i3 no reason the cremation needs to be delayed, then and ounly then, does be ar she sign the
ferm.

In considermg the Cremation Forms relating to patieots Dr Barton had been locking after, Trever
camne across a case in which I thought there was a problem in signing the Cremation Certiftcate.
Before considering whether or not it was appropriate to sign the Certificate I always looked at the
patient’s notes and spoke to the Nursing Staff who had had care of the patient. In the case of the
patients from the Elderty Medicine Department there was always a Senior Nursing Staff Nurse,
Sister or Nurse Mamager to interview and also the hospital notes to inspect. Tc my mind there
vever appeared to be any question aboul Dr Barton®s clinical abilities. In no case in which [ was
asked to sign the Cremation Form did 1 feel there was a problem with the way the patient had
been treated. My general impression of her was that she was a good Clinical Assistant from all
the informatiom | was abic to pather, including my liaison with the Nursing Staff.

In reviewing the notes of patients when being asked sign Cremation Forms, it appeared to me that
over the mid to late 90s, patients who had been transferred intp beds at Gosport War Memorial

Hospital appeared to be more ill than in previous years,
Code A Code A
Signed.... Witnessed; O e
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STATEMENT OF ROBERT PENNELLS
AGE: OVER 18

In later vears T found that | was signing mors cremation forms, aad it scemed that this resulted
from a change in the naturc of the patienls who wore being transferred to Dacdalus Ward and
Dryad Wards at the War Memorial Hospital - they were more acutely ill and dependent than
proviously. '

As a General Practitioner it was apparent to me that over the yaars local hospital trusts had
incrcasinp ditficulty in relation to beds. General hospital beds were routinely tilled, and often
consultants at the Queen Alexandra Hospital, for cxampls, would ask us ta take patients octo
Sultan Ward a the War Memorial Hospital. On occasion we would be told that the patients
would be able to zo home shortly after their admission to the Ward, onfy to fmd out on tragsfer
from the District General Hospital that they were in a worse condition than we had been led to
believe. Ultimately in 2000 it became necessary to sct clear criteria for admission to the Ward,

Closure of beds was our main problem, the lack of availability of beds at District General
Hospitals meant. that more patients were transferred o us. 1 think there might have been a slight
crticism from the Hospital Trust that Sultan Ward, for example, was only 80% occupied, whilst
other anits were at 95% capacity.

In relation to the quality of notes I reviewed when considering the Cremation Certificates, [ do
not believe there was a problem in picking out the important information. Tt was of course open
for me to speak with the Nursing Staff which ] did. and any apparent gaps in the notes ware filled
by that.

Not al) the patients who dicd on those Wards were receiving Diamorpbine and Midazolam by
way of syringe drivers. | think it is fair 1o say that a high preportion were reseiving such
wedication as time went on, but that resulied from the different type of patient being admitted,
with an increasing number being in pain than had been the case carlies, Towards the end of Dr
Barton’s time ag a Clinioal Assistant at the Hospital, I would estimate that about half of the
paticns that died were receiving this medication and by such a method of administration.

Code A Code A

Signed.. e Witnessed:
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That had not been the case in earlier years. I am aware that from time to time sytinge drivers
were donated to the Hospital by gratcful sclatives of patients who had been treated and indeed
who i1ad died there.

Qriginally at the War Memorial Hospital, there had teen male, female and children’s wards, all
with GP beds. However, when the Hospital was developed, an extra 3 wards were added,
including Sultan Ward, being the new GP Ward. Patients were admitted to Sultan Ward under
GP Care if we felt the patient needed more support than was gencrally available at home. If [
admitted a patient to Sultan Ward, { would then go to see that patient on most days, fo cnsure that
the patient was progressing as I had hoped - or indeed amrange for the paticnt then o be
transferred to a Local District General Hospital if neccssary, Altematively, it was possible to gat
the view of a olinician in Elderly Medicinc, who could arrange admission to one of the other
Wards at the Gospost War Memorial Hospital if that was felt to be appropriate and a bed was
available.

It is only fair to point out that the War Memorial Hospital is not a District General Hospital, and
patients were dealt with in a different way, We had good narsing staff at the Hospital, but there
was limited medical cover.

I am aware of the detail of the allegations made against Dr Barton contained in the various Heads
of Charge. | appreciate there is some concemn that the doses of opiates drugs prescribed were not
in the paticots' best interests. I anderstand that variable doses were prescribed. T never felt the
duges were excessive in (e cases T was asked to comment upon when dealing with Cremation
Formos. At the time in the Elderly Medicine Department the prescription of these drugs was put
in this manner tn order for the staff to be able to increase the dose of the drug without the
difficulty of having to find a prescribiug Clinician to change the dose. This was particularly for
out of hours and weekend times when undue sutfering may have been caused if a patient had to
wait for someone to be called in to the Hospital. This manner of prescribing is not only confined
to elderly medicine, I have come across it in treatment of pain cspecially with regard to cancer

o %Code A Code A

Signed.. e, Witniessed
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Code A P.8’8
COPY AND PRINT CENTR PAGE 97/87

27-JUL-2009 10:29 From:MDU LEGAL DEPARTMENT.
27/@7/2809 10:83 | Code A

STATEMENT OF ROBERT PENNELLS
AGE: OVER 18 |

Over the vears patients came to register with our practice who had fallen out with otker GPs
locally, and they werc thercfore Uax{sferring. At no time, however, did T ever have a patient
transferring to me from the list of Janc Barton.

In my vicw, Ir Barton is a competent and caring clinician who has spent the last 10 vesrs at cast
in a very unnatural condition waiting for her case tn be completed. Tn describing her, T eannot
think of any bad words to say about her,

Of Dr Barton and I her husband, [ would say they are a remarkable couple. Both are extremely
restlicnt.  Scveral medical collcagues have coramented to me that they would simply oot have

been able to put up with the pressure under which Dr Barton has suffered over recent years.

Dr Barton puts on a brave face about her predicamert. but it has taken a toll upon her,

Code A Code A

Signed... SRR Witnessed.

e

Code A COde A

Signed. vvvene o Witnessed..
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General Medical Council

Dr Jane Barton

Statement of Sheelagh Joines

I, Sheelagh Joines, will say as follows:

1. I qualified as a nurse in August 1958 and qualified as a midwife in 1960. I started
working at Gosport War Memorial Hospital in 1973 and worked on Daedalus ward
from 1993.

2. I was the Ward Sister in charge of Daedalus Ward.

3. I make this statement in relation to the investigation into Dr Barton by the General
Medical Council.
4. I have previously made two statements to the Hampshire Police and exhibit these to

this statement.

Uh

Thikitad 44 thi 4o 1rad CQT1Y ; £ :
Exhibited to this statement and marked “SJ1” is o copy of my witness statement dated

12 February 2003.

6. Exhibited to this statement and marked “SJ2” is a copy of the witness statement dated
13 October 2004 I made in relation to the care of Elsie Lavender and the use of syringe
drivers on the ward.

7. I can confirm that I have been given the opportunity to re-read these statements and
would like to make the following comments to clarify matters.

8. In relation to page 2 of my statement dated 12 February 2003, on reflection I do not
feel that the fourth paragraph reflects the clinical position. I would therefore like to
add the following words. “My work also involved the care of terminally ill patients.
These were so ill that their quality of life was minimal and further treatment would not
help. They could be in pain or distressed and unable to take oral medication. My aim
was to give these patients a peaceful, pain-free and dignified death. I also thought this
was beneficial for the relatives and caused them less distress.”

9. Because the patients could not take oral analgesia, a syringe driver would be used to .

give the patient 24-hour pain relief. Also we could add sedation and other drugs, ie. to
“dry up” secretions if necessary.”

6456060 v1
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In relation 1o page 3 of my statement of 17 Febraary 2004 1 would like to add that
Dr Barton would visit the hospital between about 8-8.20 mm.

I cannot reroember the exast dute but Twax present when T Lord carried out o ward
round with Dr Barton. - It was decrded during thaz wand round that Dr Barton would
preseribe medication prios to it being requived 0 prevent pationts being left in pain.
Sometimes patients detenorated vapidly and if Dr Barton was not present then her GP
partners may be unwilling to preseribe painkiliers as they did not know the patients”
history. 1t wag during this ward round that we decided that Dr Barton could prescribe
roedication prior to i being requived. This was pot a-written poliey and 1 think it was
only in place on Daedalus Ward, We did not use the policy regularly but it did happen
for the patients” good.

In rvelatiom to parsgraph 3 1 clarify that 1 wouold spesk to Dr Barton prior to
commencing the syringe driver and would start the patient on a minimal dosage. 1
spoke to the relatives and explained this to thers bat if Dr Barton was sround then she
would speak to them. §always recorded my actions in the medical notes, 1 feed that
the patients” relatives were well aware of what had happened,

I had no concerns myself regardivg this practise or Dr Barton. 1 set up quite a few
syringe drivers and nsver had any doubts about whether or not they were required, |
think that the relatives banefited from the patient™s treatment.

\io
I would never start o patient oo a syringe driver without a relative’s consesit. | would
make sure that the patient’s relatives were fully aware about the effects of the syringe
driver. The syringe driver does not cause death but helps the progess: -

P e G G GE sy ey G os

I would make an entry in the nofes that T had spoken to Dr Barton and that the relatives
were informed and thelr permission was graoded to go ahead.

T January 1997 | retived from Daedalus Ward at the age of 69, L0

No staff ever raised concerns with me about the use of syringe deivers and 1 did not
have any nyyself

T relation o the statemernt Tmade on {3 October 2004 T would ke 1o add that { cannot
remember Elsie Lavender, Nothing about her care sticks in my mind.

Whilst T was the Ward Sister of Daedalus Ward there was appropriate staffing levels
and I had an excellent team working for me. We sphit the staff into two teams, blue
and red, the staff all knew what they were doing and knew which patients were under
the care of their team.
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20. I worked very closely with Dr Barton and would say that she was all for the patients.
Dr Barton was very open with the relatives.

21. I understand that my statement may be used in evidence for the purposes of a hearing
before the General Medical Council’s Fitness to Practise Panel and for the purposes of
any appeal, including any appeal by the Council for Healthcare Regulatory Excellence.
I confirm that I am willing to attend the hearing to give evidence if asked to do so.

I believe that the facts stated in this witness statement are true

Signed: ! COde A

Sheelagh Joines

Dated: og?é’ .................... S

6456060 v1 . ' 3



General Medical Council

Dr. Jane Barton

Exhibit SJ1

This is the Exhibit marked “SJ1” referred to in the statement of Sheelagh Joines:-

- ~ Statement dated 12 February 2003 (regarding Elsie Devine)

|y
-G

6834042 v1
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- RESTRICTED

Form MG1I(T)

Page 1 of 4

WITNESS STATEMENT

(CT Act 1967,8.9; MC Act 1/980, 55.5A(3) (a) and 5B; MC Rules 1981, r.70) -

| Gt
Statement of: JOINES, SHEELAGH = ' : /

Age ifunder 18: OVER 18 (if over 18 insert ‘over 18") Occupation: RETIRED RGN

This statement (consisting of 5 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything

which I know to be false or do not believe to be true.

Signed: S AJOINES v Date: 12/02/2003

I am the above named person and I live at the address overleaf. Ibegan my training as a nurse

in 1955 at the Royal and Queen Alexander Hospital in Portsmouth. I qualified in August 1958

as a State Registered Nurse and went on to qualify as a midwife in 1960 at Beckenham in Kent.

In 1961 I married my husband who was in the RAF. In 1963 we were stationed in RAF
Changai where I worked as a civilian sister for about 2%2 years. 1 returned to England in 1966.
and I began working at the GWMH as a staff nurse on the female ward. I worked there until

1968 when I adopted a son. I gave up work and had a daughter in July 1969.

In March 1970 we moved to South Africa where I again started work as a nurse at the
Vordrekkerhoogte Military Hospital. I was a sister on a general ward leaving in 1971. I then
worked in Nedpark Hospital Arcadia as a sister for about a year. In early 1973 we returned to

Gosport’ in the UK.

Having returned to England I began working again at the GWMH; I was a staff nurse on the
male ward for about two - three months and then began work at Northcote Annex as a sister for -

about 18 months. This was a geriatric ward, the first one I had worked on:

I then had a period of 18 months on a. children's ward before going back to Northcote: Annex

where I worked for about a year before returning to the children's ward. I think this would have

been about 1977.

In 1979 until 1997 (rough dates) I worked on the male ward at GWMH as a sister, dealing with

Signed: S A JOINES , Signature Witnessed by:

2004( 1)
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Contipuation of Sratement oft JOINES, SHEBLAGH Forgy MOPHTHCONT
Page 2ofd

medicel, surgeal, gerfatric and terminal care patients. During that period the male ward moved
0 Dacdalus Ward in 1993, The male ward at the GWMH came under GP's but Daedalus Ward
was under the control of g consuitant, Dr LORD . Tenjoved a good working relationship with

Dr LORD, who inmy opinion was an excellent doctor,

The other doctor who worked on Daedalus Ward wus Dr Jane BARTON | who was the clinical
assistant. Dy BARTON would make the cardy moming visits and review the pattents. I found
Dr BARTON 1o be one of the best doctors 1 worked with.  She s a very caring lady and
someons 1 would describe as compassionate, she is a fair lady and someone who valued the
oplnion of her staff, She is still my GP and someone T trust and regpect highly. Although we

had a first class working relationship we never went out secially.

Although Doaedalus Woard was there 1o cater for rehab patients in my opinion this was not
always possible. We would take stroke rehab where it was ot always possible to rehabilitae
them. We did rehabilitate some paticnts and got thens home or into nsing bomes. The rest of
the beds in the ward were long stay patients. Many of these patients were at the hospital for
seapite care. Howgver i i1 was felt that their relatives were analde to cope with them af home

they wauld then be transferred into o long stay bed. This decision would be made by Dr LORD.

Whilst working T was involved in termnal care of very il patients.  There were people who
were so it they were expected to die. It was always my aim to give these peopls care, comfort
and dignmity. [ was given instraction in the use of swringe drivers, These provided patients with
24 hour pain relief, normally for patients who were unable to swallow oral analgesies. We

could also sdminister sedation and drugs to dry up secretions.

crov could sathorise the use of @ syrioge drver, they would be put up by two trained

Only a do

rursing staft

wion there vl no Fa W wers in pain or distressed, Twould tnfonn the family

feadd o a peacetul, dignificd demte . The bse of the

driver ddid not accelerats the process of dving. In the four years I was at Duedalus only

one family declined and asked {or treatment by antibiotics, This was done as per their request.

Signed: § A JOINES Stenature Withessed by
04D
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{oantinuaton of Starement of JOINES, SHEELAGH Forra MGLECTWCONTD
Fazelofd

Winist at Dasdalos Ward some patients would suffer from pain for a period of time prior to
being seen by Dr BARTON. This was because quite rightly the patients were being seen by

gote

partners of Dr BARTON who &id not know the case bistory and w

preseribe gl pesic o reaquired by the patients.

To that end it was sgreed by Dr LORD, Dr BARTON and niysell that Dr BARTON would
prescribe medication prior to it being required. This was done in case a patient deteriorated and
admission in case they were needed, not as a muatter of wutine. 1 do not know i'f this practice

wias used on othey wards,

nee the duig had been prescribed if and only if the patient deteriorated I would inform D
BARTON a_nd tell her I thought the time had come for the drugs to be given. Lwould see the
relatives and discuss the situation with them in detatl, involving the owcome and ondy if they 4

agreed bwonld speak to Dr BARTON araiy informing her the farnily had given theje permission
and on her authority commence a syringe driver on minimal dosage given the-scale as laid down

by Br BARTON. .Any increase in dosage could only be authorised by Dr BARTON.

De BARTON would miy e ber permission tostant & synnge driver, a fewchours after having ;
: sl & Sy : = I

seen the patl v aware of their medical condition and the need for 4 syninge drivers

At no time did Dy BARTON and [ ever disagree about the use of syringe drivers. Lhave never
f1ad any concern about the use of syringe drivers or the dougs given under the direction of Dr
BARTON. Had I been worried [ would have guestioned Dr BARTON had she fatled to answer

me in a satisfactory manner 1 would bave spoken with my manager or Dr LORID.

I am not aware of any trained or suxiliary staff voloing concern about the use syringe drivers, |
am not aware of any of the families 1 dealt with making complaints about syringe drivers or Dr

BARTON.

Ty opinion 88 a resolt of the current investigahion many people will not get the pain free, ?‘;j\}{
\f N,

Stgned: 5 A IDINES Stgnatare Witnessed by
2 }
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Continuation of Statement of: J OINES, SHEELAGH Form MGI!I(T)(CONT)
, : \ Page 4 of 4

dignified deaths they would otherwise have had.

In January 1997 I retired from the GWMH. Since then I have worked as a night nurse co-

ordinator which is a clerical post based at Waterlooville.

Signed: S A JOINES Signature Witnessed by:

2004(1)



General Medical Council

Dr. Jane Barton

Exhibit SJ2

This is the Exhibit marked “SJ2” referred to in the statement of Sheelagh Joines:-

- Statement dated 13 October 2004 (regarding
syringe drivers on the ward) ‘

6834042 v1
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WITNESS STATEMENT %M

(OT ASUIR6T, &9 MU Act 1950, 55.5A0% (a) and 305 MC Rales 1881, 070)

: . . o 3
Stateront oft  JOINES, SHEELAGH ANY \ﬁ’

Agesfunder 180 OVER IS oifover 18 serrovee 350y Qooupation:  NIGHT NURSE COORDINATOR

This statement {consisting of & page(s) sach signed by med 15 true 1o the best of my kanwledge and belief and {
make i knowing that, 7 i iy eadered 1o evidense, Tsh H ‘af.a Bable woy pravecution i E bave witbulby stued anything
which T knowta be false ar donot belfees to e trug

Signed: S A JNNER Trate: 13402004

1 am bh“é}am Ann YOI\L& ancil Ei Ve atl an chdTEs% ir;u W1 LO ﬂ‘a‘, Pume

Further o my previous statement made to the Police on 12th March 2003 (12/403/2003), T would
ke 1o add the {niowing; my current role is that of a Night Nurse Coordinator at St
Chriatopher’s Hospital  in Farehwm. 1 have beld this position for some 7 years since my

retirement from Nuraing,

in 1996 my role at the Gosport War Memorial Hospital way that of Sister in chagze of Duedalus

kep

Ward. On 2 day fo day basis 1 was responsible for the running of the ward in genersl. My
responsibifiies also included the clencal work, and sccompanying the Doctor on the Ward

round, ususlly between 0800 and 0830 hrs.

Pam unsure who my Ine manager was at this time, it could have heen {sobel EVANS | Barburs
ROBINSON or Sue HUTCHINGS who would have held the position of what we used o call

Matron, the person who is charge of the staff is the best way [ can deseribe i,

My weekly hours of work at that time were 371/2. My duties, as for as 1 can recollect were from

{730 to 1330, 0730 to 1630/1700 and 1215 1o 2030,

I was not certified to use IV drugs, and tn any avent these were not used on the ward at that

thme.

Jhaveng Ennwi dee of the term Wessex Pmmm}a but if it means the analgesic ladder, Lam of
eonrse familiar with that,

Gigned: S ADINES Slenaiore Witnessed by D WILLIAMSCH
2064415
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Continoationof Starenent o JRINES, SHERLAGH ANN Form MGHETRCONT
re 2ab s

1 are fully truned 1o the use of syringe drivers bul T am unsure what type of driver was being

used al the tme in queston.

With regards to raining for nurses regarding syringe drivers | had been trained in their ase, But
T can't remember now by whom. It could have been someone from the company that supplied i,

& trained nurse, or a Marie Curle or Conntess of Mountbatten nurse who would gse them far
more Dften that we would, The training would have been for o day at the most but probably ess
than that. It quite a sivople procedure and I have trained 1t ruysell. The talning consists of how

- iy set up the syringe driver and how to put the required dose into the driver, Trained nurses only

would be allowed to use such equipnient. Health care and support workers would not,

At this time the there wore two teams of nurses, the red and blue teams. The named norse was
the person in overall charge of each of those teams.
The time and date of all entries in the patient notes were usually completed first thing in the

morning afier handover or done on the day.

I bave been ssked to detail my mvolvement tu the care and treatment of Elsie Hester
LAVENDER | 1 can suy that Lbave no recollection of this patient, but affer referring o her

medical nowes, exhibit reference BIC/30 pages 131,151, 133, 200 to 228 and a Jetter page 13,

I oan confimy that on the 23 February 1996 (23/02/1996), page 131 T wrote the following on

what I believe to be a Diabeles preseription nursing record:

Date Time  Drug Name and Dose Reason Signature
236 (2302719963 1730 Mixtard Tnsulin Blood Sugar& S JOINES

With reference ty this | can now see that 1 did not record the actual dose of insulin, which is no
Hke me and T have no explanation as 1o why This particolar type of insulin is subcutaneously

injented just under the skin, usually in the shdowen, upper arm or thigh

Stgned: § 4 JIHES Stenature Witneszed by TPWILLIAMSON
20081
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Continuation of Statemeﬁt of: JOINES, SHEELAGH ANN Form MG11(T)(CONT)
o Page 3 of 5
The blood sugar figure is a sign of whether the diabetes is controlled. The reading 8 is

satisfactory.
I'must say that I really do not recognise this form, after all this time.

I can confirm that also on the 23™ February 1996 (23/02/1996), page 151 I wrote the following
at 1720 hrs on what I believe to be the Kardex admission notes - Pathology phoned- Platelets

36? Too small sample. To be repeated Mbﬁday. Dr BARTON informed - will review. This

entry is signed by me.

With reference to this entry I believe this to mean that not enough blood was taken, therefore it
was not possible to do a full blood count. To repeat and take more blood on Monday, the right
amount. Platelets are concemed in the make up of blood. I am not familiar with chemical

pathology records so I am unable to comment on any attempt to cross reference the two records.

I can confirm that in a letter from Dr JC TANDY (Consultant Physician in Geriétrics) which

reads;

Elsie LAVENDER, | Code

I think the most likely problem here is a brain stem stroke leading to her fall. I note she has iron
deﬁ'cient anaemia. Upper GI investigation might be helpful as, in view of the atrial fibrillation,
one might want to consider Aspirin here (I would be reluctant to consider Warfarin és I think
she's going to'be at. great risk of falling). Alas, I don't think her brain stem stroke would show up

particularly well on a CT and were now 11 days post-ictus.

I'll get her over to Daedalus Ward, Gosport War Memorial Hospital, for rehab as soon as

possible. I'd be grateful if her notes and x rays could go with her.
Thank you for asking me to see her.

Yours sincerely

Signed: S A JOINES ‘ . Signature Witnessed by: D WILLIAMSON
2004(1)
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Continuation of Statement of: JOINES, SHEELAGH ANN Form MG11(T)(CONT)
' Page 4 of 5

Dr JC TANDY

Consultant Physician in Geriatrics

CC Dr EJ PETERS , the Surgery, 149 Forton Road, Gosport, PO123HH
Sister S JOYNES, Daedalus Ward, GWMH.

I am shown as being a recipient of this letter, I believe purely because I was the Sister in Charge
of the Ward and for no other reason. As I have said I have no recollection of this patient. I don't

know Dr TANDY personally, but T know of her.
On Daedalus Ward at that time there were 8 stroke beds and 14 geriatric long stay beds.

I can confirm that on page 153 of Exhibit BLC/30 dated 25" and 26" February 1996
(26/02/2004), I wrote the following 1900 hrs on 25/2/96 (25/02/1996).

Appears to be in more pain, screaming "My back” when moved but uncomplaining when not.

Son would like to see Dr BARTON; this entry was signed by me.
On 26/2/96 (26/02/ 1996), I wrote the following;

Seen by Dr BARTON MST> 20mgms BD. She will see Mr LAVENDER @ 1400 hrs this

afternoon. Idid phone him. Blood sugars 20> this entry was signed by me

Insulin dose increased

1430 hrs - Son's wife seen by Dr BARTON- prognosis discussed. Son is happy for us to just

- make Mrs LAVENDER comfortable and pain free. Syringe driver explained.

1440hrs- All mattress needed changing- 10 MST mgms given prior to moving on to Pegasus

mattress. -

The meaning of this is almost self explanatory in that the use of the syringe driver was

explained to Mr LAVENDER junior's wife in order for the patient'to be comfortable and to be

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1) '
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Continuation of Statement of: JOINES, SHEELAGH ANN Form MG11(T)(CONT)
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free from pain.

MST means Morphine Slow release Tablets were used as Mrs LAVENDER was not

responding, it was not controlling the pain.

.The Pegasus air mattress was required for release of pressure from bed sores.

- I can confimm that on page 151 of Exhibit BIC/30, dated 24/2/96, I wrote the following

Pain not controlled properly by DF 118. Seen by Dr BARTON- boarded for MST 10Mgs BD,

this entry was signed by me.

I knew that the pain was not being controlled by observing that the patient was in pain when

moved. Another reason would be that the patient informed us of pain.

Because of this I informed Dr BARTON who visited and boarded for MST 10 Mgs twice a day.

* This was usually at 0600 and 1800

Boarded means, written up' or pfescribed in treatment sheet

BD means twice a day

DF 118 is a strong Analgesic tablet

Dr BARTON increased the MST to 20Mgs on 26/2/96 (26/02/1996)
This is shown on page 145 of BJC/30, the prescription charts.

Signed: S A JOINES Signature Witnessed by: D WILLIAMSON
2004(1) :
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Page 1 of 4

WITNESS STATEMENT

(CJ Act 1967,5.9: MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)

Statement of: EVANS, ISOBEL .

Ageif under 18: OVER 18  (if over 18 insert ‘over 18") Occupation: RETIRED PATIENT CARE MANAGER

This statement (consisting of  page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I havc wilfully stated anything
which I know to be false or do not believe to be true.

Signed: IEVANS : Date:  12/11/2002

@ I am the person named above and live at the address shown on the attached form.
In 1961 after completing my training I became a State Registered Nurse.
Then in 1966 I commenced employment at the Gosport War Memorial Hospltal as a Staff
Nurse in the Accident and Emergency Department.
In 1978 I became Ward Sister in the female ward at the hospital.
Eyentually, in 1988 I progressed to become a Matron and a few years‘ later I then became
Patient Care Manager. I fulfilled this role until my retirement in 1996.
My responsibilities in 1991 as Patient Care Manager was for all nursing care within the hospital
units. Which consisted of 3 wards, operating theatre, 6utpatients and the Accident and
Emergency Department.
: There was also two annexes known as Redcliffe House and Northcote House , which I was also
Gg responsible for.
| In regard to the Redcliffe House annexe this was a 22 bed unit for the long term care of elderly
patients who were all under the care of a consultant.
The staff requirements for the unit was 5/6 in the morning, 3/4 in the afternoon and evening and
a minimum of 2 at night.
When I took control of the Redcliffe House annexe it was obvious that there were problems
with the unit and the staff. These were mainly due to outdated nursing practices, poor morale
and inappropriate treatment of patients.
. A nursing auxiliary indicated that some patients were being force fed and that the general
manner in which patients were treated by some staff was quite poor.
One example glven was of a patient who was incapable of moving who was sat in chair one day

When two nurses told her that there was a rat behind her and that if she did not cease to be

Signed: I EVANS Signature Witnessed by:
2004(1) '
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troublesome they would leave it there. I conducted an enquiry into these allegations but was
unable to prove or disprove. However as a result of this enquiry one member of staff was
mbved and another retired.

I also started implementing other measures to improve nursing practices and help morale at the
unit.

Unfortunately some of these ideas were resisted by some of the nurses at the unit, who were not
happy with this ‘culture change'.

In 1991 we started using syringe drivers at the unit. This was a result of some staff attending
study days where it was recommended that pain relief given a regular/constant basis would
alleviate pain better than giving painkilling drugs irregularly, which was the normal practice.
One of the painkilling drugs we used on a regular basis was Diamorphine and sometimes a
syringe driver was used.

Shortly after we began this practice some of the staff from Redcliffe House approached me, this
included Anita TUBBRITT and Sylvia GIFFIN . They expressed concerns over the amount of
Diamorphine used at the unit. |

I was already aware at this time that Sylvia GIFFIN, who was a staff nurse at the unit, did not
give patients Diamorphine at night unless they were awake, when she was on dﬁty. She
complained that she had been criticised for this. After listening to their concerns I spoke to Dr
BARTON , who was the clinical assistant for the unit and the unit sister, Gill HAMBLIN . -
They satisfied me that all usage of the dri vers at the unit was safe and appropriate.

I felt that the problem was that the drivers were new and the staff did understand the thinking
behind their usage.

Therefore [ arranged training for them and Steve KING , a pain control expert, to attend on
study daysto give lecture on drivers.

Another expert Linda FOSTER , also came along and showed them how to set the drivers up
and who to use them on.

In regard to the amount of Diamorphine used some of the staff were under the perception that
patients were getting more. This was because they were used to giving the patient for example
10 milligrams of Diamorphine orally every four hours.

However, now with the use of the syringe drivers they were getting 60 milligrams at once but

this was fed to them over a 24 hour period by the driver at a constant level. This obviously

Signed:  EVANS Signature Witnessed by:
2004(1)
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equated to 6 doses of 10 milligrams over 24 hours but some of the staff could not originally
comprehend this.

The other complaint by the staff was that patients who were not in pain were placed on the
syringe driver. However they could not give any examples. I think the problem here was that at
the time we had patients who could not express themselves due to the fact they. were suffering
from strokes or were confused. Therefore they could not indicate if they were in pain.

At the time I had no concerns about syringe drivers and indeed I instigated their purchase. 1
believed that they offered the highest level of pain contrdl on the smallest dosage possible.

Furthermore in 1991 there was only five syringe drivers in the entire hospital complex, with

Redcliffe House only having one driver with access to another spare one. So their usage then
was rather conservative. Although I was totally surprised by the staff fears, I did not think it
was likely to become a problem. |

I did make Doctor LOGAN , the senior consultant at the unit, aware of their concerns. I must
add here that the doctors were responsible for the prescription of painkillers to patients and who
should be placed on a syringe driver. _

In respect of Doctor LOGAN and Doctor BARTON, I fouhd them both approachable and
capable professionals.

However despite the training I received a letter from the staff representative stating that they
still had concerns over the syringe drivers.

I spoke to Doctor LOGAN who said that he would not respond to this letter without examples of

their misuse. Therefore I sént a memo to all the staff at the unit requesting examples.
Unfortunately I did not receive one reply. I was still anxious to address this problem so a
meeting was arranged. Which was attended by Doctors BARTON and LOGAN and all the
trained staff and myself from the unit. 4

I brought up all the concerns raised by the staff and gave them the opportunity to amplify these.
Doctor LOGAN answered all their concerns over the syringe drivers and the prescribing of
Diamorphine. I felt that everyone was satisfied by the answers given. Indeed the issue was
never again raised between then and my retirement in 1996.

I would like to-state that Dr BARTON was also the clinical assistant to two other units within
the hospital complex, the Northcote House annexe and the geriatric,beds within the female/male

ward in the main building.

Signed: TEVANS Signature Witnessed by:
2004(1)
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There was never any complaints forthcoming from those units about Dr BARTON prescribing
medication, |

My personal opinion is that these problems in 1991 were due to the culture changes at the unit
which I helped impose there.

These were mainly the use of painkillers and bringing the nursing practices up to date.

I was supported in the effort to impose the changes by Gill HAMBLIN, the sister in charge of
the unit.

I recently became aware of problems at the hospital through the local papers.

On 23" October 2002 (23/ 10/2002) I was shown various papers with identification reference
number JEP/”GWMH/1/7 . This is a collection of meeting minutes, letters and memos. Some of
which I recognise. In respect of the report by Gerri WHITNEY 1 cannot recall seeing it but I
may have seen it at the time.

However in respect of the minutes of the meeting held on 18™ September 2002 (18/09/2002).
This document is misleading and does not show the full circumstances.,

I can honestly say that I did not do anything incorrectly and I am satisfied that all patients who

were placed on syringe drivers were appropriate.

Signed:  EVANS \ Signature Witnessed by:
2004(1)
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WITNESS STATEMENT

(CI Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)

Statement of: ROBINSON, BARBARA FRANCES

Age ifunder 18: OVER 18 (if over 18 insert ‘over 18') Occupation: INVESTIGATING OFFICER

This statement (consisting of 5 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated anything
which I know to be false or do not believe to be true.

Signed: = BFROBINSON Date: 02/03/2006

I am the above named person and I live at the address shown overleaf. I trained as an SRN

Nurse between 1964 and 1967 at the Royal Free Hospital in London. My registration number

with the Nursing and Midwifery Council is{ Code A |
Having qualified as a staff nurse I worked at the Royal Free and as a sister from 1969 - 1971. I
then worked as a district nurse in London from 1971 -1972. I then worked as a ward sister at

the Royal Victoria Hospital in Folkestone between 1972 and 1973. I then had a gap whilst I

started a family.

In 1981 I worked as a district nursé in Portsmouth and in 1982 I moved to Gosport, as a district
nurse. [ did this until 1987. I then worked as an assistant community nurse manager in
. Fareham from 1987 - 1990. After this I worked as a neighbourhood nurse manager for West
% Fareham until 1994. - From 1994 I managed St Christopher's Hospital in Fareham which is an
elderly care hospital. I also arranged the out of hours district nursing service for Portsmouth
and S E Hampshire. In 1996 I became the service manager for Fareham and Gosport Elderly
Services. 1 was based at the Gosport War Memorial Hospital . This included the management

of St Christopher's Hospital and all the elderly mental health services for Fareham and Gosport.

I worked at the GWMH until 2000. As service manager my role was to manage both the
GWMH and St Christopher's Hospital. I was responsible for nursing, admiriistration and cler

ical staff as well the catering staff, cleaning staff, chaplains and other non medical staff.

Signed: B FROBINSON Signature Witnessed by:

2004(1)
RESTRICTED
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I worked closely with the medical staff. I had two deputies, Sue HUTCHINGS and Bridget
HOWES. As a manager within the NHS I studied with the Open University and I obtained
certificates as an effective manager, managing change and accounting on the personal computer.
I also hold a degree in community studies which included management modules and care of the
elderly modules. Whilst at the GWMH I also undertook the National Facilitators Certificate for
the NHS.

I would describe general nursing care at the GWMH as excellent. The hospital had very much a
community feel with both the staff and the patients. Patients were not left in beds, there were
large day rooms with access for both beds and wheel chairs. This meant people were not

isolated. Both Dryad and Daedalus had an activities co-ordinator.

There was access to both occupational therapy which prepares people to. go home and good

physiotherapy.

I was aware of the use of both syringe drivers and diamorphine at the GWMH. As service
manager I liked to get out onto the wards. I spoke with staff, patients and their families. I never

heard anyone raise any concermns about the use of syringe drivers or diamorphine.

I was aware of two complaints with regard Gladys RICHARDS and the mother of a Mr
WILSON . I was not involved in the investigation of these matters. I can say that as a result of

these investigations other staff did not come forwards to voice concerns.

I have been asked about the following medical procedures. I can state that we did not use
venflons and giving sets for intravenous infusions, nor did we use bags of saline 5% dextrose
for intravenous infusions. We did not use these because we did not have a resident medical
officer. The use of oxygen was prescribed by the consultant or clinical assistant but in an

emergency a nurse might use it for resuscitation purposes.

An ECG machine was available and this was used all over the hospital by a trained technician or

doctor. Blood transfusions would not be given at the GWMH. Iam unable to say if intravenous
Signed: B FROBINSON Signature Witnessed by:

2004(1)
RESTRICTED
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antibiotics were ever given. If they were it would have been done by a doctor.

In the event of a medical emergency the staff would administer first aid and then ring 999 for an

ambulance.

At no stage whilst I was at the GWMH did I ever have any complaints with regard the conduct

of Gill HAMBLIN or Dr BARTON in relation to medical procedures or any other matter.

I am not aware of any concerns prior to 1996 regarding syringe drivers or training needs. I did

ask every ward to prepare a training needs plan which either I or the ward sisters implemented.

This includes syringe driver training. This was part of the basic core skills for qualified nurses

at the GWMH.

I have been asked directly about any issues between Shirley HALLMANN and Gill
HAMBLIN. I was aware they did not get. oﬁ. Shirley tended to think Gill would not try out
new ideas. Shirley was a member of staff I had to manage quite a bit. She found fault in other
staff and felt her ideas were the best. She never complained about syringe drivers or
diamorphine \;/ith regard Gill HAMBLIN. Shirley was quite a highly strung lady who was very

critical.

. Gill HAMBLIN was the ward sister of Dryad Ward and also the continence advisor for the

hospital. Ithink she also advised on wound care.

Dr BARTON was the Clinical Assistant for both Dryad and Daedalus Ward. She would be in at
0730 Monday - Friday and visit both wards. if the staff rang she would come back in. The role
of Clinical Assistant was paid by the session but it was not a full time role. Dr BARTON was
very attentive to patient needs and always came in when called. I would describe her as an
excellent doctor. She was also a part time GP in a local surgery. She was held in high regard by
staff, patients, other GP's and indeed the local commu.nity. It was of ﬁote that the service was

never as good when she was on leave.

Signed: B FROBINSON Signature Witnessed by: -

2004(1)
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[ have been shown exhibit BJC/89 the admission book for Dryad Ward 97/03. I understand that

this was a book filled out by a ward clerk. I don't think this was a role that would have been

done by a doctor.

In March 2000 I was asked to transfer to the Department of Medicine for Elderly People based
at the QA Hospital and St Mary's in Portsmouth. This was as a promotion and I became Chief
Nurse for older people services. This included supervising the senior staff in the elderly mental

health services across the district.

I retired in March 2004, I currently take on investigations on behalf of the Fareham, Gosport

and East Hampshire Primary Care Trusts.

Signed: B FROBINSON Signature Witnessed by:

2004(1) ,
B RESTRICTED
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WITNESS STATEMENT

) Act 1967,5.9, MC Act 1980, 555413} {a) and 38; MC Bules 1981, ¢.70}

Statementof  ASTRIDGE, YVONNE ANN

Age ifurderi®  OVER IR fover I8 fnsert'over 187 Oooupation:  CLINICAL MANAGER

This statemen: fonosisting of  page(s) each sigoed by me) is true 1o the best of my knowledge and belief and §
make it knowing thay, if iv is endered in evidence, I shall be Hable to prosecution if | have wilfully stated anything
which 1 know o be false or do not believe 1o be true.

Signed:  TASTRIDGE Date 551072004

I am Yvoune Ann ASTRIDGE and [ live at an address known to the Police.

} RG pital and [ have 25 vears experience in the
» . ) . 8 FF o » L
Nursing profession. < éﬁf"‘“‘“ /’*‘““«w e ] / Wotgeen T - BASn

I began my training in 1979 at the Nightingale School of Nursing at 5t Thomas's Hospital
London and qualified as an RGN in 1981, my pin number is 78CO813E.
From 1981 [ was employed as a Staff Murse at 51 Thomas's Hospital, London where T worked

on a night pool for three months and for the next three months on an elderly care ward.

From 1985 to 1986 1 worked at the Royal Free Hospital in London as a Staff Nurse on a medical

ward

From 1982 to 1984 1 worked at Abingdon Hospital as a Staff nurse on a GP ward with a

maternity amex

From 1986 to 1987 I worked as an RGN Nursing Officer at a Nuorsing Home, where when on
duty T was in charge of the Nursing Home, its staff and the care given to elderly chients. T was

also responsible for recrnitment of staff

N LR

where | assisted the Clinlcal Manager (Ward Sister) in the administration of

evelopment of nursing practice, where T was

involved in the rehabilitation of stroke patients and { ran an NV group to help other Nurses

Signed: Y AZTRIDGE Signatre Witnessed byt D WILLIAMSOW
2004{ 1
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study for NV qualifications.

From 1998 until 2004 1 worked at St Christopher’s Hospital in Fareham, on Rosewood Ward

and latterly Shanmon Ward this 15 & hospital for the elderly.

1 am an extremely experienced Nurse having kept up to date with all of my courses including

stroke handling and positioning, critical companionship, stroke rehabilitation safe movement
and handling of loads, care of the elderly and social services gmdelines for the placement of

patients.

[ am also the holder of a City and Guilds Centificate in further and adult education and a further
City and Guilds qualification for assessing a candidate's performance, and assessing candidate

using diverse evidence. I also hold an English National Boeard quahhcaimn in the care of the
elderly. Qauuamm Qsme, T

v, .
T e e

t Gosport War Memorial Hospital

where { would ran the ward in the absence of the ward manager. But my primary role was that

of patient care. Aithg

1 have had training in the use of TV drugs, but {ast used them in London in the 1980's. I have not

given IV drugs in Hampshire.

Before 1996 1 think it was, ¥ had training in the use in the setting up of syringe drivms This

training would have been pnmlv Sessions c\\hﬂ ward. 1 believe that the brand of s*mnac drivers
Do oﬁﬁam‘awf AR Ok }M"@ mqw

Bigned: Y ASTRIDGE Signature Witnessed by: D W[LLIMVISON

2004(1) :
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used at that time was “Gravesby” and in fact I'm sure these are still used today.

There was formal training in the use of syninge drivers but I am unsure if this was before 1996,

There have glso been Syringe Driver refresher courses at the Queen Alexandra Hospital .

The Named Nurse is the nurse responsible for overseeing the care of patients, in broad terms.

The named nurse does not actually need to do it

swepk and my tour of duty would have been;

0730 - 1615 for 2 days
0730 - 1330 for 1 day
1215 ~ 2030 for 2days

{ have been asked to detail my involvement in the care and treatment of ¥

¥ . 1 can say that hut after reference to her

A A,

medical notes {exhibit BIC/3(0) pages 95, 97, 99, 103, 105, 107, 109, 111, 113, 115, 117, 119,
121, 137, 151, 153, 167, 169, 171and 173, I can confirm that on the
(27/02/1996) Hgge
LAVENDER which states that ,The problem, “the i

1 was shown as the named nurse in the nursing care plan of Elsie

relation 1o drugs is satisfactory.

% of the nursing care plan date 5 (02/03/1996) 1t is
" This is signed Y ASTRIDGE and J MOSS . Th

It was policy at that time that a Healthcare suppornt

I gan confimm that ong

worker should have any entry countersigned, or a trained member of staff could sign an entry. |

rather feel that Jean MOSS the health care support worker signed this entry. The account given

Signed: Y ASTRIDGE Sigeatures Witnessed by D WILLIAMSON
200441
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should dand would bein order.

I can confim that on pAEESY of the notes, dated né s S0 (22/02/1996) the following

I would add that patients are asked if they can wash and clean
their teeth. If riot, this should be done with assistance from a nurse. A care plan means a plan of
how to address a problem which the patient has. If there is no problem then there is no care

plan. In general there is a specific care plan for every problem,

dated the same day is another nursing care plan with the named norse, SSN.Y
ASTRIDGE; this is #

Desired ougome” To aid healing.” Mursing action,” Dress alternate days with kattostat soaked

5, Problem, "leg ulcer on R leg and dry skin”

in nfsaling, cover with NA dressing and 9x9- bandage. Apply emulsifying ointment to both legs.
Even though | am the named nurse 1 would not necessarily issue such instructions. Nfsaline

means normal saline.

#idated the same date is & continuation of page 107 regarding leg ulcers.

Seaff would interact with the patient by asking such questions that were necessary and recording

Stgred: Y ASTRIDGE Sigmatare Witgessed by D'WILLIAMSON
2004(1)
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such in the notes. In 1996 it was common practice to ditto entries if those were unchanged, it
not however practice now.

.

I can confirm that on and 113 of a norsing care plan dated the 238" Pebruary 1998

{22/02/1996) T am shown as the named nurse, but this ignotan myoweiting. The following is
written, Problem, Indwelling urinary catheter. This means pertaining to a tube left within an
organ for daining. Potential problems of, a) trauma b} infection ¢} Retention of urine. Desired
putcome, o minimise the risk of trauma, infection and retention of urine. Nursing action:

catheter care to be carried out daily. Monitor urine output and report. Test urine if infection

suspected. Secure tube at catheter to leg to minimise trauma.

SRR Wi the tatley

The catheter would be inserted if the patient had retention of urine, in the main.

Permission of the patient is required to pass (insert) a catheter, or if that patient is incapable
then a medical decision would be necessary. For the catheter to work correctly it should be
clean and in working order. If the patient is in retention, with a large amount of urine in the
bladder, then in turmn it can cause back pressure on the kidneys. Of course once the patient is

better then the catheter would be removed,

06 (21/02/1996) of a nursing

care plan of Elsie LAVENDER, where [ am shown as the named nurse, again this is netd

I can confirm that on $ig

14, and the following is written. B

Desired outcome, to heal. Evaluate daily. Spray minute broken arga wilth Betadene. Nursing

action, 24/2/96 (24/02/1996) broken area sprayed with Betadene and signed by a nurse.?

Betadene is an todine spray which kills bacteria. It was a standard pressure sore treatment, but is
not used in the same way now. | have reviewed the rest of the entries and it would appear that

apart from the spray, todine dressings were also used.

Signed: ¥ ASTRIDGE Signature Witnessed by: D WILLIAMSON
200441
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#(27/02/1996) the area was

The Sacrumis the triangular bone just below the lumbar ventebrae.

11996 (01/03/1996) to the 6™ March

1996 (06/03/1996); T am again shown as the named nurse. Thew

“monitor bowe!l action daily. Give a high fibre diet and plenty of fluids. Give suppositories or

enemas as required”, Nursing Action; "Suppositories and enemas given with little result and

patient continues to leak faecal fluid”. These notes are written by other medical staff and not by

ma.

96:(22/02/1996), that a

gegnd | do not recognise whose

HF the notes, dated the

I can confirm that on pg

nursing care plan was started. These entries arg;
it is, T can say that the following page 123 is linked to page 121. The following is written;
problem,” Requires assistance to settle for night”. Desired ouicome, to ensure patient has
adeguate sleep. Nursing action, "transfers to seat with assistance of 2 nurses” On page 123 the
entries range from 22°° February to 3 March 1996 (03/03/1996) and appear to be a nightly
record of her sleep pattern. It also shows analgesic given and records that medication was
refused on 1™ March 1996 (01/03/1996). I also observe that there are blank spaces on 25/2/.96
(25/02/1996), 27/2/96 (27/02/1996), 28/2/96 (28/02/1996) and 29/2/96 (29/02/1996).5

Signed: Y ASTRIDGE Signature Witnessed by: D WHLLIAMSON
2004(13
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fibrill
(03/02/1996). CVA wmeans a8 Cerebrovsacular sccident {Stroke). She now has problem

grip in both han
Seen by Dr BARTON, medication prescribed. Catheterised size silastic ( a trademark for

a substance similar to rubber) which drained 750 in the first hour? Retention. General bath

given and leg uleer on right leg redressed. Area on left leg appears healed”. This entry is signed

by me.

FBO ESR Us & Es

taken”. This entry is signed by me. FBC means Full blood count. ESR means check for

sedimentation speed of erythrocytes when spun.

S/B means seen by Dr and medication written up. U's and E's mean urea/creatine and electrolyte

in bBloods taken

I can confirm that on page 153 of the notes of Elsie Lavender dated 27" February 1996
(27/02/1996) that T have written "Bloods taken” This means that blood samples were obtained
from the patient, I have no idea why these were taken. It could have been because of a spoiled
previous sample, or some other resolts were requived or that the patient's condition had

deteriorated. This would probably have been authorised by a doctor, and & blood nurse would

Signed: ¥ ASIRIDGE Signatre Witnessed by D WILLIAMSON
)
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have taken the sample.

the notes which i3 af

{ can confirm that on By

the top of the page. This is a mental test score of which

Prevention/Treatrnent Policy dated

On page!)
2242796 (22/02/1996), 1 can confirm that [ wrote the patients name at the top of the page. This is

i d

what we call 2 Waterlow score and details the patient’s susceptibility to bed sores, This patient

has a? K. A score of below

10 is ok, ascore of abave 10 is a risk, & score of shove 15 15 a high risk and over 20 is, as T have

said is a very high risk. If